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DRAFT Public minutes of the meeting of the Board of Directors of The Christie NHS Foundation Trust 
held on Thursday 26th January 2017 at 12.45pm in the trust administration meeting room centre, The 

Christie NHS Foundation Trust 

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

Chairman 
Non-Executive Director 
Non-Executive Director 
Non-Executive Director 
Non-executive director 
Non-Executive Director 
Non-Executive Director  
Chief executive 
Executive director of nursing and quality 
Executive director of finance & business development 
Executive Medical Director  
Executive medical director 
Acting Director of Workforce 
Deputy Chief Operating Officer 
 

In Attendance: Louise Westcott  (minutes) Company secretary 
   
 Lisa Wylie Public governor 
 Roger Bowman Public governor 
 

Presentation:  ‘Changing the face of breast cancer…an ounce of prevention is worth a pound of cure’ - Dr 
Sacha Howell (SH), senior lecturer and consultant in medical oncology 

 
CO welcomed the observers and SH to the meeting. 
 
SH introduced himself as a senior lecturer in medical oncology & the BRC chemoprevention theme lead. SH 
outlined 3 patient stories from his recent practice that really focussed his mind on the importance of 
progressing with prevention. 
 
3 case studies were discussed – a 46 year old woman married with 15 and 12 year old sons. In June 2015 
she was diagnosed with L triple negative breast cancer, she had neoadjuvant chemotherapy and was planned 
for radiotherapy but her cancer had progressed despite immunotherapy and first line chemotherapy. Her hope 
was to make it to Christmas which she did. 
 
The second patient was a 37 years old woman with a young child whose breast cancer spread to her brain 
and liver. The patient died very quickly. Finally SH talked about a 34 year old woman who was treated with 
chemotherapy & had bone metastases; she has a predicted survival of 6 months. All of these women had the 
best therapy (immunotherapy) available.  
 
All of these women are of pre-screening age, have no family history and are all oestrogen receptor negative 
so are unresponsive to existing preventative agents. There is a huge unmet need in prevention. SH outlined 
what drugs are available for chemoprevention. These are approved drugs that reduce chances of recurrence. 
 
Anastrozole now needs implementing it has less side effects than Tamoxifen.  
 
Unmet need – SH identified 3 key questions; how do we engage with younger women about risk, how do we 
identify which are at risk and how do we prevent breast cancer in these women 
 
In terms of engaging young women – SH talked about the Manchester cohort study which is initially a single 
district pilot but will then extend across GM, there is a social media / advertising campaign and web based 
recruitment. In terms of identifying young women at increased risk, SH identified the elements that can be 
used as; hormonal risk & family history, genetic risk assessment and novel breast density assessment. New 
techniques are being identified. 
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SH went on to talk about how to prevent ER negative breast cancer. This is through the use of drugs called 
antiprogestins. These are the drugs that are being used in studies. SH noted that breast cancer prevention is 
working but that we need a more focused approach. There is a large unserved population that require 
alternate approaches and SH outlined that the aim is to achieve this through the BRC in Manchester. 
 
Questions were invited. 
 
WM asked could other colleagues help to take part in secondary prevention studies. SH replied that they 
could but that we need to be careful about the terminology used and how ‘prevention’ is interpreted.  
 
KW asked about chemoprevention as prevention – would patients take this for life. SH – 5 years is NICE 
guidance but this carries over for up to 20 years. There are cases that have taken it for up to 30 years. 
 
NL – how do we support our own staff with cancer prevention. EL responded that we have wellbeing events, 
campaigns etc for staff and that we work with CRUK as well. The sessions are well attended. Hard to 
measure success but we do get good uptake from staff. 
 
SH added that diet, exercise and not smoking are all key to prevention also. 
 
CH asked if we can link into our staff as part of the pilot recruitment. We have a large group of people that we 
can access. 
 
KR noted that we have to be very careful about how you sell this as we don’t want to start a panic. SH 
responded that he agree entirely, we have a lot of expertise here to manage this in the population we 
describe, the team are very aware of this risk. 
 
CH asked about national funding and how difficult this is. SH responded that NIHR have funded the first 2 
projects, the funding streams are there but it will be difficult to get the funding. We have the people who are 
capable of successfully applying for funding. 
 
SH added that it will take a long time to demonstrate a reduction in incidence. 
 
JF asked if there’s anything we can do to help to increase the uptake of Tamozifen. SH responded that need 
to educate patients and GPs to increase knowledge and educate them on side effects and how they can be 
managed. 
 
RGS added that the devolution team are taking this on. 
 
 

No Item Action 

01/17 Standard business  

a Apologies  

 Apologies were received from Fiona Noden (FN), Chief Operating Officer.  

b Minutes of the previous meeting held on 24th November 2016  

 The minutes of the meeting held on 24th November 2016 were accepted.    

c Action plan rolling programme, action log & matters arising  

 The items on the rolling programme were captured on the agenda.  All items on the action 
log have been progressed. 

 

d Declarations of interest  

 No declarations of interest were made.  

02/17 Key reports  

a Chief executive’s report  

 RGS drew particular attention to the following items in his report; 
i. NHSI requirements to carry out activities with the planning round have been completed 

including contract signing and submissions. 

 

4



No Item Action 
ii. Summary of activities in GM cancer system. We are on the cusp of having an agreed 

cancer plan for GM incorporating our ideas around achieving world class outcomes and 
innovations including the Vanguard activities. 

iii. MCRC have received notification that the centre had its Major Centre status 
renewed by Cancer Research UK (CRUK).  This is a £39m award over the course of 
the next 5 years and is one of only two national major centre awards (us and 
Cambridge). A further £2.75 million investment is planned for the Manchester 
Experimental Cancer Medicine Centre, from CRUK and the National Institute for 
Health Research 

iv. RGS reported that we are on schedule with all of our major developments. IPU will be 
operational in May. Protons is on plan to deliver the 1st treatment in August next year. 

RA asked what the implications are of us being on plan for the proton build and UCLH 
being behind schedule. RGS responded that discussions are ongoing with NHSE but that 
there is no detailed plan yet. Mitigations are being considered. We will be operational for 
some time before anyone else.  

b Executive medical directors report  

 WM noted the following from the report: 
i.  Prof Juan Valle will be heading up MAHSC CTU as Clinical Director. 
ii. She noted the excellent result for the Haemato-oncology Clinical Research Team who 

won the “Research Team of the Year” award in the Greater Manchester Clinical 
Research Awards 2016. 

iii. A review of medical revalidation has been published and the recommendations are 
being digested to see how it can be used. We are looking at appraisal of doctors and 
real time feedback from patients in their care. WM feels this should be welcomed. 

iv. GMC trainee survey – this is undertaken across all organisations with training 
responsibilities. The GMC wrote to CEOs asking that findings be shared with boards. 
WM drew attention to the report attached. Nationally the report shows that among junior 
doctors there are issues of heavy workload, sleep deprivation, 60% working beyond 
rostered hours and inadequate time to train them by trainers. 
Our results from the core medical trainees show that for intensity of workload out of 
hours – 25% say it’s too high, 7.5% way to high. A lot refers to early evenings. In 
response a twilight shift has been introduced and staffing upped on Saturday when the 
Oak Road Treatment Centre is open. Gaps in the rota had a knock on effect and a 
review of the medical workforce was looked at and the situation improved. No doctors 
say they are sleep deprived and there is no issue working beyond rostered hours. Have 
improved on access to protected time and this is reflected in better feedback. 
National survey refers to time for consultants to train – our figure was higher than the 
nationally reported figure. This is reflective of how busy our clinics are and our increase 
in activity. Job planning is being addressed. 
Overall – good feedback and high standard of medical training. 

CO thanked WM and conveyed support for the actions to the responses. 
RA asked if there were any surprises. WM responded that there weren’t and that we were 
aware of the issues. 
CO - congratulations to those that have been appointed / successfully won awards. 

 

c Integrated performance report – month 9  

 BD reported on a successful month: 
Quality: 99.4% patient satisfaction survey, 98.7% outpatient satisfaction survey, 
chemotherapy satisfaction 92.1% (significant improvement) particularly good with high 
activity being seen, pharmacy turnaround at 81%. 
There have been 0 MRSA cases in December and 5 CDiff cases - YTD 23 cases (threshold 
of 19). Discussed in detail at the QAC. 
JB informed board of a detailed discussion around CDiff at Quality Assurance Committee 
(QAC) – overall our activity has risen, 3 of the 23 CDiff cases show lapses in care. 
Commissioners understand the increased vulnerability of our patient group. No themes or 
trends have been identified in our incidences. We have a very low level of lapses in care 
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No Item Action 
and there have been no changes in our practice or policy. JB noted that NHSI won’t 
penalise us for exceeding the threshold. Unavoidable cases are caused because the CDiff 
is out in the environment and the treatment we give makes patients more susceptible. CO 
confirmed that the QAC have asked the right questions around this. RGS – the incidence of 
CDiff cases nationally has increased. We have followed expert advice that says we will 
receive an increase in cases, partly due to increases in activity. The numbers are very 
small; we provide 88k treatments to 44k patients. Full RCAs are undertaken and there is a 
root and branch review of our processes. We also have a CDiff collaborative in place. The 
threshold we have been set doesn’t relate to the incidence in the population but to a year on 
year reduction from NHSI. A decision was taken at QAC not to increase the risk score on 
the Board Assurance Framework. 
Safe staffing levels have been achieved; there have been no SUI panels, 3 executive 
reviews, 6 complaints, 3 inquests and 1 risk at 16, 2 risks at 15. 

Access: all targets have been achieved apart from 62 days which was at 82%. The target is 
measured on quarters and the quarterly target has been achieved at 86.1%. January 
performance is up. Length of stay has slightly risen in month, patients treated YTD are 
above plan (3.84%), sickness is showing a slight deterioration from last month and agency 
spend is at 71% against the agency cost ceiling. 

Finance: The EBITDA surplus has increased to £21,262k, there has been a slight increase 
in the trading surplus, I&E has shown an improvement in month. We are achieving the 
control total and 87.6% of CIP has been achieved in year (84.6% recurrently) and the cash 
balance stands at £38.0m.  Debtor days are 14. 

Ratings: Governance SOF (single oversight framework) 1, Financial sustainability risk rating 
SOF 1  

JB noted the report about complaints – we have exceeded our number from last year. We 
know what the themes and trends are and our increase in activity in chemotherapy has 
caused some issues. Work is being done to address issues with scheduling and 
appointments and targets have been set. 

TK asked if we encourage people to complain. JB responded that staff support patients to 
do so and also to do so informally if they prefer. 

RA asked if we have a freedom to speak up guardian. JB confirmed that we do and that she 
was appointed in September on a part time basis. 

d NHSI Q3 submission  

 JF presented the Q3 submission. She reminded board that the Single Oversight Framework 
was introduced on 1st October and that there is now no requirement for board sign off. We 
submitted the narrative by the deadline on 24th January. This mirrors the performance 
presented in the Integrated Performance report but with further detail on capital, quality, 
membership and board appointments. 
NHSI want assurance we’ll meet our control total. We have done this. NL noted that the 
information is consistent and it’s very good. CO added that it is a shame the board are no 
longer required to do the declarations. 

 

03/17 Approvals  

a CQC inspection outcome improvement plan  

 JB presented the plan. This has been discussed at Quality Assurance Committee. 
We were rated overall as outstanding. Mike Richards described us as ‘Exceptional & a 
leader in its field’. Staff were described as kind compassionate and caring. 
The overall scorings were discussed and it was noted that we achieved very high 
standards. 
CQC can give regulatory actions – some are must do’s and others ‘should do’s’. We were 
only given ‘should do’s’ which is very good. We have taken the report and turned these into 
an action plan which is presented. This shows how we have addressed the 
recommendations. 
CQC will get a copy of the plan following this meeting. 
CO commented that the board were very happy to get this rating and thanks are extended 
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No Item Action 
to everybody. The trust is very committed to improvement and this demonstrates this. 
KR asked about the issue of legibility of consent forms and whether we can really improve 
this. JB responded that this is specifically for the surgeons and that they are committed to 
improving this. 
The report will come back to the Quality Assurance Committee and board in June. 
RA asked how we make people attend the governance meetings. BD responded that 
divisional governance arrangements have been in place for about 12 months; attendance is 
monitored now and managed through the division. This has improved. 

04/17 Board assurance  

a Board assurance framework 2016/17  

 

RGS presented the BAF and highlighted the extensive updates that have been made 
since the last meeting as well as suggested updates.  
He drew attention to the incorrect description of one of the new risks; 
7.6 - that was described as ‘risk of full compliance against PDR action plan to achieve 
trust standard’. It should read ‘risk of non-compliance against PDR action plan to 
achieve trust standard’. 
4 new risks have been identified in total and the board noted these. Actions were 
agreed as follows; 
Risk 1.1 – risk score discussed at Quality Assurance Committee. The likelihood score 
has changed to 4 and the impact to 3 = 12.  
Risk 2.1 – reduce risk score from 12 to 8 – agreed. 
Risk 4.1 – reduce risk from 12 to 8 – agreed. 
Risk 5.2 – re-described risk accepted as well as scoring. 
Risk 5.3 – reduce risk from 12 to 8 – agreed. 
Risk 7.3 – remove risk – agreed. 
Risk 7.6 – as described above. 

 

05/17 Any other business  

 No items raised.  

 Date of the next meeting:  

 Thursday 30th March 2016  
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Agenda item 06/17c

Month From Agenda No Issue Responsible 
Director

Action To Agenda no

30th March 2017 Annual reporting cycle Corporate planning (corporate objectives / 
BAF 2017/18)

Executive 
directors

Approve next year's corporate 
plan

08/17c

Annual reporting cycle Letter of representation & independence Chair Directors to sign 08/17ai
Annual reporting cycle Register of directors interests Chair For completion 08/17aii
Annual reporting cycle Fit & proper persons declaration Chair For completion 08/17aiii
Annual reporting cycle Declaration of independence (non-executive 

directors only)
Chair For completion by NEDs 08/17aiv

Annual reporting cycle Integrated performance report COO Monthly report 07/17c
Annual reporting cycle Chair Approve 08/17b
Six monthly compliance with NICE safe 
staffing guidelines

EDoN&Q Review 09/17b

Organisational development plan Acting DoW Update 09/17a

27th April 2017 Regulatory NHSI Q4 submission EDoF&BD Quarterly report
Annual reporting cycle Integrated performance report COO Monthly report
Annual reporting cycle Essential standards for quality & safety / 

NHSLA
EDoN&Q Declaration / approval

Register of matters approved by the board CEO April 2016 to March 2017
Annual reporting cycle Operational plan 2017/18 EDoF&BD Approve
Annual reporting cycle Research report on key issues, progress 

against objectives and future plans
EMD Review

Annual reporting cycle Annual Corporate Objectives CEO Review 2016/17 progress
Staff friends & family test Acting DoW Results

24th May 2017 Annual reporting cycle Integrated performance report COO Monthly report
Annual reporting cycle Annual reports from audit & quality assurance 

committees
Committee 

chairs
Approve

Public Meeting of the Board of Directors - 2017

Action plan rolling programme after January 2017 meeting 
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Month From Agenda No Issue Responsible 
Director

Action To Agenda no

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

EDoF&BD Approve

Monitor provider licence Self certification declarations EDoF&BD General condition 6 and 
Continuity of Service condition 7 
of the NHS Provider Licence

14/16f WRES progress DoW Annual update
Annual reporting cycle Education report on key issues, progress 

against objectives and future plans
EMD Review

29th June 2017 Annual reporting cycle Integrated performance report COO Monthly report
Regulatory NHSI Q1 submission EDoF&BD Quarterly report

Responsible Officer report IEMD Annual report

Integrated performance report COO Monthly report By email

Integrated performance report COO Monthly report By email

28 Sepember 2017 Annual reporting cycle Integrated performance report COO Monthly report

Compliance with NICE Safe Staffing 
Guidelines

EDoN&Q Six month review

Organisational development plan Acting DoW Six month review

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

CEO Interim review

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

against objectives and future plans
EMD Six month review

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

against objectives and future plans
EMD Six month review

August 2017 - no meeting

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

Action To Agenda no

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

Organisational development plan Acting DoW Update

Integrated performance report COO Monthly report By emailFebruary 2018 - no meeting
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Agenda item 06/17c 

Action log following the board of directors meeting held on  

Thursday 26th January 2017 

 

Public 

No. Agenda Action By who Progress Board review 

  No actions recorded    
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Agenda item 07/17a 
 

Meeting of the Board of Directors 
Thursday 30th March, 2017 

 
 

Report of Chief executive 

Paper Prepared By Roger Spencer 

Subject/Title Chief executive’s report 

Background Papers n/a 

Purpose of Paper To keep the board of directors updated on key 
external developments & relationships 

Action/Decision Required The board is asked to note the contents of the 
paper 

Link to: 

 NHS Strategies and Policy 

 

Link to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

Achievement of corporate plan and objectives 

Impact on resources and risk and 
assurance profile 

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

 

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

CQC - Care Quality Commission 
MCRC - Manchester Cancer Research Centre 
TCC - The Christie Clinic 
PBT - Proton Beam Therapy 
PFB - Provider Federation Board 
TFOG - Transformation Fund Oversight Group 
PACS / VNA - Picture Archiving and 
Communication System/Vendor Neutral 
Archive 
POD - Patient Own Drug 
FBC - Full Business Case 
IPU - Integrated Procedures Unit 
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Agenda item 07/17a 

 
Meeting of the Board of Directors 

Thursday 30th March, 2017 
 

Chief executive’s report 
 
1. CQC's State of Care in Acute Hospitals Report 

Following our Outstanding rating by the Care Quality Commission (CQC) a further 
report has been published. The report – The State of Care in Acute Hospitals 2014 to 
2016 – contains findings from the end of the CQC’s programme of NHS acute 
comprehensive inspections.  Between September 2013 and June 2016 the CQC 
completed inspections of all 136 NHS acute non-specialist trusts and all 17 specialist 
trusts.  Since January 2014 it provided ratings for a total of 265 non-specialist hospitals 
(sites or locations) and 27 specialist hospitals operated by these trusts.  The report 
announced that we have been rated as the best specialist trust in the country, but we 
are also one of the top three trusts generally in England, along with non-specialist 
trusts Northumbria Healthcare NHS Foundation Trust and The Newcastle upon Tyne 
Hospitals NHS Foundation Trust, receiving the best overall ratings across the five 
areas of safe, effective, caring, responsive and well-led. 
 
Further information can be found at http://www.christie.nhs.uk/about-
us/news/press/the-christie-rated-top-specialist-hospital-in-the-country  
 

2. National Flu Vaccination Programme  
The Flu vaccination season finished on the 28th February 2017 and the Trust met the 
national requirement of having an uptake of 75% frontline staff having the vaccination. 
The national uptake was 63.4% and one in three Trusts, of which we were one, had an 
uptake of over 75%.  
 

3. International Development 
During March we hosted visits from three delegations of hospital providers from China.  
Colleagues from Wuhan, Fujian and Xi’an spent time looking at our services including 
the School of Oncology, our radiotherapy and physics services and our supportive care 
services.   
 
All our visitors were interested in developing the opportunities for collaboration to 
provide tailored training programmes and consultancy advice.  Next steps will include 
the specification of programmes that we may provide. 
 
More information can be found at http://www.christie.nhs.uk/international 
 

4. Vanguard 
Greater Manchester Cancer Vanguard Innovation enters the second year of its two-
year programme boosted by £2.3 million of NHS England funding. The award matches 
the sum we received for 2016-17 and represents a third share of the total £7 million 
award made to the national Cancer Vanguard. The funds will allow us to continue 
developing innovative projects spanning the entire patient journey, from cancer 
prevention to aftercare. 
 
An update on progress is attached. 
 
Further information can be found at http://gmcancervanguard.org/ 
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5. Greater Manchester Devolution 
Personalisation 
• In January 2017 Jon Rouse asked Personalisation and Choice colleagues at 

NHS England to help the Partnership scope a major programme to embed 
personalisation across Greater Manchester 

• The initial cohorts in scope were identified as: people with a learning disability; 
people with long term conditions; and people getting End of Life care 
 

 The objectives of the work would be to give people with complex needs in our 
communities and their families a better quality of life; reduce crises and 
institutionalisation; and develop more integrated support.  Work is underway to 
get a sense of what might be possible; and what it would take. A high level 
proposal will go to the Portfolio Board on 31st March. 

 
Feedback by Health and Social Care Transformation Theme 
Healthier Together Executive  
The Healthier Together Executive has agreed that a full business case to enable 
decision making and funding option to enact Healthier Together programme is 
essential.  However there are three obstacles to overcome before a robust full 
business case (FBC) can be completed this includes : 
 
• There is currently no standardised GM policy on the treatment of stranded costs 
• A decision on the current transformation funding bid to the Transformation Fund 

Oversight Group (TFOG) is required 
• Confirmation of the national timelines for accessing capital following the budget 

statement nor whether GM has been notionally assigned an allocation from this 
fund. 

As a consequence the Full Business case has been pushed back until April 2017 for 
approval by individual organisations Boards. 
 
GM Collaborative Image Sharing 
The new Picture Archiving and Communication System/Vendor Neutral Archive 
(PACS/VNA) project group have produced an Outline Business Case that will be 
presented to the Provider Federation Board on the 24th March.   
 
Pharmacy Services 
• A GM wide Transforming Hospital Pharmacy services has been produced in line 

with Lord Carter recommendation  
• Objective to have 20% of Pharmacist time spent on infrastructure, realising 80% 

clinical time. 
• Focus of projects will be :  

o reviewing store / distribution and procurement across GM,  
o reviewing GM aseptic production ,  
o assessment of outpatient dispensing and  
o reviewing home care provision  

• Launch of GM wide Patient Own Drug Campaign (POD) during March 
• Update on all the Pharmacy Transformation work is attached at appendix A 
 
Cancer – Single Surgical Cancer Service 
A draft paper has been produced which describes a proposed single surgical cancer 
service for Greater Manchester. The objective of the paper was to define what a single 
service is and identify the key roles within it, with a focus on the role of lead and key 
providers as well as corporate and clinical governance.  The paper content requires 
further discussion and clarity particularly around the scope of a single service and the 
concept of a lead provider. A final paper will be presented to the Provider Federation 
Board on the 24th March. 

 
Further information can be found at http://www.gmhsc.org.uk/  
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Greater Manchester Cancer Board 
The Board met on the 17th February where they received an update on the proposed 
launch of the Greater Manchester Cancer Plan and the media briefing that would be 
issued.  A presentation was given on the draft equalities impact analysis of the GM 
cancer plan.   
 
A further meeting took place on 24th March located at the Manchester Cancer 
Research Centre.  The focus of the meeting was our research capabilities and activity. 
 
Further information can be found at https://manchestercancer.org/  
 

6. Manchester Cancer Research Centre (MCRC) Steering Board 
The Manchester Cancer Research Centre Steering Board meeting took place on 6th 
March.  The board reviewed plans for the ‘Moonshot’ lung cancer sampling project and 
had confirmation of a major international recruitment development. 
 
Further information can be found at http://www.mcrc.manchester.ac.uk/  
 

7. Site Developments 
Proton Beam Therapy Centre 
Progress on site is going well and the project is on programme to deliver the first 
patient treatment on 31st August 2018.  Construction works are progressing well and 
the final concrete pour to the treatment bunker was achieved on Friday 10th March.  
Steel erection has begun on the final area of the clinical building. Cladding to block A is 
progressing well.  The remainder of the non-treatment areas have floor slabs cast up to 
the first floor level.  
 
A topping out ceremony to mark the highest part of the construction was held on 
Monday 20th March. 
 
The Varian manufacture of the Cyclotron particle accelerator is on programme and 
beam extraction was witnessed on 1st Match 2017.  The Proton equipment is planned 
to be delivered to the Christie site over a 20 week period commencing from 12th June 
2017. Various events are to be planned to mark the cyclotron delivery. 
 
Integrated Procedures Unit 
The Integrated Procedures Unit (IPU) has now been handed over by Interserve and is 
now undergoing commissioning.  The specialist Interventional Radiology equipment is 
now being installed.  Preview tours will be taking place from Monday 27th to Thursday 
30th March.  These preview tours will enable key stakeholders, patients, staff, 
governors and neighbours to visit the IPU.  The IPU is due to open to patients on the 
10th April 2017. 
 
Oak Road Main Entrance development (below IPU) 
Funds have been approved to develop a new entrance on Oak Road (below IPU). The 
scheme will provide significant benefits to the patient experience, increased patient 
seating and circulation space with brand new retail facilities.   
 
Expansion of Clinical Trials Unit 
Work has now commenced to enhance and expand our clinical trials unit.  This will 
increase capacity for early phase clinical trials and provides increase capacity for 
chemotherapy treatments, additional laboratory facilities and additional consulting 
rooms. 
 
Outpatients Redevelopment  
The full business case for the redevelopment of Outpatients is currently being 
prepared.  It is intended that this be presented to the Board of Directors in June 2017 
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before proceeding to Charitable Funds Committee.   The Outpatient redevelopment will 
be undertaken in two phases.  Phase one will be the development of the ground floor 
of the Proton Beam Therapy Centre and Phase two will be the remodelling of the 
existing department on Wilmslow Road. 
 
Tiered Parking 
Proposals are being developed for the provision of additional tiered parking on both 
Cotton Lane (car park A) and at the Golden Lion site (car park D).  
 
A process of local engagement is being co-ordinated through the Neighbourhood 
Forum.   A Neighbourhood Working Group workshop was held on 8th March 2017.  
This workshop was well attended by residents, business, schools and local councillors.  
A second workshop is to be held in April. 
 
A meeting has also been held with representatives from HS2 regarding the proposed 
route and location of ventilation shafts on the Golden Lion Site. 
 
It is planned that outline design and planning applications be developed over the 
summer. 
 
Theatres 2 & 3 Refurbishment 
The upgrade and refurbishment programme is now complete with the final works to 
Theatre 3 being completed and handed over on the 15th March 2017. 
 
Further information can be found at http://www.christie.nhs.uk/about-us/our-future/our-
developments/our-developments-latest-news/  
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Welcome to our latest update 
We are committed to updating you regularly on Greater Manchester Cancer Vanguard Innovation, 
highlighting progress and focusing on key areas of our work. 
 
We very much welcome your comments – our contact details are at the end of this newsletter. 
 
Funding boost for pioneering projects 
 
NHS England has awarded Vanguard Innovation a further £2.3m in funding. 
 
The cash award, for 2017/18, matches the sum we received for the current financial year and will 
help us continue our innovative work in cancer prevention, early diagnosis, raising standards of 
care, aftercare, developing cancer intelligence and supporting changes to the way cancer services 
are commissioned and provided. 
 
Roger Spencer, Chief Executive of The Christie, which is a partner in Vanguard Innovation, said: 
‘This is excellent news because it will allow us to build on the rapid progress we’ve made in 
developing new ways of delivering services. 
 
‘We aim to do things in highly innovative ways and create a blueprint for services that can 
be reproduced in other parts of the country. The cash award will help us to continue doing 
that.’ 
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Richard Preece, Executive Lead for Quality, Greater Manchester Health and Social Care 
Partnership, said: ‘The devolution programme in Greater Manchester has given us the 
opportunity to do things differently and in a way that genuinely meets the needs of our 
population. 
 
‘Having control of our own health and social care arrangements has also helped us develop 
new partnerships which means we can make very best use of our resources.'  
 
Digital platform for GPs reaches pilot stage 
 
Our digital platform, Gateway-C, which supports GPs in 
recognising when patients may have cancer, is now 
being piloted at surgeries in Wigan and south 
Manchester. 
 
And the early evidence is that Gateway-C is already 
proving popular with GPs. The platform’s courses feature 
a series of films that help GPs explore the consequences 
of their decisions in various consultation scenarios. 
Gateway-C, which will also act as a repository for 
primary care cancer education resources, was unveiled 
to an enthusiastic response at our December Showcase event.  
 
Feedback from the pilot, which was held at eight surgeries, has been collected and a full 
evaluation is expected in spring 2017. Gateway-C will then be promoted more widely across 
eastern Cheshire and Greater Manchester. 
 
Dr Liam Hosie, GP partner in the Dicconson group practice in Wigan, which took part in the pilot, 
said: ‘I have spoken to a number of my GP partners who have also completed the learning 
modules, and they all agree that this has been one of the most useful educational 
experiences they have had, and there is evidence that the learning has already begun to 
change practice. 
 
‘Further modules will be added in the future, concentrating on other tumour sites, to help 
promote the early diagnosis message further.’ 
 
Focus on prevention 
 
Our revolutionary scheme is now under way to ultimately recruit 20,000 ‘cancer champions’ in 
Greater Manchester to support people in leading healthier lives. 
 
The project is the centrepiece of our prevention work and is the most ambitious scheme of its kind 
ever undertaken in Greater Manchester. Cancer champions are individuals from all walks of life 
whose role is to spread key health messages and galvanise people into taking charge of their own 
health and wellbeing. They might simply share messages about improving lifestyles with family 
and friends, or form links with existing groups to find novel ways of promoting cancer 

prevention. While the cancer champion is not a new 
phenomenon, our efforts to connect and catalyse 
existing networks of such individuals on this scale are 
ground-breaking. 
 
The aim is to create a social movement, a large body 
of people with shared aims and ideals who can help 
shift attitudes about healthier lifestyles and tilt the 
balance towards cancer prevention. 
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Jane Pilkington, Vanguard Innovation prevention lead and Deputy Director of Population Health at 
Greater Manchester Health and Social Care Partnership, said the creation of a social movement 
reflected one of the priorities of the NHS Five Year Forward View. This calls for the health services 
to work alongside patients and communities – a great untapped resource – and develop 
approaches that put them at the heart of their health and wellbeing. 
 
‘The devolution programme in Greater Manchester has given us an opportunity to forge a 
new relationship between the people of the region and the services they use,' she said. ‘We 
want people to become more engaged in their own health and wellbeing. By harnessing the 
energy of the third sector and ‘citizen power’ we hope to achieve that. 
 
‘This is pioneering work and to some extent we can’t easily predict how the project will 
develop, but that is the nature of social movements. The key is for the project to grow and 
grow and develop a momentum of its own.’ 
 
The project is spearheaded by Ben Gilchrist, Vanguard Innovation's Social Movement Project 
Lead, Voluntary Sector North West, and aims to recruit 5,000 champions by the autumn of 2017 
and a total of 20,000 by 2019. You can see The Guardian's coverage of the scheme here. 
 
The scheme is supported by a number of further projects, all of which contribute to our prevention 
work stream. 
 
Social marketing 
 
Firstly, we are conducting a social 
marketing exercise to help boost the 
uptake of bowel screening in Greater 
Manchester. 
 
This work will feed directly into the current 
joint Cancer Research UK and Public 
Health England campaign across the 
North West to increase participation in the 
bowel screening programme. 
 
Social marketing involves holding in-depth 
interviews with a large range of people to 
gain insights into their attitudes, and specifically into the barriers preventing people taking up 
screening offers. 
 
It can engage with people earlier in their lives and helps shift the emphasis towards prevention and 
earlier detection of disease. Around 200 interviews have been held and a ‘spoken word campaign’ 
is in development, using the rich understanding of the Greater Manchester audience to develop 
key messages appropriate to the identified population typologies. Work is under way to mobilise a 
cross-societal network of frontline staff, for example cancer champions, who will have 
conversations with the eligible population to reframe screening so that it is attractive to the 
audience. 
 
Enhanced screening 
 
The third prevention project is an enhanced screening offer for Greater Manchester residents, 
designed to improve access to and uptake of the national screening programmes for bowel, breast 
and cervical cancer. 
 
It focuses on improving the effectiveness of the letters inviting people to screening, identifying and 
removing the barriers to attending, and engaging with patients to identify ‘always events’, those 
experiences patients feel should always happen during the screening process. 
 
  

21

https://www.theguardian.com/healthcare-network/2017/feb/01/lets-talk-about-cancer-the-manchester-project-that-aims-to-save-lives


Lifestyle-based secondary prevention 
 
The fourth prevention project is lifestyle-based secondary prevention and offers support to the 
growing numbers of people living with and beyond a cancer diagnosis. It has two elements: we 
aim to improve exercise referral across Greater Manchester for patients by creating a standardised 
pathway, and we will develop a Greater Manchester digital platform for cancer survivors that gives 
them access to a network of support, including social media groups and a number of apps. 
 
Our pictures show (top): Social Movement Project Lead Ben Gilchrist, cancer champions 
Zoe Ashworth and Gilbert Morgan, and Jon Rouse, Chief Officer of Greater Manchester 
Health and Social Care Partnership, at the project launch at Maggie’s centre in January 
2017, while (below) cancer champion Gilbert Morgan takes his healthy lifestyle message to 
the streets 
 
Helping patients make informed decisions 
 
A pilot scheme is under way for a project aimed at better supporting patients to make informed 
decisions about cancer treatment. 
 
The Goals of Care Initiative – or GOCI – is a pioneering project that promotes and helps 

documentation of discussions between patients and clinicians about the 
patient’s goals of care. Discussions include clear aims and potential 
outcomes of treatment to ensure the patient is best informed about their 
options, and conversations regarding the patient’s personal goals and 
priorities to inform and tailor potential treatment plans. 
 
GOCI is a scheme unique to Greater Manchester and the pilot project 
has just been launched at The Christie. It will capture documented 
treatment aims in conjunction with what is important to the patient, in a 
way that is shared between oncology teams, GPs and patients and can 
be revisited over time. 
 
Our project team has carried out a great deal of consultation so far and 
has just completed interviews and focus groups with 45 stakeholders 

including oncologists, nurses, GPs, patients and carers to canvass opinion. Overall the project has 
been well received and feedback has been positive. We are now moving to the next stage which 
involves the development of a decision-making aid to help underpin GOCI. 
 
The project is led by Prof Janelle Yorke (pictured), professor of cancer nursing at the University of 
Manchester and The Christie, and Dr Wendy Makin, Medical Director at The Christie and clinical 
lead of Vanguard Innovation’s living with and beyond cancer work stream. 
 
Professor Yorke said: ‘This is a very important project that aims to improve communication 
between patients, oncology teams and community-based teams, including GPs. It is based 
on a shared understanding of the patient’s goals for their own care alongside the aims of 
any treatment that is offered. Communication is central and this initiative aims to optimise 
that.’ 
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Service user's perspective 
 

 
 
 
 
 
 
 
 

 
'My involvement with the Vanguard has introduced me to 
the wealth of work being carried out in Greater 
Manchester and London to speed up diagnosis and treatment of cancers. 
 
'Having had and cared for people with cancer, this gives an interesting insight in to the potential of 
this regional pilot project, the knowledge, experience and learning from which will help and support 
organisations and individuals on a nationwide basis. 
 
'Service user involvement in these pilot projects helps commissioning bodies, clinicians and, 
ultimately, patients. Their valuable experiences will assist in pathways that will ultimately benefit 
the patient and create a greater awareness of patient needs. 
 
'The Vanguard has a professional, inclusive approach and the team is accountable for their work. 
With service users, like myself, this will drive us to diagnosing and treating people more quickly 
and, hopefully, in a less stressful manner. 
 
'My roles have included interviewing clinical pathway directors and staff members, contributing to 
focus groups, research and clinical standards and bringing both my personal cancer experiences 
and professional skills to the table. 
 
'I have great respect for the work that the Vanguard is carrying out. It is no mean feat. I’m only too 
happy to support it, personally and with other service users, and I can only hope it is to the benefit 
of the greater good.' 
 
Progress in the spotlight 
 
We hold regular Showcase events at which we turn the focus on key areas of our work. These 
events are free and are open to everyone in the health community in Greater Manchester and 
eastern Cheshire. 
 
The next Showcase will focus on our prevention plans  and takes place at the Blackett 
Theatre, Schuster Building, University of Manchester, Brunswick Street, Manchester on 28 
March 2017. It runs from 5.15pm until 6.15pm, with tea and coffee served from 5pm. 
 
Reviews of our Showcases, including full presentations, are posted on our website. You can find 
examples here. 
 
For more details of any of our Showcases, please contact us at cancervanguard.gm@nhs.net 
 
News round-up 
 
Pharma Challenge 
 
Our medicines optimisation work, which aims to make better use of cancer medicines, has caught 
the eye of the trade media and leading pharmaceutical magazine Pharma Times recently carried 
an article about the project here. 
 

 

  
Vanessa Denvir, 46, from Stretford, was 
diagnosed with colorectal cancer 12 years ago. 
She is now a service user involvement 
representative with Vanguard Innovation and is 
active in a number of our projects. 
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Rob Duncombe, chair of the national Cancer Vanguard’s medicines optimisation group, was also 
interviewed by Pharmaceutical Market Europe as part of a feature on innovations in patient care. 
You can read that feature here. 
 
The national Cancer Vanguard, of which we are a part, launched a project last year, called the 
Pharma Challenge, which invited pharmaceutical companies to work in partnership with us to 
make the best use of cancer medicines. 
 
We have so far signed agreements with two pharma companies: one with Amgen, to map out the 
out-of-hospital use of a therapy for patients with advanced breast cancer, and the second with 
Sandoz, who have proposed an education programme for health professionals about the use of a 
new type of medicine known as a biosimilar. We expect to sign more agreements shortly. 
 
National sharing event 
 
The Cancer Vanguard is holding a major event this month aimed at sharing our experiences with 
the cancer alliances. 
 
Cancer Alliances are a means to bring together clinical and managerial leaders representing the 
whole cancer patient pathway across a specific location. They will lead the local delivery of the 
Independent Cancer Taskforce’s ambitions for improving services, care and outcomes for 
everyone with cancer. 
 
We are staging the national sharing event with our partners RM Partners, based at The Royal 
Marsden, and UCLH Cancer Collaborative, based at University College London Hospitals, and will 
share learning about cancer prevention, early diagnostics, primary care education, cancer 
medicines use and establishing an accountable cancer network. 
 
Cally Palmer, NHS National Cancer Director, will open the event while The Christie Chief 
Executive Roger Spencer, who is also Chair of the the Cancer Vanguard oversight group, will give 
an overview of the programme. 
 
AHSN partnerships 
 
Sam Jones, New Care Models Programme Director at NHS England, visited Manchester in 
February to discover more about Vanguard Innovation and other work with links to the programme. 
 
Greater Manchester Academic Health Science Network hosted the event at which our Programme 
Director Jenny Scott outlined the scope of Vanguard Innovation's projects while Rob Duncombe, 
chair of the national Cancer Vanguard’s medicines optimisation group, described our work to make 
the best use of cancer medicines. 
 
Want to find out more? 
 
If you’d like to find out more about Greater Manchester Cancer Vanguard Innovation, please 
contact our programme director Jenny Scott at cancervanguard.gm@nhs.net 
 
Follow us on Twitter @GM_Ca_Vanguard 
 
Visit our website https://gmcancervanguard.org 
 

 

  

 

 

  

 

 

  

 

 

 
Our mailing address is: 
Programme Management Office, Greater Manchester Cancer Vanguard Innovation, 
The Christie, Block A, 550 Wilmslow Road, Manchester M20 4BX 
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Agenda item 07/17b 

 
 

Meeting of the Board of Directors 
Thursday 30th March 2017 

 

Report of Medical Director 

Paper Prepared By Yvonne Clooney 

Subject/Title Executive Medical Director’s report 

Background Papers n/a 

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

Action/Decision Required To note  

Link to: 

 NHS Strategies and Policy 
Cancer Outcomes Framework 

Link to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

All objectives of the Trust 

Impact on resources and risk and 
assurance profile 

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

Nil 

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

MSc – Master of Science (degree) 
NIHR – National Institute for Health Research 
MBRC – Manchester Biomedical Research Centre 
PED – Prevention & Early Detection 
CRF – Clinical Research Facility 
ENETS – European Neuroendocrine Tumour Society 
CRUK – Cancer Research UK 
RCNi – Royal College of Nursing Institute 
PPI – Patient & Public Involvement 
ECMC – Experimental Cancer Medicine Centre 
HinM – Health Innovation Manchester 
GMH&SC – Greater Manchester Health & Social Care 
AHSN – Academic Health Science Network 
AHSC – Academic Health Science Centre 
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Agenda item 07/17b 

 
Meeting of the Board of Directors 

Thursday 30th March 2017 
 

Executive Medical Director’s Report 
 
1. Consultant Appointments 

I am delighted to advise the Board that 3 consultant appointment panels were held in January 
and February and the following candidates were successful: 
 
• Dr Jonathan Allen – Consultant in Anaesthetics and Critical Care 
• Dr Andrew McPartlin – Consultant in Clinical Oncology (Proton Beam Therapy) with an 

interest in the management of Head and Neck Cancers 
• Dr Daniel Saunders – Consultant in Clinical Oncology (Proton Beam Therapy) with an 

interest in the management of Paediatric Cancers and Sarcoma 
 
These consultants will commence in post in 2017. 
 
I am also delighted to inform the board that Dr Andrew Sykes has recently been appointed as 
the Clinical Director for Clinical Oncology.  Dr Sykes will replace Dr Susan Davidson who will 
retire at the end of April. 
 
Dr Wasat Mansoor, Medical Oncology and Mr. Vijay Sangar, Surgery have been reappointed 
to the posts of Clinical Director in their respective areas. 
 
Dr. Neil Bayman has been appointed as the new Associate Medical Director for Clinical 
Governance. 

 
2. School of Oncology 

 

MSc in Specialist Clinical Practice 
In February 2017 The School launched the first of its new MSc in specialist clinical practice 
(cancer pathway) units, in collaboration with the University of Manchester. This new 
programme aims to deliver highly relevant clinically based modules of learning, in a Master’s 
level pathway of learning. The first module, “Effective Strategies of Advanced 
Communication” uses a blended approach of online education and a face to face workshop to 
deliver both practical and academic learning to the 11 registered students. Further modules 
include disease specific units of learning and treatment focused modules. These later 
modules are set to launch in September 2017 and January 2018 

 
3. New Postgraduate Dean’s visit 

Professor Jane Mamelok, from the North Western Deanery visited the Christie on Thursday 
2nd March 2017 in response to our invitation. She met with Dr Makin, Professor Cowan and 
the School of Oncology team. She was very interested in the range of educational 
developments and particularly in our support of multi-professional learning. 

 
4. Research 

 

NIHR MBRC cancer PED poster recognised at Cancer Research UK conference 
Christie researchers achieved peer recognition for their approach to cancer prevention and 
early diagnosis (PED), one of the themes in the NIHR Manchester Biomedical Research 
Centre (NIHR MBRC), at a recent Cancer Research UK conference. 
An abstract poster, submitted by the NIHR MRC cancer PED theme and programme leads – 
Professor Gareth Evans, Professor Andrew Renehan, Dr Emma Crosbie and Dr Sacha 
Howell - was selected as the runner up from over 100 conference posters. 
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The Cancer Research UK Early Diagnosis Conference, held in February, was an opportunity 
to share, learn, network and understand the latest developments in early diagnosis research. 
The poster outlined the aims, methodology and intended results of the NIHR MBRC cancer 
PED theme. 
 
Reconfiguration of the Clinical Research Facility 
A six month project to reconfigure the NIHR/Cancer Research UK Christie Clinical Research 
Facility (CRF) got underway in February 2017. 
 
The unit is being enhanced and expanded to provide more experimental cancer medicine 
treatment facilities and an improved patient experience.   
 
Bob Berry Clinical Trial - Media Success 
A press release about a Christie patient, whose cancer appears to have completely regressed 
through treatment on an early phase clinical trial, received significant national media 
coverage.  Bob Berry is one of the first patients to take part in this UK study, which is only 
available at six centres worldwide.  It is a first in human and first in class drug trial; combing 
chemotherapy and immunotherapy treatment in patients with advanced solid malignancies. 
 

 ENETS reaccreditation for GI Team 
The Gastrointestinal Cancer Research Team received reaccreditation as a Centre of 
Excellence by the European Neuroendocrine Tumour Society (ENETS).  ENETS defines 
specialist centres across Europe that are able to treat patients with neuroendocrine tumours. 

 
 Christie Research Nurse participates in CRUK/RCNi Roundtable  

Sharon Woolley, Lung/ Melanoma Research Nurse Team Leader, was invited to participate in 
a national CRUK/RCNi roundtable meeting between clinical nurse specialists and clinical 
research nurses.  The discussion centred on collaborative working to promote opportunities to 
explore and share best practice, and find other solutions to improve patients’ experiences 
before, during and after trials.  The Cancer Nursing Practice Journal 6.3.2017 carried an 
article on the event. 

 
5. Innovation 

 

Health Innovation Manchester (HInM)  
HInM’s Board met in February to agree its 2016/17 business plan.  The plan is focused on 
delivering three strategic priorities: 
 
i) Informatics 
Establishing a GM population-wide informatics capability as a vital tool to improve patient 
outcomes and access to innovations/trials.  DataWell implementation is central to this. 

 
ii) Clinical Research Excellence 
Extend our strong research and clinical trials expertise, and strengthen our infrastructure and 
processes to create a one-stop shop for industry wanting to access the GM H&SC system 
and our 2.8m population. 

 
iii)  Precision Medicine 
Leverage existing strengths in Precision Medicine, and building on data analytics capabilities, 
to redesign clinical pathways in the treatment of chronic diseases. 

 
It also includes quick wins and a digital health pipeline to build momentum. 
 
Next steps are to fully establish senior leadership team, promote business plan and engage 
with stakeholders, begin formal AHSN and AHSC transition to HInM and establish an Industry 
Advisory Committee. 
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Agenda item 07/17c  

Meeting of the Board of Directors 
Thursday 30th March 2017 

 
Integrated Performance & Quality Report 

Month 11 February 2017 
 

Report of Executive Directors 

Paper Prepared By 

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

Subject/Title Integrated Performance & Quality Report - month 11 

Background Papers (if relevant) Balance scorecards 

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

Action/Decision Required To note the content of the report 

Link to: 
 NHS Strategies and Policy 

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

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

6.1 

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

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

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

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

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

6.  To maintain excellent operational and financial 
performance  

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

Resource Impact None 
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You are reminded not to use 
acronyms or abbreviations wherever 
possible.  However, if they appear in 
the attached paper, please list them 
in the adjacent box. 

IP – Inpatients 
DC – Day Case 
MRI – Magnetic Resonance Imaging 
CT – Computer Tomography 
CMPE – Christie Medical Physics Engineers 
FCE – Finished consultant episode 
CWT – cancer waiting times 
IMR – Intelligent monitoring report 
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Agenda item 07/17c  

Meeting of the Board of Directors 
Thursday 30th March 2017 

 
Month 11 Performance Report 

 
 
 
Introduction 
The Integrated Performance and Quality report presents a summary dashboard that provides an 
overview of performance.  Exception reports set out information about breach of standards 
highlighted red as well as any other areas of concern within the report, together with action taken 
and projected performance.  
 
Overall Performance 
In month our overall good performance trend continues. Our 62 day standard is once again above 
the trajectory of 85%, however, our length of stay remains slightly above plan.  There are 3 risks 
rated at 16 and 2 risks rated at 15 in month, full descriptions of the risks can be found in section 4.  
 
Quality  
In month the patient satisfaction survey results remain high with a 99.2% positive response score.   
 
Patient safety 
There have been no cases of MRSA bacteraemia and 2 cases of CDifficile in month, which brings 
our cumulative performance to 27 against a threshold of 19.  Within the 27 cases 24 were deemed 
as unavoidable. Further information is available in the exception report.     
 
 
 Additional and exception reports can be found in section 12.5 
 

• Hospital Cancellations On The Day For Non-Clinical Reasons 
• C-Difficile 
• Number of Complaints 
• PDRs 
• Pharmacy Waiting Times 
• Pressure Ulcers (Post admission – grade 2 or above) 
• Cash Balance - % of Planned Value 
• Outpatient KPIs - % clinic letters – dictation to typed 
• Outpatient KPIs – Clinic start/end times 
• Outpatient KPIs – Hospital cancelled appointments 
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Single Oversight Framework 
 
From October 2016 the Single Oversight Framework has replaced Monitor’s Risk Assurance 
Framework as the performance tool for monitoring Foundation Trusts.  There are 5 key themes that 
we will be assessed against.  The table below outlines the themes and the assessment criteria for 
each theme:   
 

Theme Detail Performance 
Quality of care 
(safe, effective, caring, responsive) 

• CQC assessment basis 
 

• Delivery of 7 day services 

 
Currently 
undergoing 
audit 

Finance and use of resources • Achieving control total 
• Sustainability of services 
• Efficiency programme 

 

 

 

hperational performance • NHS Constitution standards 
• Cancer treatment times 

 
 

Strategic change • trovider contribution to STts, new care 
models and devolution  

 
 

Leadership 
(well-led) 

• Joint CQC/NHSI well-led framework 
• Develop system view of good leadership 

 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

33



 Patient experience   
 
1.1  Patient Satisfaction Surveys 

The scoring methodology focuses on one positive percentage based on responses for strongly 
agree and agree combined, and one negative percentage based on disagree combined.   

 
Baseline questions are measured regarding a range of issues that may be encountered by 
patients, carers and relatives.  The issues covered are: 
 

Dignity and respect Privacy 
Pain relief Waiting times 

Availability of information Cleanliness 
Attitude of staff  

  
The table below shows the patient survey performance by month for 2016/17. 
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3.0%
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40.0%

60.0%

80.0%

100.0%

Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17
Recommended % 99.2% 99.8% 99.5% 99.0% 98.9% 98.9% 99.1% 98.5% 99.4% 99.3% 99.2%
Not Recommended % 0.8% 0.2% 0.5% 1.0% 1.1% 1.1% 0.9% 1.5% 0.6% 0.7% 0.8%

Patient Survey % Recommended Scores

 
 

The overall performance for patient satisfaction in month is 99.2%. 
 

The table below shows 17 of 2188 responses where patients have given a negative response.   
 

Questions Strongly 
Agree Agree Disagree % Rec % Not Rec

Acceptable IP admission waiting time 32 23 5 91.7% 8.3%
Acceptable OP treatment waiting time 52 54 4 96.4% 3.6%
Acceptable OP test waiting time 5 1 0 100.0% 0.0%
Informed of pharmacy waiting time 11 8 1 95.0% 5.0%
Informed of medical physics scan waiting time 9 1 0 100.0% 0.0%
Treated with respect by staff 177 30 0 100.0% 0.0%
Involved in decisions 131 43 0 100.0% 0.0%
Given enough privacy 120 52 1 99.4% 0.6%
Access to call bell 51 11 0 100.0% 0.0%
Member of staff to talk to 142 53 2 99.0% 1.0%
Treated with compassion 143 40 0 100.0% 0.0%
Received required care 140 46 1 99.5% 0.5%
Received necessary information 150 54 1 99.5% 0.5%
Received sufficient pain control 122 46 2 98.8% 1.2%
High standard of cleanliness 163 50 0 100.0% 0.0%
Recommend Christie services 174 37 0 100.0% 0.0%
TRUST Score 1622 549 17 99.2% 0.8%            
 
Actions are being undertaken in the outpatient and inpatient improvement boards to ensure 
improvements are made in the areas that have had negative responses. 
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Inpatient National Family and Friends  
The family and friends test carried out in month for inpatients and day cases show an 
excellent response of patients recommending The Christie at 97.1%.  

 
Inpatients and Day cases 

1 - E
xtrem

ely 
Likely

2 - Likely

3 - N
either likely 

nor unlikely

4 - U
nlikely

5 - E
xtrem

ely 
unlikely

6 - D
on't K

now
01 Ward (Dept 33) 50 4 0 0 0 0 54 54 100.0%

04 Ward (Dept 52) 37 1 0 0 0 0 78 38 48.7%

10 Ward-Surg Onc Unit (Dept 4) 77 5 3 0 0 2 123 87 70.7%

11 Ward (Dept 4) 18 3 0 0 0 0 83 21 25.3%

12 Ward (Dept 4) 25 7 0 0 2 1 78 35 44.9%

CTU Inpatient Ward (Dept 1) 1 0 0 0 0 0 3 1 33.3%

Endocrine Ward (Dept 63) 9 0 0 0 1 0 18 10 55.6%

Haematology Day Unit (Dept 26) 25 1 0 0 0 0 68 26 38.2%

Oncology Assessment Unit (Dept 14) 23 1 0 0 0 0 139 24 17.3%

Palatine Ward (Dept 27) 12 1 0 0 0 0 50 13 26.0%

Planned Admission & Transfer Suite (Dept 25) 28 3 0 0 1 1 64 33 51.6%

The BMR Unit (Dept 16) 32 5 0 0 0 0 76 37 48.7%

Total 337 31 3 0 4 4 834 379 45.4%

Ward name

Total responses in each category for each ward

Total 
Number of 

people 
eligible to 
respond

Total 
responses 

for each 
ward

Response 
rate for each 

ward

 
 

1.2 Complaints  
Seven complaints were received in month. High level complaints information is provided 
contemporaneously to the Board of Directors setting out the main reason for the complaint as 
described by the complainant. The Trust has set an internal 25 day standard to respond to 
complaints which it is meeting in more than 95% of responses. A full report and themes of 
complaints are presented quarterly to the Quality Assurance Committee. 
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Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17
Total 5 7 9 6 7 4 8 8 7 11 6 6 7

Total Complaints

 
 

1.3 Number of complaints by primary concern raised by complainant  

Complaint Grade Primary Concern

1 4 Communication between trusts and management of care

2 4
Treatment stopped,  back pain not diagnosed, no communication about spread of 
disease

3 3 Information provided incorrect, poor communication 

4 4 Care plan and delays in care

5 4 Nursing and medical care of patient

6 3 Broken lock caused patient to be trapped in room

7 3 Clinical management of patient  
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Complaints are graded on receipt and the grading is reviewed on closure of the complaint.  
The grading matrix used is show below: 

► Query/suggestion ►
Allegation that service 
received substandard

►
Single issue complaints 
with  allegation of lack of 
appropriate care

►
Multiple issue complaints 
with allegations of lack of 
care

►
Multiple issue, complex 
complaints

►
Verbal concerns 
resolved by the end of 
the next working day

►
Simple complaints which 
can be resolved quickly

►
Serious complaints  
containing one issue

►
Serious complaints  
containing more than one 
issue

►

Serious complaint where 
more than one complaint 
has been received 
regarding the same subject 
from different complainants

►
Anonymous comment 
forms raising 
concerns

►

Simple complaint where 
more than one complaint 
has been received 
regarding the same subject 
from different complainants

► Affects 16 – 50 people ►
Risk to organisational 
reputation

4 51 2 3

 
 

Total complaints 
2015/16 - 16/17 Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb

Number 5 7 9 6 7 4 8 8 7 11 6 6 7

Activity (total)* 30238 31495 32710 33479 34745 33121 35140 35386 33473 35892 33075 35076 32297
Complaints as % of 
total activity 0.02% 0.02% 0.03% 0.02% 0.02% 0.01% 0.02% 0.02% 0.02% 0.03% 0.02% 0.02% 0.02%  

 
 

Complaints monthly comparison 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
2014/15 6 3 5 4 5 7 8 6 1 7 9 4
2015/16 11 3 2 3 6 3 6 6 3 7 5 7
2016/17 9 6 7 4 8 8 7 11 6 6 7
Baseline 5 5 5 5 5 5 5 5 5 5 5 5
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14/15, 15/16, 16/17 Monthly Complaints Comparison

 
 
 
1.4 PALS Contacts 

Patient Advice and Liaison Service (PALS) Contacts by month for the last 3 years.   PALS 
contacts relate to areas such as queries, concerns and compliments. 
 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
2014/15 56 55 68 78 77 84 98 74 58 78 77 76
2015/16 77 84 99 84 75 104 107 87 63 97 111 110
2016/17 117 99 99 118 110 89 105 128 118 115 168
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1.5    Executive quality walk rounds 
The following Executive Walk Rounds have taken place in month. 
 

Date Executive 
Director Location Outcome 

8th  
Feb 
2017 

Executive 
Medical 
Director 

Radiotherapy 
Planning 

Things to be proud of: 
• The department has a high volume throughput of work, with 

increasingly complex and challenging patients.  Approximately 
400 plans are produced each month. 

• Target for 85% of plans to be ready by 2pm the day prior to 
treatment is regularly achieved 

• Job rotation system works well for technical staff and there are 
good opportunities for progression 

• Staff feel valued and appreciate development days and flexible 
working practices 

• Successful trainee placement programme 
• When an incident does occur, the staff are well supported and 

the focus is on learning and improvement for the future. 
Challenges: 
• Managing expectations of medical staff and schedulers re 

timescales in conjunction with the need to prioritise safety and 
accuracy. 

• Communication re consultant availability for stages in the 
planning process could be improved 

• Patient expectations can be unrealistic regarding time required 
before treatment can start 

• Main planning office is now congested and layout is not ideal, 
hindering communication  

• Desire to work proactively on new innovations and to develop 
efficiencies and improvements is difficult to achieve with 
increasing workload and time limitations 

• Lack of facilities outside the department for staff working new 
shift patterns until 8pm e.g. restaurant and car parking. 

Things to take forward: 
• Consider ways to improve awareness of planning process  with 

patient pathway schedulers 
• Ensure the Clinical Oncology Consultant calendar is regularly 

updated and cover arrangements are clear 
• Request update on car parking arrangements and hot food/drink  

facilities for staff working at night 
• Consider development of  information for patients re the planning 

process  
• Development opportunities for admin and clerical staff 

15th 
Feb 
2017 

Executive 
Director of 

Nursing and 
Quality 

Chaplaincy Things to be proud of 
• The team provide a well-used, responsive service, particularly in 

end of life situations 
• The team feel they are treated and recognised as colleagues 

and this promotes positive team working 
• Very positive partnership with the Supportive Care Team 
• The team is expanding by the imminent recruitment of a non-

religious   volunteer and the addition of a male Muslim volunteer  
• Ward based volunteer system is working very well 
• Volunteers receive thorough training, find ward staff very helpful 

and receive positive feedback from patients. 
• Positive work with young people and their carers  
• The production of spiritual care leaflets and a self-care tool for 

staff, carers and patients. 
• The Christie ethos for dignity, compassion and a holistic 

approach to treating patients 
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Date Executive 
Director Location Outcome 

Challenges 
• There are some capacity issues in the department, particularly 

around Muslim Friday Prayers  
• No information on the department is available on the Trust 

external website 
• The Chapel is cold and without heating as a result of estates 

work to the plant room below. 
• Location of the department restricts access for some patients 
• Small office space and lack of running water facility for the 

chapel. 
• Occasional issues due to lack of Bereavement Suite service on a 

Saturday. This is currently being addressed via a business case. 
• Lack of access to patient records means staff are often unaware 

of a Chaplain’s previous involvement 
• Increasing number of outpatient/day case services when 

Chaplaincy role is traditionally more focused on in-patients 
Things to take forward/consider 
• Facilities to provide update re heating issue in Chapel 
• Ensure emergency alarm in Chapel functions correctly and is 

included in regular test schedule 
• Improve department’s presence on external website. 
• Check arrangements for Shabbos room during ongoing building 

works 
• Positive feedback to Governors re the recruitment of Humanist 

Chaplain in April 
• Chaplain’s ability to add to patient’s records to be discussed at 

Caldicott Committee 
• Explore possibility for quiet/multi-faith room closer to ORTC/IPU 

side of the site 
• Opportunity to work more closely with the Health and Wellbeing 

group 
21st 
Feb 
2017 

Chief 
Operating 

Officer 

Charity Things to be proud of: 
• Brand recognition and level of support for the Christie Charity, 

including from trust staff outside the Christie Charity 
• Supportive team culture in a sector with relatively high levels of 

staff turnover 
• Improved new charity hub in ground floor of IPU opening next 

year 
Challenges: 
• Time for new managers and staff in a peripheral area to navigate 

through trust procedures such as recruitment, invoices, 
expenses, how to get on ESR, data protection, etc. 

• Lack of signposting for new managers and staff to key contacts / 
information about who does what 

• Gaining knowledge about new developments across the trust to 
enable opportunities to engage with donors to be maximised 

• Lack of time to plan, identify priorities, look for new business and 
ensure major donors are properly supported 

Things to take forward: 
• Seek a slot for The Christie Charity at staff induction or 

alternatively ask the CEO to signpost to a charity stall or further 
information 

• Try again to address problems with slow internet connections 
affecting use of hosted internet software used by the team, if 
necessary escalating through the management team 

• Liaise with Education regarding appropriateness of some 
mandatory e-lite bites for charity staff (e.g. medical gases) 
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1.6 Delivering Same Sex Accommodation (DSSA)  
There were no breaches of DSSA in month. There were 32 episodes of mixed sex 
accommodation for clinical need located in the Critical Care Unit.   
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2. Patient safety   

2.1 Open and Honest Care 
As a member of the “Open and Honest care: driving improvement programme”, we continue to 
work with patients and staff to provide open and honest care, and through implementing 
quality improvements, further reduce the harm that in-patients sometimes experience when 
they are in our care.  
 
 

Section Measure

Safety Thermometer 

Infection Rates - C-Diff (Avoidable + Unavoidable)

Infection Rates - MRSA Bacteraemia

Pressure Ulcers (Grade 2 or above developed post admission)

Pressure Ulcers (Grade 2 or above developed post admission) per 1000 bed days

Inpatient Falls (Grade 3 or above)

Inpatient Falls (Grade 3 or above) per 1000 bed days

% Recommended % Not Recommended

97.10% 1.06%

Patient Experience - Internal survey results % Recommended % Not Recommended

Were you involved as much as you w anted to be in the decisions about your care and treatment? 100.0% 0.0%

If you w ere concerned or anxious about anything w hile you w ere in hospital, did you f ind a member of staff to talk to? 99.0% 1.0%

Were you given enough privacy w hen discussing your condition or treatment? 99.4% 0.6%

During your stay w ere you treated w ith compassion by hospital staff? 100.0% 0.0%

Did you alw ays have access to the call bell w hen you needed it? 100.0% 0.0%

Did you get the care you felt you required w hen you needed it most? 99.5% 0.5%

How  likely are you to recommend our w ard/unit to friends and family if  they needed similar care or treatment? 100.0% 0.0%

Staff Experience - Internal survey results based on responses from 15 staff on locations w here a harm has occurred % Recommended % Not Recommended

I w ould recommend this w ard/unit as a place to w ork 100.0% 0.0%

I w ould recommend the standard of care on this w ard/unit to a friend or relative if  they needed treatment 100.0% 0.0%

I am satisf ied w ith the quality of care I give to the patients, carers and their families 100.0% 0.0%

2.  Experience

Patient Experience - Friends & Family Test (Inpatients & Daycases)

Performance / Total

1. Safety

96.45%

2

0

2

0.43

1

0.22

 
 
Full details of the submission can be found at:  
http://www.christie.nhs.uk/about-us/about-the-christie/christie-quality/ 
 

 
2.2    Safe Staffing  

Getting the right staff with the right skills to care for our patients all the time is our 
priority 

The information is presented in three key categories: planned vs actual staffing, hospital 
overview, breakdown by ward and any actions taken.  This information is complimented by the 
bed occupancy of the Trust which enables the senior nurse to make informed decisions on 
where to place a patient based on patient acuity, clinical speciality and ward staffing levels.  

NB: This report should be read in conjunction with the Open and Honest Care - Patient Harms 
Report for the corresponding month. 

Staffing levels 
Planned vs. Actual Hospital Overview 

• Planned staff means the number of staff, both registered nurses and care staff, 
required for each shift identified within the current funded establishment. 

• Actual staff means the number of staff, both registered nurses and care staff, in 
attendance for each shift. 
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DAY NIGHT
Hours Hours

Registered Nurses
Total monthly PLANNED 15391 10598.75

Total monthly ACTUAL 15045.5 10215
Average Fill Rate % 97.8% 96.4%

Care Staff
Total monthly PLANNED 6501 2571.75

Total monthly ACTUAL 6250

21295.5 12714
Average Fill Rate % 97.3% 96.5%

2499
Average Fill Rate % 96.1% 97.2%

ALL Staff
Total monthly PLANNED 21892 13170.5

Total monthly ACTUAL

 

Breakdown by Ward 

Critical Care Unit

Palatine Trt Centre

10 Ward-Surg Onc Unit

11 Ward

12 Ward

04 Ward

Oncology Assessment Unit

01 Ward

TOTAL

Critical Care Unit

Palatine Trt Centre

10 Ward-Surg Onc Unit

11 Ward

12 Ward

04 Ward

Oncology Assessment Unit

01 Ward

TOTAL

Registered Nurses

1437.5 1400 97.4% 1337.5 1287.5 96.3%

DAY NIGHT

Hours Planned Hours Actual % Fill Rate Hours Planned Hours Actual % Fill Rate

1491 1437.5 96.4% 1100 1062.5 96.6%

3107 2983.5 96.0% 2300 2100 91.3%

2133 2069 97.0% 1210.25 1198.5 99.0%

1944 1944 100.0% 1316 1316 100.0%

2166.5 2139.5 98.8% 1300 1262.5 97.1%

2343.5 2303.5 98.3% 1363 1316 96.6%

15391 15045.5 97.8% 10598.75 10215 96.4%

768.5 768.5 100.0% 672 672 100.0%

530 505 95.3% 50 50 100.0%

Care Staff

DAY NIGHT

Hours Planned Hours Actual % Fill Rate Hours Planned Hours Actual % Fill Rate

839.5 829 98.7% 337.5 325 96.3%

1079 1014 94.0% 700 687.5 98.2%

1021.5 992 97.1% 329 317.25 96.4%

926 899 97.1% 282 293.75 104.2%

696 696 100.0% 437.5 425 97.1%

1019 957.5 94.0% 387.75 352.5 90.9%

6501 6250 96.1% 2571.75 2499 97.2%

390 357.5 91.7% 48 48 100.0%

 

Action Taken 
Where actual staff numbers were less than the planned staff numbers the ward team followed 
an agreed escalation process based on the acuity and dependency of care required and a 
review of the bed occupancy. 

This escalation included using the hospital bank to support the patient acuity levels. There are 
twice daily planned staffing reviews as well as a review of the hospitals activity. 
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Bed Occupancy 

Ward
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Feb-16 42% 92% 95% 93% 98% 87% 88% 82% 53%
Mar-16 37% 92% 93% 81% 94% 75% 84% 81% 59%
Apr-16 35% 90% 92% 86% 92% 75% 73% 67% 57%
May-16 46% 92% 93% 96% 90% 78% 74% 76% 70%
Jun-16 59% 94% 95% 95% 88% 88% 75% 76% 56%
Jul-16 51% 95% 96% 97% 92% 82% 83% 82% 57%
Aug-16 56% 96% 94% 88% 97% 85% 73% 73% 59%
Sep-16 60% 93% 93% 97% 95% 81% 73% 82% 61%
Oct-16 61% 95% 94% 95% 95% 78% 87% 81% 52%
Nov-16 68% 95% 94% 95% 94% 86% 85% 85% 66%
Dec-16 57% 92% 94% 93% 90% 76% 73% 81% 54%
Jan-17 82% 95% 95% 96% 94% 79% 82% 82% 57%
Feb-17 77% 96% 96% 95% 94% 82% 86% 89% 56%

Efficiency Benchmark = 82%
 

2.3 MRSA bacteraemia 
There were no cases of MRSA bacteraemia reported in month. 
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Clostridium Difficile 
There were 2 cases of unavoidable c-diff and 0 cases of avoidable c-diff in month.   

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
Avoidable + Unavoidable 0 3 4 10 11 13 13 18 23 25 27
Avoidable 0 0 0 2 2 2 2 3 3 3 3
Avoidable + Unavoidable Target (National) 2 3 5 6 8 10 11 13 14 16 17 19
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Clostridium Difficile (cumulative) against annual target
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MSSA 
4 cases of MSSA bacteraemia in month. 
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Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17
MSSA 0 0 0 1 0 0 0 2 1 2 1 4 4

MSSA bacteraemia

 
 

Glycopeptide Resistant Enterococcus (GRE) 
1 case of GRE bacteraemia in month.   

0

2

4

Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17
Total GRE 0 1 2 1 1 1 2 0 1 0 1 1 1

Total GRE (bacteraemia)

 
 

Escherichia Coli (E-Coli) 
4 cases of E-Coli in month.    
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Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17
E.Coli 4 9 3 5 2 3 1 5 8 3 9 4 4

E-Coli

 
 
 
2.4 Clinical  incidents 

Patient harm 
There was one moderate and 15 minor incidents that occurred in month.    
 
Clinical incidents are graded using the following matrix; Grade 2 incidents cause the type of 
harm that can be remedied using first aid measures, whereas grade 3 and 4 incidents need 
professional intervention for example surgery. It is a national requirement that all RIDDOR 
reportable incidents are graded as a 3 (or more if appropriate) 

►
Minor injury or illness which 
was remedied with first aid 
treatment

►
Moderate injury or illness 
requiring professional 
intervention

►
Major injury / long term 
incapacity / Disability (e.g. 
loss of limb) 

► Fatalities

►
Health associated infection 
which did not result in 
permanent harm

►
No staff attending essential 
/ key training

► >14 days off work ►
Multiple permanent injuries 
or Irreversible health effects

► Affects 1-2 people ►
RIDDOR / Agency 
reportable incident 

► Affects 16 – 50 people ►
An event affecting >50 
people

► 1-3 days off work ► Affects 3-15 people

►

4 / major 5 / catastrophic

Adverse event 
requiring no/minimal 
intervention or 
treatment.

1 / no harm 2 / minor 3 / moderate
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Grade Incident Type Additional Details Location

3 (Moderate) Fall Patient fell in bathroom and suffered trauma w ound to leg.  WARD11

Pressure ulcer Grade 2 pressure ulcer to right ear w here oxygen/nasal high f low  sitting. PALATINE WARD

Extravasation Extravasation during administration of contrast.  MR RADIOLOGY

Infiltration Infiltration during administration of chemotherapy. ORTC

Extravasation Extravasation during administration of chemotherapy. ORTC

Prescribing
Anti-emetics w ere not prescribed meaning patient suffered nausea and 
vomiting. WARD4

Dispensing of 
medication

Patient w as dispensed a higher dose of medication than prescribed.  Patient 
w as admitted w ith nausea and vomiting and low  grade fever.

PHARM

Medical equipment Small skin peel on the abdomen from adhesive on removal of surgical drapes. THEAT

Extravasation Extravasation during administration of contrast. PSEED

Extravasation Extravasation during administration of contrast. MR

Extravasation Extravasation during administration of contrast. PSEED

Extravasation Extravasation during administration of chemotherapy. WARD4

Extravasation Extravasation during administration of chemotherapy. WARD4

Extravasation Extravasation during administration of chemotherapy. WARD11

Communication
Results of CT scan w hich show ed disease progression w as not discussed 
w ith the patient’s team w hich resulted in the patient having a hickman line f itted 
w hich w as no longer needed.

OAU

Administration of 
medication

Doctor authorised go ahead for treatment but blood results subsequently 
show ed that treatment should have been omitted.

ORTC

2 (Minor)

 
** Extravasation - Accidental leakage into surrounding tissue from the vein 

 
Pressure Ulcers 
Aim: 10 % reduction in Grade 2 pressure ulcers from the 2015/16 rate of hospital 
acquired pressure ulcers and no Grade 3 & 4 hospital acquired pressure ulcers. 
The chart below demonstrates that we are not currently achieving the required reduction of 
10% of the previous year’s grade 2 pressure ulcer numbers; there have been 28 pressure 
ulcers developed after admission in this financial year; four have been related to medical 
equipment (two from naso-gastric (NG) tubes, one each from nasal speculae and 
endotracheal tube ties).  There have been no hospital acquired pressure ulcers of grades 3 
and 4.  One pressure ulcer of grade 2 occurred in February 2017.   

Executive Review of all pressure ulcers has evidenced that all but seven hospital acquired 
pressure ulcer have been unavoidable with no lapses in care. The lapses in care were 
identified because  

• The documentation was insufficient to evidence care compliant with the Christie CODE 
standard (3 cases) 

• The skin under one of the NG tubes had not been checked  
• There was a lack of assurance that the second NG tube had not been secured without 

excess pressure.  
• There had not been 100% adherence with the skin bundle for the one associated with 

the nasal speculae. 
• There had been a protective covering on the nasal tube 
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Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

2015/16 Total 1 9 11 14 15 18 19 21 23 23 26 28
2016/17 Total 6 11 12 14 18 20 22 22 24 27 28
16/17 Reduction Tra jectory 2 4 6 8 11 13 15 17 19 21 23 25
Incidents as % of IP Spells 0.69% 0.59% 0.13% 0.24% 0.48% 0.23% 0.26% 0.00% 0.23% 0.35% 0.12% 0.00%
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Grade 2+ Pressure ulcers developing after admission (cumulative)

   
 

         Patient Falls 
Aim: To maintain the 25% reduction in falls with harm from the 2013/14 outturn. 
 
The target for 2016/17 has been set for a 25% reduction from the 2013/14 outturn. The ward 
sisters have been given key performance indicators from the Executive Director of Nursing & 
Quality one of which is falls reductions. 

Executive Reviews of all inpatient falls has evidenced that all but one in-patient fall were 
accidental and unavoidable. 

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

2015/16 Total 2 11 17 22 23 26 28 30 31 36 40 43
2016/17 Total 2 5 7 10 13 15 15 17 17 23 24
16/17 Reduction Tra jectory 3 6 8 11 14 17 19 22 25 28 30 33
Incidents as % of IP Spells 0.23% 0.35% 0.26% 0.36% 0.36% 0.23% 0.00% 0.25% 0.00% 0.70% 0.12% 0.00%
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Inpatient Falls Resulting in Harm (cumulative)

 
** This is subject to cases being reviewed at Executive review group, and therefore subject to validation** 

 
Never Events 
There were no never events in month. 
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2.5   Litigation, claims and inquests  
 
Claims 
Clinical negligence, employer liability and public liability 
1 new Employer Liability claim was opened and 1 Clinical Negligence claim was closed in 
February 2017. 

 
Payments 
There were no payments made in month. 
 
Inquests 
There were 4 inquests held in the month relating to patients of The Christie. 
 

Coroner Staff called Verdict

Cumbria YES Natural causes

Heyw ood YES Natural Causes

Bolton YES Died of a recognised complication of necessary chemo/radiotherapy

Bolton NO Industrial disease  
 

Police involvement 
There was 1 episode of police involvement in the month: 

 
 

2.6 Executive reviews 
There were 7 executive review held in month.   
 

Date of 
executive 

review

Incident 
Report 

Number

Incident 
Date

Description Root Cause

02/02/17 W31769 28/12/16

Small swab unaccounted for at the 
end of surgery. X-rays and CT scan 
evidenced  that it was not a retained 
swab

• Need to reiterate  and review SOP for 
swab checks

Human error

02/02/17
Complaint 

C69-16

Letter sent to customers/clinicians at 
other hospitals advising of possible 
biological contamination of 
radiopharmaceutical

•

Clearer communication  about 
implications of possible 
contamination for clinicians so that 
they can provide clear advice to 
patients if required 

Radiopharmacy letter to 
consultants in other hospitals 
was not in lay terms, so 
information to a parent was 
miscommunicated 

16/02/17 W31903 06/01/17 Non-compliance with trial governance • Trial protocol was not followed
Communication errors leading to 
a failure of the process within the 
team

16/02/17 W32290 27/01/17
A serious incident has been declared 
following the unexpected death of an 
outpatient post a procedure 

• SI panel pending SI panel pending

23/02/17 W30198 27/09/16
Concern raised over discharge 
arrangements

• To differentiate between an ‘unsafe’ 
and an ‘unwise’ discharge

N/A

23/02/17
Complaint 

C73-16
Communication between trusts and 
patient care

•
Review of communications was 
agreed to be appropriate

Patient diverted to local DGH

28/02/17 W31458 07/12/16

The anatomy of a patient was not 
clear on scanning and meant that the 
planned procedure was changed 
from the side described on the 
consent form

•
Importance of wording of consent 
reiterated to consultants and clinical 
fellows

This was a clinical event

Outcome

 
 
2.7    SUI panels 

There were no SUI panels held in month. One serious incident was reported in February.  This 
related to the unexpected death of an outpatient after having a procedure.  A root cause 
analysis meeting has been held and the serious incident panel is scheduled for 7 April 2017. 
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3. Clinical Effectiveness 
 
3.1 Survival Rates  

The national cancer outcomes framework produced a number of outcome measures relevant 
to cancer care.  These have been analysed against aspects which are relevant to treatment at 
The Christie and present the figures in the following tables.   

75%

80%

85%

90%

95%

100%

Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17
Radical XRT 90 day survival rate 97% 96% 97% 96% 96% 96% 95% 96% 97% 97% 96%
Palliative XRT 30 day survival rate 83% 84% 85% 88% 84% 86% 84% 82% 90% 89% 84% 87% 85%
Final chemotherapy 30 day survival rate 99% 99% 98% 99% 99% 99% 99% 99% 99% 99% 99% 99% 99%
30 day post surgery survival rate 100.0% 100.0% 99.7% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 99.8% 99.5% 100.0%

Treatment survival rates

 
Data subject to validation 
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Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17
Intrathecal administrat ions 14 42 65 49 35 28 26 30 56 47 38 39 28
Wrong route chemotherapy 0 0 0 0 0 0 0 0 0 0 0 0 0

Intrathecal Activity - Wrong Route Chemotherapy

 
Data subject to validation. 

 
3.2    Critical Care Outcomes  

The Trust provides critical care level 2 and also level 3 for selected patients.   
The safety of this service can be demonstrated in the tables below, indicating that our patients 
have better survival rates both on leaving critical care and overall than is expected, given their 
condition, as measured by the Apache II severity scale.   
 

0%

5%

10%

Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17
Unit mortality 0.0% 3.9% 8.3% 0.0% 2.0% 3.6% 3.6% 5.8% 2.1% 1.8% 5.6% 0.0% 1.9%
Total mortality 4.0% 3.9% 8.3% 1.9% 4.1% 3.6% 7.3% 5.8% 8.3% 1.8% 5.6% 0.0% 1.9%

CCU Mortality Rates
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Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17
Level 2 - Episodes 49 51 46 52 49 56 53 51 48 55 53 50 51
Level 3 - Episodes 2 3 5 7 2 3 7 6 4 4 4 8 3
Level 2 - Bed days 136 170 118 169 140 174 173 127 178 170 157 147 150
Level 3 - Bed days 4 46 18 82 19 17 26 32 43 6 18 31 9

Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17
1 0 2 1 0 3 2 2 0 3 0 1 0
0 1 2 1 0 0 0 1 0 0 0 1 0
0 0 1 0 0 0 0 0 0 0 0 0 0
0 2 4 0 1 2 2 3 1 1 3 0 1
2 0 0 1 1 0 2 0 3 0 0 0 0

0.0% 3.9% 8.3% 0.0% 2.0% 3.6% 3.6% 5.8% 2.1% 1.8% 5.6% 0.0% 1.9%
4.0% 3.9% 8.3% 1.9% 4.1% 3.6% 7.3% 5.8% 8.3% 1.8% 5.6% 0.0% 1.9%

Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17
22 22 23 19 24 20 20 19 19 20 21 21 19
0 0 0 0 0 0 0 0 0 0 0 0 0
0 0 0 0 0 0 0 0 0 0 0 0 0

Average Apache II Score

Admissions for central line infections

Levels of 
Care

Unit mortality 
Total mortality 

Readmissions (within same month)
Patients transferred out 
Patients repatriated to CCU
Patients died in CCU
Patients died in hospital after CCU

Central Line Infections Aquired on Unit 

 
 
3.3    Inpatient Deaths 
 

All deaths that occur within the organisation are screened against clinical criteria. One or more 
of these triggers a detailed case note review. A three-monthly meeting is held with the medical 
and deputy medical directors, clinical directors, a senior nurse and clinical audit to discuss the 
findings. Following this a report is sent each quarter to the Patient Safety Committee. 
 

Elective/planned admission 2

Non Elective/emergency admission 19

TOTAL 21

Deaths on CCU 1

deaths within 30 days of surgery undertaken at The Christie* 0

Deaths within 30 days SACT* 3

Deaths reported to coroner (*includes the above): 6

Death following, & possibly related to, a grade 3+ incident including a 
fall [with harm] 0

Feb-17

Number of NHS Christie 
Inpatient deaths

(Each death can have more than one trigger) 13

Reasons for case note 
review

7

Number of deaths that 
have triggered case note 

review

Deaths associated with triggers other than the above:

Death < 24 hours of admission (or transfer from elsewhere) (1)
< 48 hrs referral to critical care outreach (1)

cardiac arrest / respiratory arrest (1)
Pulmonary embolus (1)

Death appears to be in consequence of Health Care Associated 
Infection (1)
Sepsis (1)

Cause of death unknown & PM requested (1)
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4. Top Risks 
 
4.1    Highest operational risks  

The operational risks are reviewed monthly by the Risk & Quality Governance Committee. The 
board assurance framework (BAF) describes the risks to the achievement of the corporate 
objectives and is presented at the Risk & Quality Governance Committee. 
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Control measures 

1 
 

Risk to objectives delivered 
through CWP 16 31st Mar 

2017 

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

2 
NEW 

Insufficient theatre staffing 
establishment and vacancies 
leading to: 
- Impact on staff, health and 

wellbeing 
- Lack of resource to deliver 

current surgical activity within 
target dates 

16 30th Apr 
2017 

• Staff working bank shifts but not sustainable long term 
• Staff engagement programme 
• Recruitment and retention strategy. 

3 
NEW 

No identified area to deliver day of 
surgery (DOSA) with subsequent 
impact on: 
- Patient experience 
- Increased length of stay 
- Reduction in number of 

patients admitted via Acute 
Oncology medicine service 
due to reduced inpatient bed 
capacity 

16 30th Apr 
2017 

• Weekly meetings between cancer centre services and 
estates working to find a solution and secure allocated 
space 

• Option appraisal and feasibility study being undertaken 
for both short-term and long-term solutions. 

4 
 
  

New risk reported : commercial in 
confidence 15 31st May 

2017 • Commercial in confidence 

5 
 

Risk of not meeting 62 day target 
for patients requiring plastic 
surgery and delivery of activity 
plan for 2016/17 and delays in 
patient treatment. 

15 31st May 
2017 

• Successful recruitment to junior doctor posts 
• Utilising Saturday theatre lists and additional lists during 

the week 
• Fast tracking target patients through the pathway 
• Business case for 5th consultant in development and for a 

Clinical Fellow to be upgraded to Speciality doctor.  
• CNS to support follow-up appointments 
• Developing strategy for nurse-led follow-up.  
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5. Activity 
 
5.1    Key trends and forecasts  

Following transition from local to national tariff the activity against plan is closely monitored 
and valued at a component level.   

 
The current contract terms with NHS England includes a price \ demand stabiliser which can 
be called upon non recurrently to fund the impact of contract over performance up to a capped 
value. Current activity performance has triggered the use of the stabiliser which will be 
enacted as part of the year end settlement with NHS England. 
 
Month 11 Activity 
Point of Delivery Plan Actual Variance
Day Cases 795 958 20.45%
Elective 435 411 -5.50%
Non Elective Emergency 327 429 31.18%
Non Elective Non Emergency 19 10 -48.06%
OP First Attendances 1239 1217 -1.78%
OP Followup Attendances 7083 7087 0.06%
Telephone Consultation 2025 2142 5.76%
Homecare Treatments 154 170 10.53%
OP Followup Attendances Chemotherapy Review 4031 3866 -4.10%
OP Followup Attendances Radiotherapy Review 1241 1311 5.67%
Supportive Care Hormonal Drug Review 311 295 -5.20%
OP Procedures 561 851 51.57%
AHP Attendances 472 587 24.39%
Chemotherapy Delivery 5043 4758 -5.64%
Radiotherapy Treatment 7641 8205 7.38%
Month 11 Total Activity 31377 32297 2.93%
Month 11 Cumulative Total Activity 359623 374521 4.14%  
 

 

Core/Unbundled Point of Delivery High Level Total Plan Total Activity Variance % Variance Total Plan £ Total Actual £ Variance £
Day Cases 795 958 163 20.45% £546,216 £648,160 £101,945
Elective 435 411 -24 -5.50% £1,995,425 £2,204,475 £209,050
Non Elective Emergency 327 429 102 31.18% £748,352 £988,995 £240,642
Non Elective Non Emergency 19 10 -9 -48.06% £74,432 £48,640 -£25,792
OP First Attendances 1239 1217 -22 -1.78% £246,138 £244,594 -£1,543
OP Followup Attendances 7083 7087 4 0.06% £692,436 £702,166 £9,730
Telephone Consultations 2025 2142 117 5.76% £62,082 £64,128 £2,046
Homecare Treatments 154 170 16 10.53% £137,767 £159,219 £21,453
OP Followup Attendances Chemotherapy Review 4031 3866 -165 -4.10% £400,385 £384,404 -£15,981
OP Followup Attendances Radiotherapy Review 1241 1311 70 5.67% £123,105 £130,089 £6,984
Supportive Care Hormonal Drug Review 311 295 -16 -5.20% £32,482 £30,758 -£1,725
OP Procedures 561 851 290 51.57% £123,414 £182,980 £59,566
AHP Attendances 472 587 115 24.39% £37,994 £49,413 £11,418
Chemotherapy Delivery 5043 4758 -285 -5.64% £1,400,543 £1,443,123 £42,580
Radiotherapy Treatment 7641 8205 564 7.38% £1,073,885 £1,205,504 £131,620

31,377 32,297 920 2.93% £7,694,656 £8,486,647 £791,991

February

Core

Unbundled

Grand Total  
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Core/Unbundled Point of Delivery High Level Total Plan Total Activity Variance % Variance Total Plan £ Total Actual £ Variance £
Day Cases 9226 9775 549 5.95% £6,336,100 £6,658,850 £322,750
Elective 5045 4589 -456 -9.04% £23,146,931 £23,895,208 £748,277
Non Elective Emergency 3901 4440 539 13.82% £8,926,774 £10,459,906 £1,533,132
Non Elective Non Emergency 230 176 -54 -23.37% £887,868 £711,783 -£176,086
OP First Attendances 14190 14096 -94 -0.66% £2,814,620 £2,825,179 £10,558
OP Followup Attendances 81798 82635 837 1.02% £7,996,320 £8,140,695 £144,375
Telephone Consultations 23994 24510 516 2.15% £732,536 £717,980 -£14,556
Homecare Treatments 1784 1934 150 8.40% £1,598,092 £1,953,431 £355,339
OP Followup Attendances Chemotherapy Review 43993 45622 1629 3.70% £4,369,788 £4,539,937 £170,149
OP Followup Attendances Radiotherapy Review 14701 15005 304 2.07% £1,458,789 £1,488,925 £30,136
Supportive Care Hormonal Drug Review 3422 3717 295 8.62% £358,189 £388,158 £29,968
OP Procedures 6430 9756 3326 51.72% £1,411,412 £2,096,703 £685,291
AHP Attendances 5474 7568 2094 38.25% £440,736 £684,072 £243,336
Chemotherapy Delivery 54888 57698 2810 5.12% £15,225,000 £17,040,932 £1,815,932
Radiotherapy Treatment 90546 93000 2454 2.71% £12,725,531 £13,506,740 £781,209

359,623 374,521 14,898 4.14% £88,428,686 £95,108,499 £6,679,813

Year to Date

Core

Unbundled

Grand Total  
 

1st Cut of Data Actual Refreshed Actual 1st Cut of Data Variance
Refreshed 
Variance

Month 1 total activity 32308 32710 0.04% 1.29%
Month 2 total activity 32920 33479 5.00% 6.78%
Month 3 total activity 33874 34745 1.38% 3.99%
Month 4 total activity 32670 33121 1.90% 3.31%
Month 5 total activity 34780 35140 2.95% 4.02%
Month 6 total activity 34779 35386 2.94% 4.73%
Month 7 total activity 33154 33473 2.22% 3.20%
Month 8 total activity 35385 35756 4.72% 6.23%
Month 9 total activity 32645 33075 0.99% 2.33%
Month 10 total activity 34934 35076 5.86% 6.29%
Month 11 total activity 32297 2.93%  

 
A significant proportion of activity is delivered at outreach centres.  This currently results in a 
short delay in adding this activity.  As a consequence a retrospective improvement in activity 
against plan occurs.   This is set out in the tables above. 
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6. Finance   
 
6.1   Summary Month 11 Financial Performance:  Variance Analysis 
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UOR - Financial Sustainability Balance sheet sustainability - Capital service cover (times) 20% 2.5 1.75 1.25
6.1 1 u p 

UOR - Financial Sustainability Liquidity - Liquidity (days) 20% 0 -7 -14 30.1 1 p  
UOR - Financial Efficiency Underlying performance - I&E margin (%) 20% 1% 0% -1% 5.8% 1  p 
UOR - Financial Controls Variance from plan - I&E margin variance (%) 20% 0% -1% -2% 0.1% 1 u u 
UOR - Financial Controls Agency Spend (%) 20% 0% 25% 50% -29.6% 1   p
Overall NHSI Risk Rating Use of Resources (UoR) Metrics 1 2 3 1 u u u

Income & Expenditure: YTD Overall financial position variance (%) - 
(underspend)/overspend against plan - bottom line

<0% <0 to 3% >3% -8.1%  p 

Income & Expenditure: YTD Overall financial position variance (%) - 
(underspend)/overspend against plan - control total

<0% <0 to 3% >3% -0.8% u  p

CIP Performance Underperformance against target - In year to current month 
(%) excluding reserves mitigation

<4% >4 to 88% >88%
-0.8% p p p

CIP Performance Underperformance against target - Full year impact - in 
year (%)

<4% >4 to 88% >88%
-0.3% p p p

CIP Performance Underperformance against target - Full year impact - 
recurrent (%)

<4% >4 to 88% >88%
4.1% p p p

Capital Expenditure Exchequer Capital Spend to date (£'000) £45,188k
Cash Balance Current balance to date (£'000) £24,877k
Cash Balance Percentage of planned value >90% 80-90% <80% 65.7% p  

Principal purpose cap Income derived from principal purpose exceeds income 
derived from other purposes

<50% <50% to 99% >100% 30.9% p  p

Debtor Days Average length of time debt is outstanding <12 <15 >16 22 u  
Public Sector Payment Policy Trade creditors paid cumulatively within 30 days (%) >95% 90-94% <90% 93.7% u  
Public Sector Payment Policy Trade creditors paid cumulatively within 10 days (%) >80% 65-80% <65% 77.1%   p
Accurate financial planning Capital expenditure < 85% of internal plan for the year to date >85% 75% - 85% <75% 83.9% p  p
Accurate financial planning Capital expenditure > 115% of internal plan for the year to date <115% 115% - 125% >125% 83.9%  p 

M11 
Target

Trust Objective Themes & 
Performance Indicators

Tolerances Indicator

 
 
6.2 I&E 

• The month 11 EBITDA position has a surplus of £25,010k (£625k above plan). 
• The month 11 I&E surplus is £14,296k (£1,077k above plan). 
• The Trust is achieving (£63k above plan) the NHSI Control Total and our position assumes 

meeting all criteria for Sustainability and Transformation Funding. 
• Under the Single Oversight Framework which came into effect from 1st October 2016, the 

Trust’s Use of Resources score is 1. 
• CIP delivery stands at 100.3% in year and 95.9% recurrently. 
• Agency spend both in month and cumulatively is below the NHSI ceiling. 

 
6.3    Balance sheet / liquidity 

• Cash balances stand at £24.9m (65.7% of plan). 
• Debtor days have increased to 22 in line with year-end and quarterly trend in relation to 

the NHS Agreement of Balances exercise and the raising of quarterly invoices. 
• Capital expenditure stands at 83.9% of the internal plan. 

 
6.4    Other 

•   TCC distributable profits of £1,957k for the 2017 year to date and £871k in month.  In line 
with contractual arrangements and trading performance, the Trust is eligible for our 40% 
share of 2016 excess profits. 
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7. Access Standards & Efficiency   
 
7.1   Cancer waiting time standards 
 Performance against each standard to date is outlined below. 
 

Existing Standards Operational Standard Jan 2017 Feb 2017 

14 day standard (2WW) 93% n/a n/a 

62 day with reallocations 85% 88.5% 86.5% 

31 day standard 96% 96.4%                                                                                                                                    97.0% 

62 day screening standard 90% 100% 100% 

62 day consultant upgrade standard No National Standard Set 85.5% 73.1% 

31 day drug standard 98% 100% 99.1% 

31 day surgery standard 94% 96.2% 96.9% 

31 day radiotherapy standard 94% 100% 99.1% 

Breast 14 day symptomatic  93% n/a n/a 
Subject to validation. 
Data Accurate as of 07.03.17 

 

94%

96%

98%

100%

Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17
31 day 99.0% 99.3% 97.0% 97.6% 99.6% 98.6% 96.5% 96.1% 96.9% 97.5% 98.3% 96.4% 97.0%

31 sub (drug) 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 99.6% 99.4% 99.6% 100.0% 100.0% 99.1%

31 sub (XRT) 100.0% 100.0% 100.0% 100.0% 100.0% 99.7% 100.0% 99.7% 100.0% 100.0% 99.7% 100.0% 99.1%

31 sub (surgery) 98.5% 96.9% 95.7% 96.1% 98.3% 95.9% 98.9% 97.4% 100.0% 96.9% 97.6% 96.2% 96.9%

31 day performance
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62 day CWT 69.1% 72.8% 68.5% 67.3% 61.3% 72.8% 70.3% 73.5% 70.8% 72.7% 65.0% 71.5% 65.7%
62 day (adjusted) 92.3% 94.3% 83.1% 87.4% 85.1% 89.8% 88.5% 88.5% 88.7% 87.4% 83.6% 88.5% 86.5%
62 day target 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85%
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7.2   Improving and Sustaining Cancer Performance 
The charts below show the month on month position for 62 days, both pre and post 
reallocation by tumour group.  
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7.3   Internal Performance 
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Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17
Internal 31 day 90.6% 94.3% 91.5% 88.5% 88.1% 91.1% 89.5% 89.1% 90.4% 90.9% 93.0% 88.1% 87.9%
31 day internal target 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85%

Internal performance - referral receipt to FDT in 31 days

 
 

7.4  18 Weeks RTT 
Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17

Incomplete 98.6% 98.6% 98.1% 99.0% 99.1% 98.6% 98.7% 98.1% 98.7% 98.7% 98.9% 99.2% 99.3%
Known clock start 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%  
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Incomplete 98.6% 98.6% 98.1% 99.0% 99.1% 98.6% 98.7% 98.1% 98.7% 98.7% 98.9% 99.2% 99.3%

18 weeks performance

 
 
 
7.5   Radiotherapy Waiting Times 
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7.6    Waiting times on the day   
 
7.6.1 Pharmacy 

50%

60%

70%

80%

90%

100%

Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17
Target 80% 80% 80% 80% 80% 80% 80% 80% 80% 80% 80% 80% 80%
combined

compliance 84.7% 86.2% 86.1% 82.5% 85.5% 90.0% 88.3% 89.7% 87.5% 83.7% 81.0% 82.0% 76.3%

Pharmacy waits

*Feb data subject to validation  
 
 

7.6.2 Chemotherapy 
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Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17
Target (all patients) 80% 80% 80% 80% 80% 80% 80% 80% 80% 80% 80% 80% 80%
Compliance (all patients) 90.0% 87.4% 86.6% 87.5% 87.0% 85.5% 76.3% 79.6% 85.5% 92.1% 92.1% 88.6% 84.0%
Target (2 day treats) 90% 90% 90% 90% 90% 90% 90% 90% 90% 90% 90% 90% 90%
Compliance (2 day treats) 95.5% 92.5% 93.9% 93.0% 92.9% 93.5% 85.2% 88.0% 92.8% 96.7% 96.4% 94.0% 89.4%

Patients receiving chemotherapy within one hour
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7.6.3 Outpatient dashboard 
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7.7    Commissioning for quality and innovation (CQUINS) 2016/17 
The 2016/17 CQUIN indicators are highlighted below and will be reported following the 
quarterly submission 

INDICATOR Brief Description

CA2 Nationally Standardised Dose 
banding Adult Intravenous SACT

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.

Nat1a Introduction of Health and 
Wellbeing Initiatives

The introduction of health and wellbeing initiatives covering physical activity, mental health and improving access to 
physiotherapy for people with MSK issues. 

Nat1b Healthy Food for NHS Staff, 
Visitors and Patients

Providers will be expected achieve a step-change in the health of the food offered on their premises in 2016/17, including:

a. The banning of price promotions on sugary drinks and foods high in fat, sugar and salt (HFSS) . The majority of HFSS 
fall within the five product categories: pre-sugared breakfast cereals, soft drinks, confectionery, savoury snacks and fast 
food outlets;

b. The banning of advertisement on NHS premises of sugary drinks and foods high in fat, sugar and salt (HFSS); 

c. Ensuring that healthy options are available at any point including for those staff working night shifts.

Providers will also be expected to submit national data collection returns by July based on existing contracts with food 
and drink suppliers. This will cover any contracts covering restaurants, cafés, shops, food trolleys and vending machines 
or any other outlet that serves food and drink.

Nat1c Improving the Uptake of Flu 
Vaccinations for Front Line Clinical 
Staff

Achieving an uptake of flu vaccinations by frontline clinical staff of 75%

Nat5 Antimicrobial Resistance and 
Antimicrobial Stewardship

Reduction in total antibiotic consumption. 
Percentage of antibiotic prescriptions reviewed within 72 hours

TR1 Adult Critical Care Timely 
Discharge

To reduce delayed discharges from ACC to ward level care by improving bed management in ward based care, thus 
removing delays and improving flow. 

Local 1 Local Enhancement of 
Standardised Cose Banding Adult 
Intravenous SACT

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.
A set of dose-banding principles and dosage tables have been developed by a small team of Pharmacists supported by 
the Medicines Optimisation CRG. (The Nuttall-Clark tables).  

Local 2 Enhanced Recovery in Medical 
Patients

This scheme is based on the surgical enhanced recovery programme

The scheme aims to improve patient outcomes and speed up a patient's recovery after medical intervention.  It results in 
benefits to both patients and staff. 

The programme focuses on making sure that patients are active participants in their own recovery process. It also aims 
to ensure that patients always receive evidence based care at the right time.

To be undertaken in the area of Head and Neck.

Local 3 Safer Hospital Discharge

To assess and build on 2015/16 CQUINs that support Safer Hospital Discharges.

To develop local procedures and protocols that continue to improve discharge arrangements through specific and 
targeted changes:

• Providing expected date of discharge to patients, to set expectation and facilitate appropriate discharge planning

• Assessment of complex discharge patients prior to admission

• Trial of pre-assessment for elective chemotherapy patients
Local 4 Patient Held Records Assessment of the appropriateness of self-management applications for prostate and haematology patients.

Local 5 Sepsis

The Trust has already delivered significant improvements in the identification and management of Sepsis, in line with the 
National CQUIN.  The main focus for this local CQUIN will encompass training, health promotion, appointment of a 
clinical lead to champion best practice, with a view to establish a process to incorporate clinical outpatient settings and 
improve documentation/coding. This will focus on current inpatients and with a view to develop processes for patients 
within clinical outpatient settings. 

INDICATOR Brief Description

LOCAL SCHEMES

NATIONAL SCHEMES
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7.8   Length of stay (LOS) 
Average rolling LOS is 6.90 in month against a standard of 6.4. 

Reporting month Total Elective Emergency Transfers From 
Other Hospitals

Feb-16 6.82 5.23 8.39 17.76
Mar-16 6.83 5.25 8.36 17.88
Apr-16 6.79 5.24 8.23 19.21
May-16 6.76 5.28 8.05 19.44
Jun-16 6.81 5.36 8.05 19.31
Jul-16 6.87 5.47 8.03 20.10

Aug-16 6.91 5.50 7.96 21.20
Sep-16 6.84 5.50 7.82 20.27
Oct-16 6.89 5.53 7.85 20.97
Nov-16 6.88 5.57 7.78 20.39
Dec-16 6.89 5.63 7.71 20.35
Jan-17 6.89 5.66 7.65 20.96
Feb-17 6.90 5.69 7.61 21.34  
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Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17
Annual 6.82 6.83 6.79 6.76 6.81 6.87 6.91 6.84 6.89 6.88 6.89 6.89 6.90

12 month rolling average LOS - Trust level

 
 
7.9  Theatre Utilisation 
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7.10  Diagnostic utilisation 
High utilisation continues for MRI and CT. 
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%

Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17
6 weeks 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%
4 weeks 99.8% 97.9% 96.0% 92.2% 95.3% 95.4% 99.4% 98.8% 89.1% 96.6% 99.6% 93.5% 86.3%
2 weeks 70.7% 76.6% 74.5% 74.6% 73.5% 74.2% 82.1% 75.0% 67.0% 73.1% 88.9% 76.7% 77.3%

CT waiting times
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Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17
6 weeks 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%
4 weeks 100.0% 99.6% 98.8% 100.0% 98.7% 96.9% 98.8% 99.2% 99.2% 98.5% 100.0% 89.0% 94.7%
2 weeks 76.0% 85.3% 79.2% 85.7% 74.8% 79.0% 72.5% 86.2% 83.0% 77.2% 67.9% 74.0% 69.5%

MRI waiting times
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7.11  Efficiency programme 
The annual target for CIP in 2016-17 is £7.5m in year and £6.5m recurrently.  As at month 11,  
£7,518,752 has been achieved and removed from budget in year and £6,230,789 has been 
achieved recurrently. 
 
Against the targets, 100.3% has been delivered in year and 95.9% recurrently.  

 
 

64



Within month 11, 8 PIDs were submitted. 20 PIDs were completed in month to release £407 
in year savings and 510K recurrently.  
 
There are 13 active schemes which are anticipated to deliver a further £22K of in year savings 
and £170K recurrently.   
 
The Trust has not achieved the Q4 target of 100% of CIP identified. A CIP escalation meeting 
took place on 15th November and the remaining CIP to be found has been apportioned 
across the divisions. 
 
The table below demonstrates the predicted and actual performance against the quarterly 
targets for recurrent CIP agreed at the beginning of the year.   
 
The table below demonstrates the predicted and actual performance against the quarterly 
targets for recurrent CIP agreed at the beginning of the year.   

 
Quarter Target Actual Actual + Risk assessed 

value of schemes 
Q1 30% 55.10% 77.40% 
Q2 50% 71.88% 84.13% 
Q3 88% 84.60% 92.00% 
Q4 100% 95.90% 98.50% 
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8. Workforce      
 
8.1    Employees in post 
 The table shows performance in whole time equivalents (WTEs) against workforce plan. 

2100
2200
2300
2400
2500
2600
2700

Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17
Total Headcount 2621 2627 2646 2654 2649 2639 2656 2681 2693 2688 2694 2715 2711
Total FTE 2394 2403 2422 2430 2432 2424 2442 2457 2470 2466 2474 2486 2485
Forecast FTE plan for year end 2320 2320 2419 2419 2419 2419 2419 2419 2419 2419 2419 2419 2419

Total Headcount & FTE

 
 
8.2    Use of bank and agency  

Division / Area of Spend Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb

Cancer Centre Services £39 £14,782 -£19,140 £17,522 £28,006 £20,931 £18,604 £6,779 £26,483 £22,185 £2,166

Cancer Networked 
Services

£6,182 £21,172 £12,034 £23,207 £22,161 £31,211 £36,388 £5,952 £10,124 £961 £0

Finance & Business 
Development

£0 £0 £0 £0 £0 -£958 £19,034 £35,998 £34,580 £11,974 £27,798

Estates & Facilities £2,904 £4,955 £6,692 £6,065 £7,179 £9,491 £4,882 £5,730 £6,314 £113 £0

Human Resources £0 £0 £0 £1,821 £0 £6,534 -£4,524 -£2,010 -£3,616 £0 £384

Medical Physics £4,762 £936 £2,599 £4,774 £4,899 £6,383 £6,615 £2,868 £0 £0 £0

Junior Doctor Cover £16,398 £16,018 £15,568 £14,979 £14,089 £14,878 -£2,125 £0 £0 £0 £0

Research & Development £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0

PMO £0 £0 £0 £0 £0 £0 £3,098 £4,466 £7,866 £37,921 £19,041

NHS Improvement 
Expenditure Ceiling - in 
month

£88,500 £88,500 £88,500 £88,500 £88,500 £88,500 £88,500 £88,500 £88,500 £88,500 £88,500

% of Ceiling Used - in 
month 34% 65% 20% 77% 86% 100% 93% 68% 92% 83% 56%

TOTAL Actual - 
cumulative £30,285 £88,148 £105,901 £174,269 £250,603 £339,073 £421,045 £480,828 £562,579 £635,733 £685,122

NHS Improvement 
Expenditure Ceiling - 
cumulative

£88,500 £177,000 £265,500 £354,000 £442,500 £531,000 £619,500 £708,000 £796,500 £885,000 £973,500

% of Ceiling Used - 
cumulative 34% 50% 40% 49% 57% 64% 68% 68% 71% 72% 70%

% of Total Pay Bill 
(Target) 1% 1% 1% 1% 1% 1% 1% 1% 1% 1% 1%

% of Total Pay Bill 
(Actual) 0.37% 0.73% 0.21% 0.84% 0.93% 0.93% 0.87% 0.61% 0.85% 0.76% 0.51%

TOTAL Actual - in month £30,285 £57,863 £17,753 £68,368 £73,154£88,470 £81,972 £59,783 £81,751 £49,389£76,334

 
 
8.3    Sickness absence  

The trust sickness absence rate is at 3.39% in month against a standard of 3.4%.     
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Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17
target 3.4% 3.4% 3.4% 3.4% 3.4% 3.4% 3.4% 3.4% 3.4% 3.4% 3.4% 3.4% 3.4%
Trust total 3.83% 3.78% 3.53% 3.47% 3.56% 3.45% 3.37% 3.50% 3.80% 3.89% 3.74% 3.46% 3.39%

Trust Level - Absence Rates

 
 Subject to validation 
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Division Feb-17 YTD (From Apr-16)

Cancer Centre Services 3.40% 3.98%
Christie Medical Physics and Engineering 2.39% 1.64%
Clinical Networked Services 3.84% 3.99%
Corporate Services ** 1.50% 2.54%
Estates & Facilities 6.34% 5.96%
Finance & Business Devlp 3.43% 2.25%
Research and Development (Medical Internal) 1.99% 2.60%
Grand Total 3.39% 3.58%
RAG Rating (>=Apr-16):   <=3.4 GREEN;   >3.4 RED
** This includes Corporate Development, Education,  Performance, Quality and Standards, Trust Admin and Workforce  

 
8.4    Personal development reviews (PDR)  

Performance in month is at 83.9% compliance against a 95% standard.   
Division Feb-17
Cancer Centre Services 85.33%
Christie Medical Physics and Engineering 75.66%
Clinical Networked Services 89.76%
Corporate Services 83.33%
Estates & Facilities 83.33%
Finance & Business Devlp 71.83%
Research and Development (Medical Internal) 80.15%
Grand Total 83.90%
RAG Rating (>=June-15): >=94.5% GREEN;  85<>94.5 AMBER; <=84.5 RED  

 
 
8.5    Essential Training  

Essential Training in month is at 91.25% against the 95% standard.   
Division Feb-17
Cancer Centre Services 91.35%
Christie Medical Physics and Engineering 95.42%
Clinical Networked Services 87.34%
Corporate Services 96.78%
Estates & Facilities 92.50%
Finance & Business Devlp 96.07%
Research and Development (Medical Internal) 94.09%
Grand Total 91.25%
RAG Rating (>=June-15): >=94.5% GREEN;  85<>94.5 AMBER; <=84.5 RED  
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 9. Research and development  
 
9.1  Clinical trials / studies  

 
There is a requirement to provide, on a quarterly basis, information on recruitment to clinical 
trials in two key areas: 
 

• Initiating Research- the 70 day target (this looks at how quickly studies are set up 
and first patient is recruited) 

• Delivering Research- time and target (this looks at whether or not we’ve recruited 
the agreed target number of patients within the agreed timeframe) 

 
In February 2014, the NIHR report shows 70-day performance taking into account where 
providers have explained clearly that a delay was outside their control.  It is intended to 
inform discussion about what this shows, and how data should be presented and used, 
before the NIHR starts to hold providers to account for performance. 
 

 

Measures  01/01/16 – 31/12/16 Result Total Number of 
Trials 

Initiating Clinical Research   
(% meeting 70 day target) 87.0% 81 

Delivering Clinical Research  
(% completing on time and meeting recruitment 
target) 

50.0% 58 

 
 

50
100
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200
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350

Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17
Patients 269 239 245 262 282 335 215 218 212 198 165 165 177
Target 114 114 114 114 114 114 114 114 114 114 114 114 114

New patients recruited to clinical studies

 
 

500
525
550
575
600
625
650
675
700

Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17
Trials 635 641 637 616 623 632 644 649 650 649 651 667 677

Number of studies/trials currently open
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10. Sustainable development management 
 
10.1 Sustainability  

The status of elements of the NHS sustainable development unit (SDU) guidance, are 
reported by individual leads, via key issue reports. Pertinent issues are escalated to the 
capital workforce planning group (CWPG). 
 

10.2 Good corporate citizenship – DH toolkit (www.corporatecitizen.nhs.uk)  
Performance shows good progress via self-assessment with detailed evidence, for each of 
the six good corporate citizenship elements with an overall trust rating.  

 
10.3 Energy and the carbon reduction commitment (CRC) 

The graph indicates the percentage compliance against the target set out by the trust of 
10%: 
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Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17
Target 10 10 10 10 10 10 10 10 10 10 10 10 10
Energy 26.15 32.77 29.12 32.77 29.48 29.51 31.2 27.67 28.98 30.81 33.25 25.54 33.29

Energy reduction monthly performance

 
 
Key points to note: 
• The annual reduction in consumption average for 2016/17 is currently 33.29% 
• Consultation to take place to formulate future energy strategy to prepare for end of 

Veolia contract. 
• Water companies are preparing for deregulation. 

 
10.4 Food Waste (and sustainable catering) 

The graph indicates percentage compliance against the trust year on year of 10% target.  
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Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17
Target 10 10 10 10 10 10 10 10 10 10 10 10 10
Waste 4.90 4.87 5.91 5.30 5.52 5.70 5.73 5.67 5.62 4.76 5.25 5.05 4.89

Food waste following ERIC criteria

 
  

Key points to note:- 
• Existing tills will be replaced W/C 13th March 2017. Chip & Pin facility will be installed 

at a later date when the input IT is completed and all legal requirements are addressed     
• Departmental E-lite training is to be made available for catering staff.  
• Review of the free standing freezers to replace with one walk-in freezer is to be 

undertaken. This will have the benefit of a reduction in electricity, maintenance, 
cleaning and easier to monitor to ensure all frozen products are stored at the legal 
requirement.   
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10.5 Low carbon travel 
Green travel plan (GTP) target set at 60% of staff to use sustainable travel by 2030. The 
current survey indicates 43.23% of staff members commute using sustainable travel and 
56.77% of staff members commute by Single Occupancy Vehicle (SOV).  This fell below the 
target of 44% of staff using sustainable travel by 2016.   
• Keys for lockers in Cycle hub 1 and 2 - Shower/changing facilities being issued for a 

£10 refundable deposit. 
• Site plan showing proposed cycling facilities drafted and proposal under discussion.   
• Staff parking permits (eligibility process) – staff on the waiting list assessed against 

new criteria.  
• Pilot e-bike loan scheme in partnership with TfGM ended and proposal for going 

forward with pool/loan bike scheme to be drafted.  
• The annual staff travel survey was rolled out to all staff members in 2016, as a result it 

may become a yearly commitment. In that the NHS survey does not go to everyone an 
alternative method may need to be used. 

 
10.6 Carbon emissions from clinical waste 
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Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17
target 1.23 1.23 1.23 1.23 1.23 1.23 1.23 1.28 1.28 1.28 1.28 1.28 1.28
savings 1.27 1.37 1.27 1.37 1.34 1.28 1.39 1.32 1.31 1.47 1.22 1.38 1.29

Carbon emmissions from waste

 
 
• Implementation of new segregation waste streams is now complete; waste streams 

are now disposed by different methods, alternative treatment methods (ATM), deep 
landfill and incineration. 

• Clinical waste contractor pre-acceptance report received with positive outcomes, the 
report and actions will be submitted to the Health and Safety Committee May 2017.   

• Waste tonnages, trends are fluctuating from month to month i.e. 22.95 to 27.76 tonnes 
(last 5 months).  

• Cytotoxic bagged and a sharps waste continues to be a pressure.   
 
 
 

11. Recommendation 
 

The board is asked to note performance for month 11. 
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12.   DATA APPENDICES 

 
Month 11 2016/17 

 
 

Section 
 

 
12.1 

 
Patient safety 

 
12.2 

 

 
Activity 

 
12.3 

 

 
Finance 

 
12.4 

 

 
Workforce 

 
12.5 

 

 
Additional Reports 
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12.1.  Patient Safety 

 
 
12.1.1  
Issue  • Litigation and claims 

Indicator 
• Number of outstanding claims 
• Trend and forecast of amount paid out 

Source • Datix system 
Standard • Internal performance standard 
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Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17
Clinical Negligence 11 11 10 11 12 11 12 12 13 14 14 18 17
Employer Liability 9 8 9 9 8 7 7 7 6 5 5 5 6
Public Liability 1 1 2 2 1 1 1 1 1 1 1 1 1

Litigation and Claims - number of live claims
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Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17
Payments £0 £0 £12,685 £0 £0 £2,864 £0 £0 £0 £22,250 £7,207 £0 £0

Payments relating to claims
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12.2  Activity 

 
 
12.2.1  
Issue  • Market and business development 
Indicator • Trust external referral rates  
Source • Referrals received by Trust from EPR 
Standard • Commissioner plan 

 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
External Referrals (15-16) 1323 1256 1539 1618 1341 1558 1448 1460 1466 1432 1406 1521
External Referrals (16-17) 1467 1488 1521 1560 1581 1531 1449 1576 1449 1530 1418
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12.2.2  
Issue  • Key trends and forecasts 
Indicator • Activity against plan by delivery & treatment type 
Source • Finance ledger 
Standard • Monitor – Continuity of Service Rating (CoSR) 

  

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
ACTUAL 872 851 780 828 828 881 780 801 875 859 850
PLAN 828 818 849 840 862 849 840 849 818 840 781 884
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Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
ACTUAL 866 756 826 908 924 907 879 937 895 919 958
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Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
ACTUAL 1210 1250 1280 1306 1360 1329 1195 1342 1244 1364 1217
PLAN 1248 1234 1361 1300 1306 1361 1300 1361 1184 1297 1239 1423
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Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
ACTUAL 7584 7557 7713 7210 7619 7783 7446 8007 6812 7823 7087
PLAN 7402 7026 7753 7402 7738 7753 7402 7753 7067 7419 7083 8136
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Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
ACTUAL 5077 5125 5391 4984 5589 5400 5283 5518 5264 5359 4758
PLAN 4971 4700 5000 4776 4971 5194 4971 5194 5012 5041 5041 5712
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Chemotherapy Deliveries (Treatments) Against Plan

 
 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
ACTUAL 8113 8638 8848 8311 8527 8793 8216 8772 8081 8496 8205
PLAN 8023 8023 8405 8023 8787 8405 8023 8405 8405 8405 7641 8787
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Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
ACTUAL 591 575 841 940 1019 1119 935 1115 892 862 851
PLAN 566 559 617 589 592 617 589 617 537 588 561 645
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12.3. Finance 
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s

Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16
Actual 908 1,947 3,805 5,049 5,824 6,783 9,386 10,812 12,122 13,680 14,296
Trust Plan 1,202 2,403 3,605 4,807 6,008 7,210 8,412 9,613 10,815 12,017 13,218 14,420

Trust performance against budgets
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Actual 61.4 53.9 50.5 50.3 56.5 50.2 47.2 41.6 33.6 28.2 40.8 35.7 30.1

Plan 37.2 37.2 50.3 46.1 41.5 42.1 42.6 40.8 40.3 40.2 38.4 37.6 37.9

Liquidity (Days)

`

 

 

0

2

4

6

8

10

12

14

16

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

£0
00

Aged Debt 

>180 Days

90-180 Days

61-90 Days

31-60 Days

0-30 Days

 
 
 
 

12.3.1  
Issue  • Income and expenditure 
Indicator • Performance against budgets 
Source • Finance ledger 
Standard • Monitor – Financial Sustainability Risk Rating 

12.3.2  
Issue  • Liquidity days 
Indicator • Total cash flow 
Source • Finance ledger 
Standard • Monitor –  Financial Sustainability Risk Rating 

12.3.3  
Issue  • Debtors 
Indicator • Value of 30, 60 and 90 day debtors 
Source • Finance ledger 
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12.4. Workforce 

 

 

 
Staff Group FTE Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17
Add Prof Scientific and Technic 91 91 89 92 93 91 88 88 88 89 89 90 90
Additional Clinical Services 251 253 254 257 255 252 252 265 255 245 245 250 250
Administrative and Clerical 729 733 741 747 752 754 759 751 765 759 754 755 753
Allied Health Professionals 211 212 216 215 216 218 214 211 213 218 221 222 225
Estates and Ancillary 207 210 213 212 212 211 212 210 209 209 212 214 215
Healthcare Scientists 166 164 165 163 161 160 162 165 165 167 165 167 164
Medical and Dental 166 167 170 171 170 168 181 187 183 186 190 190 188
Nursing and Midwifery Registered 571 572 574 571 571 569 573 579 590 592 596 596 599
Students 1 1 1 1 1 1 1 1 1 2 2 2 2
Grand Total 2394 2403 2422 2430 2432 2424 2442 2457 2470 2466 2474 2486 2485  
 
Staff Group Headcount Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17
Add Prof Scientific and Technic 96 96 94 97 98 96 92 93 93 93 93 95 95
Additional Clinical Services 280 280 281 284 281 280 281 293 283 272 272 277 277
Administrative and Clerical 802 806 813 819 822 820 824 825 838 829 825 829 823
Allied Health Professionals 230 231 235 235 235 237 234 230 232 238 241 244 246
Estates and Ancillary 236 238 243 242 240 238 238 237 237 236 240 244 246
Healthcare Scientists 173 171 172 170 168 167 169 172 172 174 172 174 171
Medical and Dental 182 183 185 187 186 183 196 203 199 203 206 206 205
Nursing and Midwifery Registered 621 621 622 619 618 617 621 627 638 641 643 644 646
Students 1 1 1 1 1 1 1 1 1 2 2 2 2
Grand Total 2,621 2,627 2,646 2,654 2,649 2,639 2,656 2,681 2,693 2,688 2,694 2,715 2,711  
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Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17
Medical staf f 26.5% 26.8% 25.7% 25.9% 25.8% 26.8% 25.9% 26.6% 26.7% 26.2% 26.3% 26.5% 26.6%
Nurse staff 21.6% 22.4% 21.9% 21.5% 22.2% 21.2% 21.2% 21.3% 21.4% 20.9% 21.5% 21.1% 21.1%
Clinical staff 24.9% 23.6% 25.2% 25.0% 24.7% 24.2% 24.4% 23.9% 25.0% 26.2% 24.8% 25.1% 25.2%
Non clinical staff 26.6% 26.7% 26.8% 26.9% 27.1% 26.9% 27.6% 27.2% 25.9% 26.0% 26.4% 26.4% 26.5%
Total agency/other 0.40% 0.44% 0.37% 0.73% 0.21% 0.84% 0.93% 1.05% 1.00% 0.70% 0.99% 0.87% 0.58%

% of cost - clinical to non-clinical

 
 
 
 
 
 
 
 
 
 

12.4.1  
Issue  • Staff Profile 

Indicator 
• Total headcount and FTE 
• Staff Group by headcount and FTE 
• % cost - clinical / non-clinical 

Source 
 

• Finance ledger 
• Electronic Staff Record 

Standard • Internal performance monitoring 
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12.4.2  
Issue  • Use of agency and bank 
Indicator • Total cost per month by division 
Source • Finance ledger 
Standard • NHS Better Care, Better Value Indicators 

 

£0

£10,000

£20,000

£30,000

£40,000

£50,000

£60,000

£70,000

Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17
Networked Services £7,890 £7,842 £6,182 £21,172 £16,946 £23,207 £22,161 £31,211 £36,388 £5,952 £10,124 £961 £0
Cancer Centre Services £15,914 £17,401 £39 £14,782 £26,282 £17,522 £28,006 £20,931 £18,604 £6,779 £26,483 £22,185 £2,166
Estates & Facilities £0 £0 £2,904 £4,955 £6,692 £6,065 £7,179 £9,491 £4,882 £5,730 £6,314 £113 £0
Medical Physics £7,373 £10,474 £4,762 £936 £2,599 £4,774 £4,889 £6,383 £6,615 £2,868 £0 £0 £0
Finance £0 £0 £0 £0 £0 £0 £0 £0 £19,034 £35,998 £34,580 £11,974 £27,798
Junior Doctor Cover £0 £0 £16,398 £16,018 £15,568 £14,979 £14,089 £14,878 £0 £0 £0 £0 £0
PMO £0 £0 £0 £0 £0 £0 £0 £0 £3,098 £4,466 £7,866 £37,921 £19,041

Agency Costs by Division

 
 
12.4.3  
Issue  • Staff Turnover 

Indicator • Number of leavers by leaving reason 
• 12 month turnover (headcount) 

Source • Integrated personnel system 

Standard • Internal performance monitoring 
• NHS Better Care, Better Value Indicators 

 
Leavers Headcount Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17
Dismissal 1 3 0 0 1 2 2 2 1 1 0 1 1
End of Fixed Term Contract 0 1 1 3 3 1 3 6 2 0 0 5 4
Mutually Agreed Resignation 0 0 0 0 0 0 0 0 0 0 0 0 0
Redundancy 2 0 0 0 0 0 0 0 0 0 0 0 1
Retirement 0 3 3 2 0 3 0 5 2 1 3 2 2
TUPE 0 3 1 1 0 2 1 0 0 0 1 0 0
Voluntary Resignation 52 23 19 44 22 24 30 30 25 22 20 28 26
Others 3 0 0 0 0 1 0 0 0 0 0 0 0
Grand Total 58 33 24 50 26 33 36 43 30 24 24 36 36
12 Month Turnover % Headcount 15.60% 15.72% 16.02% 16.58% 16.35% 16.60% 16.91% 17.57% 17.82% 17.37% 16.96% 15.36% 14.46%
Adjusted 12 month Turnover %* 13.62% 13.55% 13.91% 14.43% 14.42% 14.55% 15.02% 15.33% 15.63% 15.48% 15.11% 13.74% 12.77%
* Turnover based on substantive leaving reasons only (Dismissal, M.A.R.S, Redundancy, Retirement, Voluntary Resignation, Other)  
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12.5. Additional Documents 

 

 

Performance Exception Report 
 

 
Indicator 

Hospital Cancelled Operations 
On The Day of Surgery 

Target Jan-17 Feb-17 Performance YTD 

0 0 1  7 

Issue 
• Urology patient admitted on 10th February 2017 for surgery planned for the same day.  

• It was identified by the theatre staff that the fundamental instrument for the procedure was missing 
from the implant tray therefore the operation could not go ahead. 

• The missing instrument should have been flagged earlier. The tray was loaned to us from Coloplast, 
and labelled as a complete tray. However one item was packaged separately within the box as this 
was a brand new instrument. The theatre staff checked the instrument tray and confirmed complete 
but left the individually packed instrument in the tray without unpacking. TSSU (Our internal Sterile 
Services Unit) collected the equipment to sterilise and noted the missing item but did not realise it 
was singular packed. They did not escalate to managers for clarification. However it was assumed 
that this had already been checked therefore no action was taken. The item separately packed was 
the key instrument for the procedure and tray was sent without this.  

• When sterilised by Synergy, the checking process was not followed and the missing item was not 
identified or documented on the outside label. 

• Therefore due to multiple errors, the operation was abandoned within theatre, before surgery had 
commenced. The general anaesthetic had already been administered to the patient. 

• A Datix was raised and RCA took place on 3rd March 2017 to identify the gaps in the checking 
process which led to the equipment tray being incomplete. 

• A Duty of Candour conversation was carried out with the patient, explaining the reasons for the 
cancellation and plan for future surgery date.  

• The surgery took place on 21st February 2017. 

Proposed Action 

• RCA undertaken on 3rd March 17 to identify root cause of equipment error 

• Patient had surgery on 21st February 17. No harm caused to the patient as a result of the delay to 
surgery, although patient underwent an unnecessary general anaesthetic. 

• SOP has been drafted for checking loan equipment when it arrives from the relevant company. This 
will be shared with all theatre staff. 

• SOP to be drafted for TSSU for equipment checklists. 
Assessing Improvement 

• Improvements to be monitored at Surgical Directorate, CCS Board and Theatre Performance 
Meeting  

Impact 
• Patient underwent an unnecessary anaesthetic and associated clinical risks 
• Loss of operating time due to cancellation and rescheduling of procedure 

 
Expected Date of Performance Delivery 

March 2017 
 

Executive Lead 
Chief Operating Officer 
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Performance Exception Report 
 

 

Indicator 

Attributable Unavoidable C-Difficile – (cumulative) 
Target Actual YTD 

(Full year Target 19) 27 
Issue 
There have been two hospital acquired C.difficile infections in the month with a year to date figure of 27, 
which is 8 above our threshold of no more than 19 cases for 2016/17.  
Of the 27 cases 24 cases were unavoidable as there had been no lapses in care delivery or deviation from 
policy. 

Proposed Action 
A C.diff improvement collaborative has been established and led by senior clinical leaders. As part of the 
collaborative ‘App’ technology for the World Health Organisation five moments of hand washing is being 
trialled on the wards with positive results. 
Enhanced cleaning that was put in place where there had been a period of increased incidence has now 
ceased. The deep clean team continue to terminal clean all beds at the point of patients discharge. 
A review of the root cause analysis of all cases to date has not identified any themes in the C.diff cases 
although it was noted that apart from surgery the bed occupancy on the medical and haematology wards 
has been above 90% since April 2016. 
The Board Assurance Framework has been reviewed at the Quality Assurance Committee and at the 
Board of Directors and it was agreed that the risk remains a 12. 
Assessing Improvement 

The programmes of work identified in the proposed action section have been established to ensure 
improvement. The cancer patient group due to the nature of the treatments delivered e.g. chemotherapy; 
antibiotic usage, opiate medication etc. make our patient’s more vulnerable to C.difficile. The use of anti-
microbial antibiotics prescribed has not altered and this is under monthly review. 

Impact 

There is a potential reputational impact that our patients, their families and the public may be concerned 
with the increase in hospital related C.diff infections. Matrons and ward leaders are ensuring that all 
infection prevention and control procedures are described to patients and visitors so that they are aware of 
how they can support our infection prevention and control practices. 

There is no financial consequence through the contract with our commissioners. 

 

Expected Date of Performance Delivery 
March 2017 

 
 

Executive Lead 
Executive Director of Nursing & 

Quality 
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Performance Exception Report 
 

 

Indicator 

Number of Complaints 
Target Actual YTD 

(Full year Target <62) 79 
Issue 
 
The number of complaints for 2016/17 has exceeded the outturn of complaints for 2015/16. The rise in 
complaint numbers are within the Network Services Division and relate to the provision of appointments 
and scheduling for chemotherapy. The Division has seen a significant rise in activity for patients requiring 
chemotherapy. 
 
In February 2017 the number of complaints was 7. 
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Proposed Action 
The members of Management Board are aware that last year’s outturn has been exceeded and this has 
also been raised in the monthly performance reviews.   
 
A themed review has not highlighted any specific issues.  The internal quality improvement to deliver 95% 
of patients leaving with an appointment from the Oak Road Treatment Centre is still on plan following 
review of the patients pathway within ORTC. 
 
The current approach to complaint management has not changed and the focus remains on trying to 
resolve and concerns or complaints at source. 
Assessing Improvement 

The outpatient improvement board are working with the clinical and management teams to resolve the 
issues of future appointments and scheduling. The chemotherapy recovery plan and trajectory will be 
reviewed monthly at the performance reviews. 

Impact 

The increase in complaints numbers has remained steady at 0.02% of Trust activity. Feedback from 
Complainants surveys has not identified any concerns about our complaint handling. 

Expected Date of Performance Delivery 
March 2017 

 

Executive Lead 
Executive Director of Nursing & 

Quality 
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Performance Exception Report 
 

 

Indicator 

PDRs 
Target Jan-17 Feb-17 Performance YTD 

>85% 85.3% 83.9%  83.9% 
Issue 
The Trust PDR completion target of 85% has been breached in February 2017. The impact of the PDR rate 
is that the organisation will not have the assurance that all staff have clear objectives, have identified 
training and development needs and therefore provision of service may not be in line with the expectations 
of the Trust. 

Proposed Action 
• A simpler and more robust PDR process was developed in late 2016, and is currently being rolled 

out. Evidence indicates that to date over 900 employees have accessed the documentation. A 
further promotion of the guidance will take place to ensure access is increased.  

• A communications plan is in place and is currently being rolled out, to increase awareness of PDR 
completion and the associated guidance.  

• The plan includes increased training activity and additional dates / sessions have been scheduled 
to ensure that managers are aware of their responsibilities and can ensure that PDRs are being 
carried out.  

• Team meetings have started to be attended by the engagement manager to roll out PDR training, 
which will continue  

• The annual national staff survey indicated that the rates of PDR completion are 87%, which 
indicates that potentially PDRs are taking place but not being recorded in the ESR system by 
managers. A further communication about the importance of logging completed PDRs will take 
place  

• Investigation is currently underway to establish the benefits of linking incremental progression to 
PDR completion and whilst numbers are lower than anticipated this is something that is being 
considered for roll out in year.  

Assessing Improvement 

Improvement will be assessed on a monthly basis and divisions will be required to provide information 
about their targets at regular performance review.  

Impact 

Medium  

Expected Date of Performance Delivery 
March 2017 

 

Executive Lead 
Acting Director of Workforce 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

81



Performance Exception Report 
 

 

Indicator 

Pharmacy Waiting Times  
Target Jan-17 Feb-17 Performance 

>80% 82.0% 76.3%  

Issue 

Pharmacy waiting times have been below target for a number of weeks. There are a number of causes for 
this. The prime cause being staffing numbers in the Boots pharmacy. A number of staff have recently left, 
and recruitment for replacement is underway. Aligned with this is the fact that new staff will take time to 
train and educate.  

Proposed Action 
Boots performance is monitored on a weekly basis. The Trust is giving greater levels of support to the 
Boots team, and will be supporting them in the training of new staff. Discussions have taken place about 
the potential for releasing Christie staff to the Boots team; these are at a very early stage. 
 
Discussions have also taken place regarding how dispensary workload is profiled, with a greater focus 
being placed on getting simple 1-2 item prescriptions through the process as quickly as possible. 
 

Assessing Improvement 

This is monitored on a weekly basis – but improvements are not expected until Boots get their staffing 
levels back to pre-Christmas numbers and these staff are trained. 

 

Impact 

The impact is patients will have a longer journey than they should, and patient experience is diminished. 

 

Expected Date of Performance Delivery 
 May 2017 

Executive Lead 
Chief Operating Officer 
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Performance Exception Report 
 

 

Indicator 

Pressure Ulcers  (Post admission - Grade 2 or 
above) 

Target Actual YTD 

(Full year Target 
<25) 28 

Issue 
The numbers of grade 2 pressure ulcers are above trajectory, there has been 1 grade 2 pressure ulcers in 
the month of February. There has been no grade 3 or 4 pressure ulcers developed during admission 
throughout 2016/17. 

Proposed Action 
Each Pressure Ulcer is reviewed through an Executive panel chaired by the Executive Director of Nursing 
& Quality.  
The new system of mattresses has been implemented which allows without disturbing the patient for the 
mattress to change from a static to dynamic mattress. 
The nursing e-proforma has been changed so that staff cannot put ‘self-management’ as a code thereby 
ensuring that pressure area management question is asked of each patient on each shift. 
There has been change to practice in theatres and on the critical care unit with regards the practice of 
medical devices such as high flow oxygen and endotracheal/naso-gastric tubes. 
The stop the pressure and the use of skin bundles improvement methodologies are in place. 
 
Assessing Improvement 

Attention to pressure ulcer rates remains a key focus with the aim to moving the incidence back towards 
the agreed trajectory. A focus is on ensuring that there are no lapses in care in the management of our 
complex patients and their skin integrity 

 

Impact 

There has been no increase in length of stay due to Grade 2 Pressure Ulcers 

 

Expected Date of Performance Delivery 
March 2017 

Executive Lead 
Director of Nursing & Quality 
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Performance Exception Report 
 

 

Indicator 

Cash Balance - % of Planned 
Value 

Target Jan-17 Feb-17 Performance YTD 

>80% 90.3% 65.7%  65.7% 
Issue 
 
The cash balance in the Trust’s exchequer bank account is below plan.  This is as a result of not drawing 
down PDC funds from DH to support the Proton Beam Therapy development, in line with anticipated spend 
and agreement with the DH. 
Proposed Action 
 
No corrective action required 

Assessing Improvement 
 
Not applicable 

Impact 
 
There is no risk associated with this, as the Trust holds sufficient cash reserves and the agreement to defer 
draw down is in line with the funding agreement with the DH. 

 
 

Executive Lead 
Executive Director of Finance and 

Business Development 
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Performance Exception Report 
 

 

Indicator 

% Clinic Letters – Dictation to Typed 0 -  
5 Days 

Target Jan-17 Feb-17 Performance 

94% 61.8% 87.7%  

Issue 
Networked Services – Clinical Oncology has sustained the previous improvement seen, though is still just 
under the required 94%.  Performance in Medical Oncology has dropped from the position at the end of 
2016.  This is mainly due to vacancies and sickness.  Although performance is not meeting the turnaround 
within 5 days the delay for typing beyond this is on average no more than 2 days.  The previously reported 
anomaly on the report concerning letters typed >10 days relates to validation work which has taken place in 
the Division.  This had a significant impact on performance in January but has reduced (although still 
present) in February.   
 
Surgery – Continuing long term sick for 1 band 3 which has impacted urology typing. Audiotypist now in 
post which is supporting areas of poor performance i.e. urology and plastics.   
Proposed Action 
Networked Services – Continue working practices to maintain/improve further the turnaround of letters 
within 5 days. Identify mitigation for vacancies, pending recruitment, in Medical Oncology i.e. consider use 
of bank. 
 
Surgery – Overtime hours have been offered across whole of department to catch up on typing in the short 
term. Over-establishment of 2 WTE fixed term secretaries put in place. Urology clinic administrator 
expected back from long term sick at the end of March. 
Assessing Improvement 
Networked Services - Daily monitoring of the typing position and monthly performance. 

Surgery – Deputy Service Managers to monitor weekly turnaround times within each surgical speciality and 
allocate work to audio typists, secretaries and clinic managers as required.   

Impact 
Networked Services – Delay in communication getting to GPs and other health professionals which will 
impact on the patient pathway and any support required in the community. 

Surgery – Typing figures have improved in February since typist in post; this improvement will be sustained 
and compliance will increase in March. 

Expected Date of Performance Delivery 
March 2017 

Executive Lead 
Chief Operating Officer 
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Performance Exception Report 
 

 

Indicator 
 Target Jan-17 Feb-17 Performance YTD 

Clinics Ending on Time 90% 42.2% 42.5%  

Clinics Starting on Time 90% 54% 56.1%  

Median of the patient waiting 
times (mins) 15 23 21  

Issue 
Median of the longest patient wait and clinics starting and ending on time are still showing red. There 
has been an improvement in start and end times last month, still not achieving the 90% target, due to zero 
tolerance and recurring template issues. 100% of all clinic seen times recorded for month of February. 
Average median waits are within target on a weekly basis 

Week 1 = 13mins                              Week 4 = 7 mins 
Week 2 = 14 mins                             Week 5 = 15 mins 
Week 3 = 14 mins 

• Start times not reaching target due to zero tolerance% start times?( Please see actions below) 
• On hold patient  are causing clinics to run over  and some patients are being denied treatment 

because they have been scheduled in too late in the day being scheduled at the end of the clinic.  
• Deteriorating patients from outpatients and radiotherapy blocking clinic rooms waiting for a bed.  
• There are still some issues with templates. Start times incorrect, some templates only allow 10 

minutes for new patients, despite minimal appointment time being 45 minutes therefore median 
waiting time data increased and incorrect. Also start times incorrect e.g. some templates remains  
as 8am start but starts at 0830 and as 0830 start but commences at 10am 

 
 Proposed Action 
Outpatient Dept. Lead Operational Nurse to work together with staff to: 

• The lack of tolerances around KPI breach time is causing issues due to the fact that if a clinic starts 
just a minute late it is a KPI breach. If the tolerance was extended to 15 minutes to mirror the 
median wait target we would see our KPI start time target % increase from 54% this month to 81%. 
We have broken down the clinic start times,    

 Jan Feb 
< 1 minutes 54% 56.65% 

< 5 65.5% 64.16% 
< 15 74.9% 79.19% 
< 20 81% 86.71% 
< 30 91.96% 93.93% 

• Continue to improve to change on hold clinic appointments, to the first appointment, to support 
clinic finish times within medical oncology. It would be beneficial for patients who are receiving on 
hold treatments to be scheduled at the start of the clinic (particularly where afternoon clinics are 
concerned), due to timescales involved in taking bloods, and then requesting treatments to be 
taken off hold. Liaise with the schedulers to see if this can be factored into their scheduling. 

• Plans underway improve patient flow of deteriorated patients to admit and transfer to the PAT suite. 
Opening hours extended and enhanced recovery clinics triaging amber patients. 

• Templates are still causing issues e.g. with overbookings and incorrect start / end times. This will 
hopefully improve as the work carried out by the clinic template task and finish group is rolled out, 
however if there are any particular clinics that are consistently causing issues this should be raised 
with the outpatient manager. Adjust templates through task and finish group.  

Assessing Improvement 
• Report back to Steering Group 
• Review  data completeness rate  going forward 

Impact 
Low impact 

Expected Date of Performance Delivery 
March 2017 

Executive Lead 
Chief Operating Officer 
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Performance Exception Report 
 

 

Indicator 
 Target Jan-17 Feb-17 Performance YTD 
Number of hospital cancelled patients 
due to cancelled / suspended clinics 
within <6 weeks’ notice 

0 98 109  

Issue 
Networked Services: 
There were 33 patients cancelled within one clinic in the division which is being investigated and addressed 
with the clinician concerned.  A further 37 were affected in another clinic due to a template change but all 
patients were accommodated same day, this represented a time change only within the same clinic.   
Cancer Centre Services: 
To address the issues within surgery, we have reviewed the cancellations to understand why patients have 
been cancelled with less than six week’s notice. The key contributing factors are: 

• Clinic sessions being remodelled based on new templates. These patients have not been 
cancelled, but reappointed within the same clinic. 

• Clinics that need to be cancelled due to sickness or annual leave need to be actioned sooner 
Proposed Action 
Networked Services 

• On-going review of scenarios relating to requests < 6 weeks.  Escalation of these to ASMs.  
Discussion with clinicians where short-notice has been given. 

• Review of process for leave requesting as currently clinicians to give 6 weeks’ notice and therefore 
to meet timescale, leave needs to be approved and clinics adjusted within the same working day. 
The monitoring of this is on-going.    

• The template work as part of the OP Board will address/improve the need to move patient 
appointment times around within the day. 

• Reminder to all staff to ensure the correct category for cancellation is recorded. 
Cancer Centre Services 

• Secretaries to be reminded that clinic cancellations should be actioned promptly upon receipt of 
authorised annual leave requests 

Assessing Improvement 
Networked Services 

• On-going monitoring of the numbers of patients cancelled with < 6 weeks’ notice to identify whether 
progress is being made. 

• Tracking of performance data through Paparazzi for clinic cancellations 
Cancer Centre Services 

• On-going monitoring of the numbers of patients cancelled with < 6 weeks’ notice to identify whether 
progress is being made. Numbers have improved this month within CCS. 

• Tracking of performance data through Paparazzi for clinic cancellations 
Impact 
Networked Services 

• Poor patient experience  
• Under utilisation of clinic capacity where appointments are moved at short notice and we are 

unable to reappoint to the slot.  
• Missed opportunity of re-allocation of clinic capacity where there are clinics cancelled at short-

notice. 
Cancer Centre Services. 

• Poor patient experience  
• Missed opportunity of re-allocation of outpatient space where there are clinics cancelled at short-

notice 
• Waiting times for new appointments, impacting performance 

Expected Date of Performance Delivery 
March 2017 

Executive Lead 
Chief Operating Officer 
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Agenda item 8/17a 
 

Meeting of the Board of Directors 
Thursday 30th March 2017 

 
 

 
 
 

Report of Chief executive 

Paper Prepared By Company secretary 

Subject/Title 

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

– appendix 4 
 

Background Papers None 

Purpose of Paper 

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

Action/Decision Required To note 

Link to: 

 NHS Strategies and Policy 

 

 

Monitor Code of Governance 

 

Link to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

 

Corporate objectives 

 

Impact on resources and risk and 
assurance profile 

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

None 

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

FPPR  fit and proper person’s requirement  
CQC  Care Quality Commission  
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Agenda item 8/17a 
 

Meeting of the Board of Directors 
Thursday 30th March 2017 

 
Directors’ representations  

 
 
1. Representation by all members of the board 

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

 
2. Register of Commercial Interests and Affiliations  

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

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

A Director must: 

• be of good character  
• have the necessary qualifications, competence, skills and experience  
• be capable, by reason of their health, of undertaking the relevant position (after any 

reasonable adjustments under the Equity Act 2010) 
• not have been responsible for, been privy to, contributed to or facilitated any serious 

misconduct or mismanagement (whether unlawful or not) in the course of carrying on 
a regulated activity or providing a service elsewhere which, if provided in England 
would not be regulated activity 

• not be unfit, as per the ‘unfit’ criteria 
 
Responsibility for ensuring the fitness of directors rests with the individual provider 
organisation.  The Trust needs to ensure the fitness of all its new directors on recruitment, 
but the requirement will also be on-going in that we will need to constantly assure 
ourselves of the continuing fitness of our directors.  The Trust will also need to ensure 
appropriate action is taken to react to information it might receive about a director which 
might call into question his/her fitness.  A one-off retrospective check was carried out in 
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respect of current directors given the introduction of the new requirement.  The Chair is 
required to sign off director appointments as meeting the requirement. 

All board members are required to complete the fit and proper persons declaration 
(appendix 3). 
 

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

 
5. Recommendation 

Each member of the board is asked to sign the relevant letter of representation (available 
for signing at the board meeting), the declaration of their commercial interests and 
affiliations and the fit and proper persons declaration.  Non-executive directors will, in 
addition, be asked to sign the declaration of independence. 

 
The board is asked to confirm that it considers each non-executive director to be 
independent. 
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Appendix 1 
 

 
 
[1st April 2017] 
 
 
 
 
[              ] 
 
 
Dear Chris/Roger, 
 
Disclosure of significant matters of a strategic, operational or governance nature 
I confirm that to the best of my knowledge and belief I have informed the board about all 
significant matters of a strategic, operational or governance nature that I have become aware of 
as part of my employment on behalf of the Trust.  There are no matters of consequence that I 
have not already disclosed to the board or one of its committees. 
 
Through meetings of the board and its committees held throughout the year I can confirm that to 
my knowledge and belief the Trust operates sound governance in relation to risk and 
performance management and board roles, structures and capacity. 
 
I have also reviewed my declaration of interests in the Trust’s register and can confirm that it is 
accurate as at today’s date and no conflict of interest exists. 
 
[As chair of the [audit/quality assurance] committee I have been responsible for ensuring that 
assurance is provided to the board on all matters of [corporate and financial/clinical and research] 
governance and risk.  I can confirm that, to the best of my knowledge and belief, the board has 
been advised about all significant matters.] 
 
Yours sincerely 
 
[Neil Large 
Non-executive director 
Chair of the Audit Committee] 
 
[Kieran Walshe 
Non-executive director 
Chair of the Quality Assurance Committee] 
 
[Kathryn Riddle / Jane Maher / Robert Ainsworth / Tarun Kapur 
Non-executive director] 
 
[others Title] 
 
[Chris Outram 
Chair – letter to Roger] 

 

Wilmslow Road 
Withington 

Manchester 
M20 4BX 

                                     Direct Tel: 0161 446 3043 
Hospital Tel: 0845 226 3000 

Email: louise.westcott@christie.nhs.uk 
Internet: www.christie.nhs.uk 
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Appendix 2 

 
 

Board of Directors’ Register of Interests  
2016/17 

 
 

Name of company, 
partnership, local 
authority of other body or 
organisation 

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

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

 
 
 

  

 
 
 

  

 
 
 

  

 
 
 

  

 
 
 

  

 
 
 

  

 
 
 

  

 
 
 

  

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

 
 
Signed:………………………………………………  Date:……………………………. 
 
 
Name: ……………………………………………… 
 
 
Title:………………………………………………….  
Please note that checks may be made relating to any interests declared to ensure they comply with the fit 
and proper persons requirements.  
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Appendix 3 

 
 

Fit and Proper Person Declaration 

In line with the requirement for Directors of an NHS Foundation Trust to be a fit and proper 
person, I hereby declare 

 
Declaration Confirmed 

I am of good character by virtue of the following:  

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

 

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

 

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

 

• I am not an undischarged bankrupt  

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

 

• I do not have an undischarged arrangement with creditors  

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

 

I have the qualifications, skills and experience necessary for the position I hold 
on the Board 

 

I am capable of undertaking the relevant position, after any reasonable 
adjustments under the Equality Act 2010 

 

I have not been responsible for any misconduct or mismanagement in the 
course of any employment with a CQC registered provider 

 

I am not prohibited from holding the relevant position under any other law.  e.g. 
under the Companies Act or the Charities Act. 

 

 
Signed  

Name  

Position  

Date            
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Appendix 4 
 

 
 

Declaration of independence 
2017 

 
Name:   
 
Title of Post:   Non executive director       

 
 
 

Please state if you: 
■ have been an employee of the NHS foundation trust within the last five years; 
 
 
 
■ have, or have had within the last three years, a material business relationship with the NHS 
foundation trust either directly, or as a partner, shareholder, director or senior employee of a body 
that has such a relationship with the NHS foundation trust; 
 
 
■ have received or receives additional remuneration from the NHS foundation trust apart from a 
director’s fee, participates in the NHS foundation trust’s performance-related pay scheme, or is a 
member of the NHS foundation trust’s pension scheme; 
 
 
■ have close family ties with any of the NHS foundation trust’s advisers, directors or senior 
employees; 
 
 
■ hold cross-directorships or has significant links with other directors through involvement in other 
companies or bodies; 
 
 
■ have served on the board for more than nine years from the date of their first election; 
 
 
■ are an appointed representative of the NHS foundation trust’s university medical or dental 
school. 
 
 
 
 
 
 
Signed:  …………………………………………… Date: ……………………………………… 
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Agenda item 8/17b 

Meeting of the Board of Directors 

Thursday 30th March 2017 

 

 

Report of Company secretary 

Paper Prepared By Louise Westcott, Company secretary 

Subject/Title Annual board reporting cycle 2017/18 

Background Papers Annual board reporting cycle 2016/17 

Purpose of Paper 
To summarise the board of directors month by 
month strategic and regulatory requirements / 
priorities for 2017/18 

Action/Decision Required To approve the annual board reporting cycle 
2017/18 

Link to: 

 NHS Strategies and Policy 
Monitor Code of Governance 

Link to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

 

All corporate objectives 

 

Impact on resources and risk and 
assurance profile 

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

 

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

CoG – council of governors 

Q - quarter 
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Agenda item 8/17b 

 

Meeting of the Board of Directors 

Thursday 30th March 2017 

Annual board reporting cycle 2017/18 

 

 

1. Introduction 
The annual board reporting cycle 2017/18 is based on the Intelligent Board format 
which has been used as the basis for the board reporting cycle since The Christie 
NHS Foundation Trust was authorised in April 2007. 

The reporting cycle presents a framework for our board governance requirements 
and is updated annually to reflect any changes made to reporting deadlines. 

 

2. Approval 
The board is asked to approve the annual board reporting cycle 2017/18. 
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The Christie NHS Foundation Trust - Annual board reporting cycle 2017/18 

Apr 2017 – Sep 2017   

   Item  April 2017 May  2017 June  2017 July 2017 Aug  2017 Sept  2017 
*Integrated performance report – quality 
accounts (patient experience, clinical 
effectiveness and patient safety), strategy, 
finance, efficiency, workforce, access and 
targets, research and development  and 
additional reports 

 
 

 
 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

Strategic planning: 

5 year strategy      
Approve 

Corporate plan and objectives 
      

Board Assurance Framework     
  

Annual Plan       

Finance & investment  Quarterly   Quarterly   

Financial plans – revenue and capital       

External developments & relationships       
Regulatory requirements: 

NHSI returns: Q4 report  
 

 
 Q1 report   

Annual compliance with the CQC 
regulations & key lines of enquiry Declaration      

Annual reports from audit & governance 
committees Draft  Approve     

Annual Governance Statement Draft Approve  
   

Annual report, financial statements and 
quality accounts Draft Approve     

Statement on code of governance Draft Approve     

Letter of representation & independence       

Board development / time out days 
 Exec development 

session 
Set June/July agenda 

 Service reviews / 
Update on 5 year 

strategy 
 

 

Other Items 

Registers of 
approvals 

Register of sealings 
Approve SOs and 

SFIs 
(after approval by 

audit) 
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Annual board reporting cycle 

Oct 2017 – Mar 2018 

Item  October  2017 
 

Nov 2017 Dec  2017 Jan 2018 Feb 2018 March 2018 

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

 
 

 
 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

Strategic and annual items: 

5 year strategy      Reported in corporate 
objectives 

Corporate plan and objectives Interim review     Approve next year’s 

Board Assurance Framework      Approve next year’s 

Annual Plan   Draft Approve/ submit    

Finance & investment  Quarterly   Quarterly   

Financial plans – revenue and capital     

Review this year plans T/o: 
draft financial plans- 

revenue & capital (Board 
time out) 

First draft for next year 

External developments & relationships  
      

Regulatory requirements: 

NHSI  returns: Q2 report   Q3 report   

Annual compliance with the CQC 
regulations & key lines of enquiry       

Annual reports from audit & governance 
committees       

Annual Governance Statement       

Annual report, financial statements and 
quality accounts       

Statement on code of governance       

Letter of representation & independence      Directors to sign 

Board development / time out days Set joint board / 
CoG agenda  Approve annual 

plan   Review board 
effectiveness 

 
Other Items 
 

 
     

 

Governance (Register 
of interests / F&PP) 

Review annual 
reporting cycle 
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Agenda Item 8/17c 
Meeting of the Board of Directors 

 
Thursday 30th March 2017 

 

 

 

Report of Chief Executive Officer 

Paper Prepared By Louise Westcott, Company Secretary 

Subject/Title Corporate Objectives & Board Assurance Framework 2017/18 

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

Purpose of Paper To receive the annual objectives 2017/18 and to consider the 
refreshed Board Assurance Framework (BAF) 2017/18 

Action/Decision Required To approve the corporate objectives and board assurance 
framework 2017/18 

Link to: 

 NHS Strategies and Policy 

• NHS Cancer Reform Strategy 

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

Link to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

• Trust’s strategic direction 

• Divisional implementation plans 

• 2020 vision strategy 

• Key stakeholder relationships 

Resource Impact  

Risk Rating  

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

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

 development 
EMD  Executive medical director 
COO  Chief operating officer 
DoW  Director of workforce 
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Agenda item 8/17c 
 

Meeting of the Board of Directors 
Thursday 30th March 2017 

 

Corporate objectives and Board Assurance Framework 2017/18  
 
 

1. Introduction 
 This paper outlines the corporate objectives (and annual objectives) for 2017/18 

(appendix 1) and the Board Assurance Framework 2017/18 (appendix 2).  
 
 
2. Background 

 The 2020 Vision describes where the Trust wants to be, whilst the Five Year Strategic 
Plan defines how the Trust intends to get there. The eight Corporate Objectives, whilst 
reviewed annually, have remained relatively consistent over the last four years and 
represent a half-way house between strategic and annual planning. 
 
 

3. Corporate objectives 2017/18 
The Corporate Objectives are a fundamental element in the development of the 
Operational Plan (submitted to NHSI on 23rd December 2016) and enabling the 
executives and divisions to align their proposed programme of activity to the Trust’s 
ambitions. 
 
The eight Corporate Objectives are provided at Appendix 1 and the proposed cascade 
to the annual executive objectives which will then be fed into Divisional Objectives. 
Monitoring of the objectives has been through the integrated performance report and 
reports to board.  Assurance is managed through the board assurance framework. 

 
 
4. Board Assurance Framework 

The board assurance framework (BAF) 2017/18 is presented to board and assurance 
committees at each meeting. The executive team undertake further review of the 
framework through the executive team meeting monthly. 

 
 The BAF 2017/18 represents risks to the refreshed corporate objectives and has not 

changed significantly from 2016/17. It will continue to be reviewed at each meeting and 
appropriate changes made. 

 
 
5. Recommendation 

The board of directors is asked to approve the corporate objectives (and annual 
objectives) and to note the opening position for 2017/18 for the board assurance 
framework (BAF) which reflects the risks to achievement of the corporate objectives.  
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Appendix 1 Corporate Objectives 2017-18 
1. To demonstrate excellent and equitable clinical outcomes and patient safety, patient experience and clinical effectiveness for those patients living 
with and beyond cancer 

Annual objective Measure Timescale Director 

1.1 Develop standards for patient and public 
experience 

Assess all three radiotherapy sites against the radiotherapy services quality 
mark. 31.3.18 EDoN&Q 

1.2 To support the divisions in the delivery of the 
Quality Strategy  

To realise the year 1 goals of the 2017/20 Quality Plan 31.3.18 EDoN&Q 

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

Maintain Peer Review standards and undertake self-assessment of IOG and 
Quality Standards for cancer. 31.3.18 EDoN&Q 

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

The Trust to maintain the care quality standards that have delivered the 
Trust’s Outstanding CQC rating. 31.3.18 EDoN&Q 

1.5 Ensure all wards provide high quality care 
and treatment 

Complete the ward CODE accreditation scheme assessments on the 
existing uncertified Trust wards. 31.3.18 EDoN&Q 

E Implementation of the new national process for and learning from inpatient 
mortality (EMD) 31.3.18 EDoN&Q 

1.6 Ensure patients receive excellent supportive 
care 

Implement Enhanced Supportive Care Strategy in line with plan 31.3.18 EMD 

Implementation of patient care plans and recovery package towards 
completion of treatment, and modeling new after care pathways 31.3.18 EMD / 

EDoN&Q 

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

Compliance with external reporting and regular reports to the board of 
directors 31.3.18 

EMD / 
EDoN&Q 

1.8 To deliver improvements to the patient 
environment 

Develop business case for new outpatient department 30.9.17 COO 

Increase the access to the latest imaging services 31.3.18 COO 

To complete the capital development and operational plan for the Integrated 
Procedures Unit 31.5.17 EDoF&BD/ 

COO 

To improve patient circulation areas (New Main entrance ) 31.7.17 EDoF&BD/ 
COO 

To deliver improvement to the core estate infrastructure 31.3.18 EDoF&BD 
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  To complete PBT core build and take delivery of the 4 gantries in 
preparation for operational handover 31.3.18 EDoF&BD 

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

Annual objective Measure Timescale Director 

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

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

31.3.18 EMD 

Effective partnerships: work with the Manchester Cancer Research Centre, 
the CRUK Manchester Paterson Institute and Manchester University to: 
• deliver the Biomedical Research Centre (BRC) thematic priorities,  
• ensure that the Manchester Experimental Cancer Medicine Centre 

(ECMC) is the highest ECMC patient recruiter in the UK 
• deliver the CRUK Major Centre  domain priorities 
• deliver the Christie cancer projects of the NIHR Patient Safety 

Translational Research Centre 

31.3.18 EMD 

Effective Leadership: Manchester Academic Health Science Centre 
(MAHSC) Cancer Domain –  establish a plan for 2022 BRC re-accreditation 
and deliver a GM international cancer conference for late 2018  
Health Innovation Manchester (HinM) – launch the GM Research Hub and 
successfully transfer the MAHSC CTU to Manchester University  
GM Cancer  Board – deliver research priorities set out in the GM Cancer 
Plan e.g. recruit 700 patients into 100k Genome project  

31.03.18 EMD 

2.2 Refresh Christie Research Strategy  
 

Develop a Real World Data strategy for The Christie 31.03.18 EMD 
Develop new systematic therapy and cellular therapy strategies  31.03.18 EMD 
Expand the Christie late effects research portfolio across tumour groups and 
modalities 31.03.18 EMD 

Implement a new funding model for research to ensure sustainability and 
growth 31.03.18 EMD 

Expand the Clinical Research Facility (CRF) and increase experimental 
medicine activity to 350 recruited patients   31.03.18 EMD 

2.3 Performance - increase research activity and 
income 

Increase levels of commercial income by 15% and Christie investigator led 
studies by 10%; Increase NIHR patient recruitment by 5%; Increase  the 
number of submitted investigator led grant applications by 10%; increase the 
number of academic publications by 10% 

31.03.18 
EMD 
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2.4 Reduce disparity in research participation Develop and deliver the CRF ‘outreach’ service to reduce social inequality 
and increase science quality by reaching all of GM’s population (i) 
Investigate barriers and facilitators to explain geographical and community 
disparity in research participation; (ii) form an outreach team, initially 
focused on cancer, to introduce Experimental Medicine. 

31.03.18 
EMD 

 

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

Annual objective Measure Timescale Director 

3.1 To increase the provision and range of 
professional education and training 
 

To maintain HEE rating of excellent for learning environment for students 
and trainees 31.3.18 EMD 

Increase the level of commercial activity of the School of Oncology by 5% 31.3.18 EMD 

To launch the new MSc in specialist practice (Cancer pathway) with 
Manchester University, and develop 6 new modules 31.3.18 EMD 

To increase the number of people accessing technology enhance learning 
through the School online platform by 10% 31.3.18 EMD 

To develop a coordinated international fellowship programme 31.3.18 EMD 

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

To launch Gateway-C for primary care, as part of the Vanguard programme 31.3.18 EMD 

To develop the Cancer Education Board of GM Cancer to ensure 
engagement across the whole cancer system 31.3.18 EMD 

To lead creation of a comprehensive cancer education strategy for Greater 
Manchester and publish by June 2017 30.4.18 EMD 

3.3 Development of education apprenticeship 
schemes  

Develop an apprenticeship strategy to meet the target of 60 apprenticeship 
starts annually 31.3.18 

EMD 
DoW 

Create an action plan to mitigate the shortfall in CPD funding for 
professionally registered staff 31.3.18 EMD 

3.4 Creation of an internal development 
programme for educators and leaders in 
cancer care  

Create and launch an education and training development programme for 
Christie experts 31.3.18 EMD 
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4. To integrate our clinical, research and educational activities as an internationally recognised and leading comprehensive cancer centre 

Annual objective Measure Timescale Director 

4.1 Develop and measure agreed clinical 
standards for all disease groups 

Publication of Clinical Outcomes Unit papers 31.3.18 EMD 

4.2 Achieve reaccreditation of OECI To meet and achieve the requirements of the accreditation 31.3.18 EMD 

4.3 Attract high quality overseas staff to The 
Christie 

Enable staff to travel overseas and promote reciprocal visits from 
comparable centres of excellence  31.3.18 EMD 

 

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

Annual objective Measure Timescale Director 

5.1 Provide leadership locally and nationally 
against Vanguard objectives 

Full engagement and leadership of  Vanguard, delivery of key milestones 
within the approved Value proposition  31.3.18 EDoF&BD 

5.2 Implement  the GM Urology Strategy Establishment of GM Prostate Centre 31.3.18 COO 

5.3 Refresh of chemotherapy delivery strategy 
 

Delivery of localisation of chemotherapy in line with the refreshed strategy 31.3.18 COO 

Development of governance arrangements for delivery of trials at the 
outreach centres 31.3.18 COO 

5.4 Development of Haematology strategy Develop Haematology Strategy in line with Manchester Cancer plans 31.3.18 COO 

5.5 Implement Radiotherapy Strategy Development of business case for south sector provision 31.3.18 COO 

5.6 Delivery of National PET Service 
 

Delivery of year 3 partnership plan with Alliance Medical  31.3.18 COO 

Develop PET strategy to  address phase 2 of the national procurement 31.3.18 COO 

5.7 Refresh Trusts’ strategic response to 5 Year 
Forward View 

Completion of an updated 5 year strategy approved by the BoD 31.3.18 EDoF&BD / 
MD 

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

Undertake review of Christie Internal Disease Group activities and links 
with Tumour pathway boards 31.3.18 EMD 

 

 

 

109



6. To maintain excellent operational, quality and financial performance 

Annual objective Measure Timescale Director 

6.1 To develop and deliver our financial 
strategy 

Maintain a rating of 1 within the NHSI theme of Finance and Use of Resources 31.3.18 EDoF&BD 

Agree site strategy prioritisation in line with clinical strategy   31.3.18 EDoF&BD 

Delivery of Trust profit share in line with 1718 plan for TCC and CPP 31.3.18 EDoF&BD 

Production of TCC strategic plan for next 5 years. 31.3.18 EDoF&BD 

6.2 Improve relationships with 
commissioners 
 

Agreement of 1718 commissioner contract with NHSE and CCG’s which 
secures activity growth  31.3.18 EDoF&BD 

Establish quarterly engagement events with CCG’s 31.3.18 EDoF&BD 

6.3 To identify and deliver transformational 
change  

Deliver service and patient improvements, measured through staff and patient 
surveys 31.3.18 COO 

Deliver trust wide recurrent efficiency savings of £9.5m  31.3.18 COO 

6.4 Achieve and sustain upper quartile 
performance targets 

Achieve performance targets: 
• Maintain rating of 1 and segmentation  of 1 within the Single Oversight 

framework 
• Delivery of Finance and Performance control total  
• Achieve national and local CQUIN targets 
• Achieve national research performance metrics for clinical trials 
• Maintain a low level of clinical negligence claims. 
• Quality Impact Assessments undertaken for all efficiency schemes signed 

off by Medical Director/Executive Director of Nursing and Quality 
• No breaches of national agency cap rates 
• Survey results place The Christie in the top decile of performance 

nationally (friends & family, staff and patients) 

31.3.18 Exec team 

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

All guidance requirements for operational planning fulfilled 31.3.18 EDoF&BD 

6.6 Implementation of the International 
Business Strategy Secure contract with international partner. Establish commercial LLP vehicle. 31.3.18 EDoF&BD 

6.7 Deliver Informatics  Strategy Approval of refreshed IT Strategy ( to include alignment with  GM IT Strategy ) 
by the Board of Directors 31.3.18 EDoF&BD 

Implement plans to improve digital maturity 31.3.18 EDoF&BD 
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7. To be an excellent place to work and attract the best staff 

Annual objective  Measure Timescale Director  

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

To remain in the upper quartile for all domains of the NHS National staff survey 
and Staff FFT 
PDR levels to be complaint with Trust threshold 
Essential Training levels to be compliant with Trust threshold 
Retention rates to benchmark equally against NHS average  

31.3.18 DoW 

To achieve the CQUINs wellbeing target for 2017. 
Sickness absence levels to be compliant with Trust threshold 

31.3.18 DoW 

Development pathways created for medical, non-medical and clinical leaders 31.3.18 EMD & 
DoW 

7.2 Promoting equality and diversity in the 
work place 

To demonstrate progress against indicators within the NHS Workforce Race 
Equality Standard (WRES).  31.3.18 DoW 

To evidence engagement and communications in relation to GM corporate 
services proposals 31.3.18 DoW 

 

 

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

Annual objective Measure Timescale Director 

8.1 Play our part as a corporate citizen Proactively engage with Greater Manchester Combined Authority  31.3.18 Exec team 

Continued engagement with Macmillan Cancer Improvement Partnership 
(MCIP) Plan 31.3.18 EMD 

Maintain opportunities for work experience, training and employment through 
partnerships with local schools and employment agencies 31.3.18 DoW 

8.2 Promoting The Christie as a good local 
neighbour 

Implement Green Travel Plan 31.3.18 EDoF&BD 

Regularly engage local residents regarding the Trust’s plans 31.3.18 EDoF&BD 
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DRAFT BOARD ASSURANCE FRAMEWORK 2017-2018
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1.1 Risk to patients and reputational risk to trust of 
exceeding the HCAI thresholds EDoN&Q 4 3

Patients with known or suspected HCAI are isolated. Medicines management policy 
contains prescribing guidelines to minimise risk of predisposition to C-Diff.  RCA 
undertaken for each known case. Induction training & bespoke training if issues 
identified. Close working with NHS England at NIPR meetings. 

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

None identified 12 12

1.2
Failure to learn from patient feedback (patient 
satisfaction survey / external patient surveys / 
complaints / PALS)

EDoN&Q 2 2

Monthly patient satisfaction survey undertaken and reported through performance 
report. Negative comments fed back to specific area and plans developed by ward 
leaders to address issues. Action plans developed and monitored from national 
surveys. Complaints and PALs procedures in place.

None identified 4

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

None identified 4 4

1.3 Non achievement of the quality outcomes for the 
2017-18 CQUINS indicators. EDoN&Q 2 4

Leads nominated for each CQUIN goal. CQUINs steering group (strategic and 
operational) are in place with strategic and operational representation agreed. Rigour 
introduced around submission and quality assurance of quarterly reports. Timescales 
established for provision of data. 

None identified 8
Monitoring of performance data and contract KPIs occurs at 
various monthly meetings and feeds to CQUINS steering 
group. 

None identified 8 8

1.4 Not achieving projected reduction in the number of 
falls EDoN&Q 2 3

Collaborative projects in place. All falls come through executive review process. Call 
don't fall initiative. Falls group. Introduction of the TAB system. Executive review 
group looks at attribution of avoidable / unavoidable

None identified 6 Numbers reported through integrated performance report to 
Management Board and Board of Directors. None identified 6 6

1.5 Risk of exceeding the thresholds for the number of 
pressure ulcers EDoN&Q 4 3

Tissue viability nurse in post. System for assessment of ulcers / grading used. 
Training across the trust (focus on theatres/critical care). Each Pressure Ulcer 
reviewed through Executive panel chaired by Executive Director of Nursing & Quality. 
New system of mattresses has been implemented (allows to change from a static to 
dynamic mattress). Nursing e-proforma changed so staff cannot put ‘self-
management’ as code thereby ensuring that pressure area management question is 
asked of each patient on each shift. 

None identified 12
Regular reports to Quality Assurance committee and board 
(through the integrated performance report). No grade 3 or 4 
hospital aquired pressure ulcers.

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

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

None identified 8 Weekly review of 70 day data, reported through 
performance report to board monthly. None identified 8 8

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

Corporate objective 2 - To be an international leader in research and innovation which leads to direct patient benefits at all stages of the cancer journey
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3.1
Non delivery of the School of Oncology strategy due 
to increased pressure within operational service 
delivery

EMD 2 3

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

Difficulty in back filling senior 
staff 6 School of oncology board reports to Management Board. None identified 6 6
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4.1
Failure to meet DH/Treasury timescales of the 
construction of the Proton Beam Therapy (PBT) 
build.

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

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

None identified 8 8

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

EDoF&BD 4 2 Working with NHSE on a pro-active communication plan. Ramp up plan bewing 
developed and linked with UCLH

None identified 8 PBT project reports to Management Board on a monthly 
basis as part of Capital report.

None identified 8 6

Gynaecology - Commissioning agreement for gynae-oncology surgical services to be 
provided across 2 sites, namely The Christie and CMFT. GM transformation team 
completed review of service delivery..

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

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

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

None identified

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

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

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

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

EDoF&BD 2 4
Revenue funding secured through NHSE. Reviewing options for hotel accommodation 
in the city centre. Ronald McDonald approached to explore options for increasing 
capacity.

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

4.6 OECI reaccreditation not achieved EMD 2 3

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

None identified 6 Previous accreditation achieved None identified 6 6

4.7 Lack of evidence to  show progress against the 
ambition to be leading comprehensive cancer centre COO / EMD 2 3

Regular (bi-annual) board reports. Participation in OECI . Baseline measures 
identified and presented to Board of Directors time out October 2015. Looking at how 
we can be part of International Benchmarking.

Availability of comprehensive 
data with which to compare 
ourselves

6

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

None identified 6 6

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

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

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

COO 3 5 15 15 10
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5.1 GM devolution changes have an adverse impact on 
The Christie objectives CEO 2 5

Key directors attending discussions. Input into the business case. MOU produced and 
shared with board between ''AGMA and all Greater Manchester CCGs and NHS 
England'. Groups established & Christie staff attending. External Medical Director 
appointed. Detailed discussion at Board Time Out 15.10.15, attendance by Ian 
Williamson, Chief Officer & Leila Willams, Programme Delivery and Director of 
Service Transformation. 

Uncertainty around impact. 10

Management Board and Board of Director reports from 
CEO. Considered monthly at Board, disucssion took place at 
Board time out 15.10.15. Presentation to CoG Nov 15. 
Greater Manchester Health & Social Care Strategic Plan and 
Terms of reference for GM Provider Federation Board 
approved at BoD Jan 16.

None identified 10 8

5.2 Delivery of our refreshed chemotherapy strategy COO / 
EDoF&BD 3 4 Option appriasal of mobile unit versus static/hospital based provision. Chemotherapy 

strategy in development
Financial effectiveness. 
Approval of refreshed strategy 12 Reports to Management Board None identified 12 8

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

COO/ 
EDoF&BD 2 4

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

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

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

EDoF&BD  
EMD 2 5

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

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

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

Participating at national level to influence development of specialist tariffs.  Contract 
negotiation in place for 17-18 contract. Tariff agreed. Activity growth yet to be 
confirmed

Changes in specialist 
commissioning as a 
consequence of GM Devolution

10 To continue to report through Manaagment Board and Board 
of Directors via the Finance report. None identified 10 10

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

COO / 
EDoF&BD / 

EMD
3 4

Concerns regarding operational management and turnover of senior operational 
leaders at TCC raised throug JV Board. Interim arrangements in place. Plan to recruit 
permanent leader in place

No permanent COO or clinical 
director in post 12 Governance reports to TCC Board None identified 12 12
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6.1 Key performance targets not achieved COO 2 4 Executive led monthly divisional performance review meetings. Integrated 
performance & quality report to Management Board and Board of Directors monthly None identified 8 Continued achievement of all key performance targets None identified 8 4

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

segment 1. Use of resources - 1 None identified

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

Changes in specialist 
commissioning as a 
consequence of GM Devolution

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

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

Transformation team to continue to work across clinical and corporate divisions to 
identify and achieve efficiency and improve environment. Monitor progress through 
Portfolio Board. Schemes developed on a transformational basis across inpatient, 
outpatient and trust wide pathways. Targets for identification and delivery of savings 
have been agreed at Transformation Board. Escalation meetings established. Director 
of Transormation appointed.

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

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

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

Internal capability & expertise to 
support system going forward 12 Reports to Management Board & Board of Directors. Review 

of CIO and CCIO roles None identified 12 8

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

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

6.2 Financial performance target not achieved EDoF&BD 4 4 16 16 4
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7.1 Target reductions in sickness levels not achieved DoW / COO 3 3 Adherence with sickness management policy monitored through performance review 
meetings. None identified 9 Monthly sickness levels as reported in Integrated 

performance and quality report
None identified 9 9

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

DoW 3 2

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

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

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

None identified 9 Regular report to board None identified 9 9

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

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

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

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

None identified 9

Met the 15/16 & 16/17 green travel milestones. Agreement 
by MCC of strategic development plan. 5 year Capital Plan 
delivery. Monitored through Management Board & Board of 
Directors. Continue to meet green travel targets. Monthly 
meetings with Manchester City Council (MCC). Capital 
programme shared with MCC and Board of Directors.

None identified 9 6

8.2 Targets set by the NHS sustainable development 
unit (SDU) guidance are not achieved. EDoF&BD 3 2 Sustainable development management committee meet quarterly. National returns 

submitted. Quarterly reports on each requirement produced and progress monitored.
Not achieving target for energy 
& carbon reduction 6 Sustainable development and carbon reduction quarterly key 

issue reports to board of directors None identified 6 6

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

Corporate objective 8 - To play our part in the local healthcare economy and community
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Agenda item 09/17a 

Meeting of the Board of Directors 
Thursday 30th March 2017 

 

Organisational Development plan and NHS National Staff Survey update 
 

1. Introduction 
This paper reports progress on our organisational development plan and provides an update on 
the National Staff survey 2016 responses.  
 
2. Benchmarked results  
Once again, despite a challenging economic climate, the Trust has sustained some strong results 
overall.  We came second nationally as a Trust where staff felt happy with the standard of care 
provided if a friend or relative needed treatment. 
 
Appendix A displays a summary of the key findings benchmarked against the national average for 
all trusts, trusts within the Greater Manchester STP and other specialist cancer trusts.  It is evident 
that in almost all key findings The Christie scored more positively (or equivalent) to the national 
average.  
 
3.  Measuring Progress and Impact 
 
Objective 1:- To improve staff engagement and motivation to enhance staff and patient 
experience  
The national staff survey indicated that 90% of staff feel their role makes a difference to patients, 
compared to 86% in 2015. 
 
Staff Engagement 
The Christie Commitment which embraces ‘principles, behaviours and staff pledges’ – focuses on 
improving staff engagement.  The Trusts overall staff engagement score of 4.02 has improved 
since last year and was above average, when compared to acute specialist trusts. 
 

Key Finding (score out of 5) 2016 2015 National 
average 

Overall staff engagement 4.02 3.99 3.79 
Staff recommendation of the trust  
as a place to work or receive 
treatment 

4.23 4.23 3.74 

Staff ability to contribute  
improvements to work 78% * 70% 

Staff motivation at work 3.94 3.88 3.92 
*not measured in year  
 
Some of the recent focused activity that has been undertaken in this area includes: 
• Cancer Centre Services and Informatics have focussed on engagement activities, by facilitating 

listening events to provide further input from staff, formulating recommendations and actions to 
be taken forward. 

• The on-boarding process has been reviewed and re-launched, to welcome new employees to 
the trust and to focus on highlighting the vision and purpose of the work we do at the Christies.  
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• Reviewed and re-launched the exit process. All leavers in the last 12 months received a 
questionnaire and were invited to discuss reasons for leaving, the detail of which has been 
provided to divisions for further work. New guidance for managers to support them in carrying 
out exit interviews has also been developed, which should enable us to understand reasons for 
turnover and to inform any changes that may support increased retention in the future.  

• A stay questionnaire has also been developed to establish why ‘new starters’ appear to leave 
relatively soon after starting their employment. It will be received after 3 months of employment 
to assess expectations of working here against experience. In order to provide some initial 
data, all employee’s who joined the trust in the last 6 months were contacted, and a high 
response rate has been achieved indicating efficient and responsive recruitment processes, 
excellent first impressions of the Trust based on the interview process; high attendance at trust 
induction which made staff feel welcome, informative about our vision, values and strategic 
objectives as well as high value received from effective local induction processes.  

 
Patient satisfaction (April 16 – Feb 17) 
There is a strong correlation between high staff engagement and patient satisfaction.  Our overall 
performance for patient satisfaction continues to be excellent as shown below:  
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Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17
Recommended % 99.2% 99.8% 99.5% 99.0% 98.9% 98.9% 99.1% 98.5% 99.4% 99.3% 99.2%
Not Recommended % 0.8% 0.2% 0.5% 1.0% 1.1% 1.1% 0.9% 1.5% 0.6% 0.7% 0.8%

Patient Survey % Recommended Scores

 
 
Objective 2: To support staff to maintain their physical and mental health and wellbeing  
The National Staff Survey 2016 results indicated improvements in staff health and wellbeing:  
 

Key finding  Christie 2016 Christie 2015 National 
Average 

Staff attending work despite being 
too unwell, because of pressure 
from manager, colleague or self 

49% 61% 57% 

Staff felling the organisation is 
committed to / has an interest in 
health and wellbeing of staff  

3.81 /5 3.82 /5 3.63 / 5 

 
A significant amount of work has commenced in relation to health and wellbeing of staff, including: 
• A corporate wellbeing group has been developed to effectively deliver the strategy. This 

ensures a collaborative approach to employee health and wellbeing is being undertaken across 
the Trust and includes department representatives from HR, catering, dietetics, occupational 
health, employee assistance, and key managers.  

• Regular communications signposting staff towards ways to improve their general health and 
wellbeing were launched in December; these have been accessed by over 670 employees to 
date.  Future editions will focus on pertinent issues based on analysis of absence data 

• To further support staff wellbeing we have rolled out a number of activities including stress 
awareness and resilience sessions, healthy cooking demonstrations and free fruit initiatives.  

• The Management of Attendance policy and Management of Stress policy have been updated. 
The re-launch of these policies includes the introduction of tools and guidance for managers to 
support their handling of absence cases with their employees. 
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Current absence rates indicate that whilst there was an increase over the winter months, there has 
been an improvement more latterly with achievement of absence rates below the trust target for 
February 2017.  
 

2%

3%

4%

5%

Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17
target 3.4% 3.4% 3.4% 3.4% 3.4% 3.4% 3.4% 3.4% 3.4% 3.4% 3.4% 3.4% 3.4%
Trust total 3.83% 3.78% 3.53% 3.47% 3.56% 3.45% 3.37% 3.50% 3.80% 3.89% 3.74% 3.46% 3.39%

Trust Level - Absence Rates

 
 
Objective 3: To support the development of a skilled, flexible workforce able to adapt to new 
treatments, technologies and working practices 
Activity that has taken place to support this objective includes: 
• Work has commenced to support teams where there a number of consistent roles, to develop 

shared team objectives, to increase consistency of approach and a shared vision for those 
staff. This includes promotion of team PDRs for shared objectives and increased team 
effectiveness, as well as a consistent approach to required training and development.  

• The September One week all staff event changed focus, encouraging ownership on managers 
and staff across the organisation, to find more innovative ways of working and to encourage 
more team discussions about improving services. A guide for managers on holding team 
meetings was developed and rolled out to support the event which was followed up with the 
development of an intranet page to support innovation.  

• More innovative methods of recruitment are being trialled which include the use of social 
media. The regular nurse recruitment day took place in October 2016, with a further event 
planned for the end of March 2017; other similar events have also taken place within radiology.  

• We have undertaken some age profiling work to explore what our future workforce is likely to 
look like in the next 5 years, with regards to age. The analysis revealed that our 20-29 age 
group is experiencing substantial growth; our 30-40 age group has remained fairly static, whilst 
our 40+ age group is slightly shrinking (particularly in the 55-69 range). This information is 
currently be used to inform future challenges relating to the need for increased succession 
planning and talent management.  

 
Objective 4: To develop opportunities for work experience, training and employment 
through partnerships with local schools and employment agencies 
• The apprenticeship scheme has been developed and launched, with a move to many new 

vacancies being considered for apprenticeship programmes.  We have developed a manager’s 
toolkit and guidance to accompany the established framework. 

• We have confirmed the work experience programme with a local school in Moss Side for the 
third year running which will commence in April 2017. 

 
Objective 5: Supporting the School of Oncology to develop leadership capacity and 
capability at all levels across the Trust 
The results in relation to senior managers’ leadership qualities have improved in year: 
 

Key finding  Christie 
2016 

Christie 
2015 

National 
Average 

Staff know who senior managers are 88% 83% * 
Staff feel senior managers act on feedback  42% 36% * 
Staff feel communication between senior 
managers and staff is good  42% 42% 33% 

*not reported 
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Activity in this area has included:  
• All training for managers on policy implementation has been transferred into e-learning 

packages as well as being delivered face to face, to increase accessibility.  
• Management training has been redeveloped to deliver training to induct new managers and to 

enhance the softer skills required for effective management practice.  
 
Objective 6: Supporting the School of Oncology to provide learning and development 
opportunities for all staff across the Trust 
An area where focus is required, within the staff survey is staff receiving training and development.  
This year 73% of staff (compared with 84% in 2015) received some development in year. In 
addition, is clear that there is a need for greater focus on the PDR in terms of its value and how 
managers carry out the process to ensure staff feel valued, understand organisational values and 
agree clear objectives (as whilst these areas scored similarly to national averages, improvement 
could be made). On the whole however the survey results were again positive and some of the 
actions that have contributed towards such positive results include:  
• The Personal Development Review (PDR) process has been amended to ensure that all staff 

agree objectives for their role, within their first week in post to ensure expectations are set for 
clarity. This was developed using a new online package, which can be reported against. It is 
evident that to date, 900 employees have accessed the new documents via this route. 

• Breakfast seminars have been launched to train managers and staff on key priority areas, the 
first one covering supporting health and wellbeing, managing absence and supporting staff with 
stress awareness and risk assessment. This was well received and attended.  

• New manager and staff bulletins have been launched, providing key information for managers 
on pertinent issues such as use of social media, carer’s leave, annual leave, exit interviews 
and health and wellbeing.  

• In addition the essential training programmes for nursing and medical staff have been 
redeveloped to make them more accessible and streamlined, to encourage increased 
compliance levels.    

 
4.  Next steps  
Overall Trust results will be shared with staff through team brief, Chinwag and the Christie 
Commitment champions.  As last year, a local analysis of all of the questions benchmarked against 
the Trust’s response will be provided to the divisions to communicate locally and to identify 
priorities for improvement. These priorities and progress against plans will be managed through 
existing performance review meetings. Corporately an action plan will be developed to address the 
key areas that require focus to make further improvements in year and to ensure we build upon the 
fantastic results to date.  
 
It is recognised that whilst many achievements have been realised in line with the Trust’s current 
OD plan, the organisation and the external environment in which we operate have both changed 
significantly since the plan was approved. We must now recognise the fast pace of change within 
our external environment, which has a significant impact on our workforce as a whole. As such the 
OD plan has been further developed to align with the quality, transformation and leadership 
agendas across the organisation and will be presented to a future board meeting.  
 
5.  Recommendations 
The Board of Directors are asked to note the results of the 2016 NHS Staff Survey and the 
progress against the current OD plan and support the arrangements for continued improvement 
and monitoring.   
 
In addition to the above recommendation based on the evidence provided in the paper the Board 
of Directors are asked to support the recommendation to remove risk 7.1 from the BAF concerning 
low levels of staff engagement of non-clinical (bands 1-4). 
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Appendix A – National staff survey results, highlights 
 
Response rate 
A total of 2623 staff were invited by either email or paper to participate.  A total of 1282 staff 
completed the survey giving an overall response rate of 49%.  The average response rate 
nationally was 44%. 
 
The survey consists of individual questions which are collated into 32 ‘key findings’.  Compared to 
the 2015 survey, the Trust performed:  

Significantly BETTER on 13 questions

Significantly WORSE on 3 questions

The scores show no significant difference on 72 questions

 

The organisation has improved significantly on the following questions: 

 

  2015 2016 

2c Time often/always passes quickly when I am working 72 % 78 % 

4c Involved in deciding changes that affect work 59 % 65 % 

7d Immediate manager asks for my opinion before making decisions that affect my work 55 % 62 % 

8a I know who senior managers are 83 % 88 % 

8c Senior managers try to involve staff in important decisions 33 % 41 % 

8d Senior managers act on staff feedback 36 % 42 % 

9d In last 3 months, have not come to work when not feeling well enough to perform duties 35 % 48 % 

13a

+ 
Know how to report unsafe clinical practice 89 % 94 % 

13b Would feel secure raising concerns about unsafe clinical practice 70 % 76 % 

13c Would feel confident that organisation would address concerns about unsafe clinical 

practice 
65 % 71 % 

14c Not experienced physical violence from other colleagues 98 % 100 % 

15d

+ 
Last experience of harassment/bullying/abuse reported [16] % 50 % 

21b Organisation acts on concerns raised by patients/service users 79 % 84 % 
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Top five ranking scores  
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Bottom five ranking scores 
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National benchmarking 
It is evident that in almost all key findings The Christie scored more positively (or equivalent) to the 
national average. Areas where a positive difference in score is particularly notable include:  
 

Key finding  Christie National 
average 

Staff feeling communication between senior management 

and staff is good  
42% 33% 

Staff feel able to contribute to improvements at work  78% 70% 

Staff experiencing violence from patients, carers etc. 2% 15% 

Staff reporting most recent incident of violence  82% 73% 

Staff reporting bullying and harassment from patients, 

carers etc.  
11% 28% 

Staff attending work in the last 3 months despite feeling 

unwell because of pressure  
49% 57% 

Staff recommending the trust as a place to work or for 

treatment  
4.23 (out of 5) 3.74 (out of 5) 

 
There were only two areas where The Christie scores did not match or exceed national scores, 
these were the percentage of staff working extra hours (73% compared with national average of 
72%) and the percentage of staff reporting errors or near misses in the last month (89% compared 
to nationally 91%). 
 
Regional benchmarking 
When benchmarked regionally, with Greater Manchester NHS organisations, The Christie rated 
highest compared to the region in the following areas:  

• Staff recommending the Trust as a place to work or receive treatment  

• Good communications between senior management and staff  

• Staff being able to contribute to improvements at work  

• Overall engagement  

 
Although not scoring the highest, there were many areas where the trust scored in the top four 
within the region:  

• Quality of non-mandatory training / development  

• Satisfaction with the quality of care delivered 

• Satisfaction with resourcing and support  

• Recognition and value of staff from managers 

• Satisfaction with level of responsibility  

• Quality of appraisal  

• Support from immediate managers  

• Effective team working  
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Agenda Item 09/17b 

Meeting of the Board of Directors 
Thursday 30th March 2017 

Report of Executive Director of Nursing & Quality  

Paper Prepared By 
Gill Goodwin, Quality Improvement Nurse 

Jackie Bird, Executive Director of Nursing & Quality 

Subject/Title Six Monthly Compliance with NICE Safe Staffing Guidelines  

Background Papers 

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

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

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

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

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

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

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

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

Link to: 

 NHS Strategies and 
Policy 

Implementation of NICE Guidance 

Link to: 

 Trust’s Strategic 
Direction 

 Corporate Objectives 

Five Year Strategy 

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

Safer Nursing Care Tool© - SNCT 

National Quality Board - NQB 

Whole Time Equivalent - WTE 
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Agenda Item 09/17b 

Meeting of the Board of Directors 
Thursday 30th March 2017 

Six Monthly Compliance with NICE Safe Staffing Guidelines 

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

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

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

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

• NHS Improvement has set The Christie ceiling for agency expenditure at 3%, at the end 
of quarter 2 it was 1.26% and for the end of quarter 3 is was 0.90% of the nursing pay 
bill. 

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

• During the period since the last review there have been 5024 inpatient episodes and 
there were 10 complaints where nurses or nursing care were mentioned compared with 
the previous six months where there were 4966 inpatient episodes and 4 complaints.  

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

•   Following the success of previous nurse recruitment events a further event will be held 
on Saturday 25th March 2017. Offers of appointments to successful candidates will be 
made on the day with the aim to over-recruit as this has proven to be a successful 
strategy in managing bank and agency expenditure. 

•   The output of individual ward reviews has been captured in a summary table and can be 
viewed at Appendix 1. The information is provided on a ward by ward basis and areas of 
underperformance are being managed through the usual weekly/monthly performance 
management review process at both divisional and corporate level. 
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1. Background 
The Trust has carried out a bi-annual audit of patient acuity and dependency since 
2010 using the Safer Nursing Care Tool© (SNCT). The SNCT is embedded within the 
e-rostering system and calculates the baseline nursing establishment required to meet 
patient care need and has been used successfully to inform and support workforce 
planning over this period. 

For the last 4 years, the SNCT findings have been reported to the Board on a 6 
monthly basis to provide assurance that the trust is taking a patient-centred, evidence-
based, systematic approach to monitoring and reviewing nurse staffing levels.  

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

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

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

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

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

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

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

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

 The latest review was undertaken on the 28th February 2017 with representation from 
ward managers, senior nurses and divisional managers.  

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

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

 During the period August 2016 to January 2017 there were no occasions where 
staffing issues required to be escalated to the Director of Nursing & Quality.  

 In addition to bank usage, there was a total agency spend of £93,795 by Network 
Services (August 2016 to January 2017) to cover vacancies and sick leave. During this 
same period, the agency expenditure for Cancer Centre Services was nil.   

3. Safer Nursing Care Tool Data and Trends 
Biannual data collections have now been replaced by twice daily acuity/dependency 
recording into the SafeCare component of the E-Roster electronic system. 

 Most wards have adapted readily to this new system, however the quantity of usable 
data has been variable, despite this the number of data points is significantly more 
than the previous manual collection.    

 The trend data for each of the wards can be reviewed below. The greyed out sections 
reflect ward reconfigurations where earlier data is no longer relevant or where data 
was previously not collected. 
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32.48 30.76 32.65 32.24 30.97 38.16 31.49 33.20 33.60 31.40 33.5 34.29 32.14 30.98 28.65 80.67 
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** Data unreliable as the tool used by OCCU was not populated on the busiest days.  
   OCCU uses a special acuity tool designed for use in critical care settings which only considers registered nurses 
1 SNCT does not work well for small units as a tool for calculating WTE establishment. Minimum staff numbers for safety are 

not factored in  
2 Unreliable due to small number of data sets  
3 Bed occupancy (calendar days) 

 
4. National Quality Board (NQB) Recommendations  
 The National Quality Board document ‘Supporting NHS providers to deliver the right 

staff, with the right skills, in the right place at the right time’ published in July 2016 
expanded on the recommendations of the original 2013 publication. 

 In response to the updated recommendations, this paper now includes comparative 
staffing data using the national measure of care hours per patient day (CHPPD) and 
information regarding safe staffing amongst healthcare professionals other than 
nursing. 

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

5.     Comparative CHPPD data 
 Whilst caution needs to exercised when comparing data with peers, comparing staffing 

can act as a ‘sense check’ on assumptions and professional judgements. The table 
below provides comparisons between The Christie and The Royal Marsden. 

 

 

11
 

35.17 35.89 32.57 30.38 33.60 33.57 36.28 32.00 37.16 38.28 36.9 38.83 40.13 40.682 36.23 94.0 

12
 

37.11 38.84 37.12 36.05 34.73 33.54 32.35 34.70 34.71 41.85 36.92 39.59 39.92 40.812 37.08 94.2 

O
A

U
 

29.84 28.74 29.59 30.06 33.64 29.60 29.38 30.36 33.36 35.39 33.25 34.23 34.36 31.93 37.59 80.85 

PW
 

        50.27 42.84 50.72 54.69 48.08 49.23 53.49 94.0 

1          13.51 11.37 9.02 8.56 8.101 15.26 79.19 

O
C

C
U

 

         33.09 32.76 ** 31.29 29.38 34.48 
58.08 

 
81.53  
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December 2016 

Medical Oncology Registered 
Nurse CHPPD 

Care Staff 
CHPPD 

All CHPPD 

Christie (Wd 12) 4.6 1.6 6.1 

Christie (Wd 11) 4.2 1.7 5.9 

Marsden 6.5 1.6 8.1 

Marsden 5.8 1.6 7.4 

Haematology 

 

   

Christie (PW) 5.4 1.9 7.4 

Marsden 7.0 2.2 9.2 

CCU 

 

   

Christie (OCCU) 23.3 5 28.3 

Marsden 27 2.4 29.4 

 

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

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

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

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

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

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

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

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

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

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

Budgeted WTE Nursing Establishment 15.26 42.58 28.65 36.23 37.08 53.49 37.59 34.48 
SNCT WTE Nursing Requirement 
*SNCT makes no allowance for minimum safe staffing 
**Using alternative acuity tool 

8.10* 40.54 30.98 40.68 
Only 5 usable 
data sets 

40.81 
Only 16 usable 
data sets 

49.23 31.93 29.38** 
RN only 

Current Skill Mix (RN-Non RN) 75-25 72-28 74-26 76-24 71-29 80-20 75-25 90-10 

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

Current Supervisory Status of Band 7 100%  Aspiring to 80% 100% 80% 70% 100% 100% 60% 

% Sickness Rate (since last review) 
RN – 3.26  RN – 5.58 RN – 2.41  RN – 3.15  RN – 6.03 RN – 3.6  RN – 6.36  RN – 4.69 

Care staff – 
10.02 

Care staff – 
11.97 

Care staff – 
8.61 

Care staff – 
2.81 

Care staff – 
9.45 

Care staff – 
4.07 

Care staff – 
13.99 

Care staff – 0.51 

% Staff Turnover  (since last review) RN – 8.7 RN – 6.32 RN – 3.7 RN – 32 RN – 10.06 RN – 6.67 RN – 18 RN – 8.7 

Care staff – 0 Care staff – 7 Care staff – 17 Care staff – 9  Care staff – 30 Care staff – 24 Care staff – 8 Care staff – 0 

Bank Use (since last review) 
*7.5 hour shift 

57 RN shifts* 
21 non-RN 
shifts* 

286 RN shifts* 
177 non-RN 
shifts* 

133 RN shifts* 
43 non-RN 
shifts* 

90 RN shifts* 
120 non-RN 
shifts* 

210 RN shifts* 
248 non-RN 
shifts* 

276 RN shifts* 
263 non-RN 
shifts* 

193 RN shifts* 
83 non-RN 
shifts* 

64 RN shifts* 
4 non-RN shifts* 

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

RN – 95 RN – 81  RN – 92% RN – 82  RN – 82 RN – 85 RN – 86  RN – 96  

Care staff – 100 Care staff – 85 Care staff – 90 Care staff – 90 Care staff – 73 Care staff – 91 Care staff – 97 Care staff – 100 

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

RN – 100 RN – 97 RN – 100 RN – 96 RN – 100  RN – 78 RN – 86 RN – 100 

Care staff – 100 Care staff – 92 Care staff – 92 Care staff – 90 Care staff – 100 Care staff – 100 Care staff – 80 Care staff – 100 

% Correlation between actual and planned nursing hours 
RN – 94.11 RN – 95.08 RN – 98.38 RN – 96.34 RN – 96.01 RN – 94.15 RN – 96.27 RN – 97.35 

Care staff – 
99.27 

Care staff – 
93.61 

Care staff -  
98.42 

Care staff – 
105.85 

Care staff – 
95.82 

Care staff – 
93.71 

Care staff – 
98.33 

Care staff – 99.04 

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

0 0 0 1 0 0 0 2 

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

1 12 5 25 7 27 9 5 

Nurse Sensitive Indicator – complaints regarding nursing 
care 

0 2 1 1 2 1 2 1 

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

0 0 1 0 0 0 0 0 

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

99.65 97.44 99.45 98.87 95.94 100 99.03 NA 

Adequacy of current nursing establishment - 
Professional Judgement of Ward Manager 

Appropriate  Appropriate  Appropriate  Appropriate  Appropriate Appropriate  Appropriate  Appropriate  
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Narrative Comments from Ward Managers 

Ward 1 and Ward 10 

In the light of all the evidence presented at review the professional judgement of the ward manager is 
that the current nursing establishment for both wards is correct. The wards anticipate some challenges 
ahead due to the current band 7 leaving at the end of March and the new appointee starting in May. In 
addition, across both Wards, 5 members of staff (including 2 sisters) are due to commence maternity 
leave within the next 6 months. This will have a significant impact on nursing hours, therefore funding to 
over recruit at the March nurse recruitment day has been requested and supported. 

The surgical wards have supported the organisations increase in bed capacity over the winter months 
by accommodating medical outliers. No surgery has been cancelled. Ward 10 will be planning to close 
7 surgical beds from a Saturday evening through to Monday morning from April. This will help with bed 
efficiencies and reduction in staffing requirements.  This will allow greater flexibility to ensure safer 
staffing during the predominately busy week day shifts. 

Ward 4 

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

Ward 11 

In the light of all the evidence presented at review the professional judgement of the senior ward nurse 
is that the current nursing establishment is correct. Ward 11 has a high turnover of trained staff due to 
the clinically and emotionally demanding nature of the ward. Recruitment is challenging with numbers 
of applicants reducing over the last year, necessitating increased recruitment of newly qualified nurses 
affecting the skill mix. The ward supports new staff through the preceptorship tool and has good 
mechanisms in place for the teaching of new staff. However these systems can be challenged with so 
many newly qualified nurses starting at the same time. An agency spend of £23,796 has been accrued 
during the six months.  

Ward 12 

In the light of all the evidence presented at review the professional judgement of the senior ward nurse 
is that the current nursing establishment is correct. Recruitment is currently a concern due to four band 
5 posts unfilled and 3 over established posts unfilled. As a result, bank usage is significant (209.87 
Shifts (RNs) 248.07 Shifts (non-RNs) during the six month review period. Agency spend of £39,853 has 
been accrued during the same 6 month period  

Palatine Ward 

In the light of all the evidence presented at review the professional judgement of the senior ward nurse 
is that the current nursing establishment is correct. Once the ward is fully established registered staffing 
levels should be: 9 RN’s on the early shift, 9 RN’s on the late Shift and 7 RN’s on the night shift. This 
will enable specific management time for band 6’s to support the senior sister in achieving high levels 
of PDR, sickness management and mandatory training compliance. The ward accrued an agency 
spend of £6483 mainly for 1:1 provision for patients with DoLS in place and 1:1 supervision for a patient 
who was under the care of the court during 4 months of this six monthly review. 
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Oncology Assessment Unit (OAU) 

In the light of all the evidence presented at review the professional judgement of the senior ward nurse 
is that the current nursing establishment is correct. The last 6 months have been challenging for the 
OAU with a large number of new starters (7 RN’s in the last 6 months) putting additional pressure on 
existing staff.  However the team has responded by adopting a new shift pattern to support the new 
staff and staffing levels are currently safe. When fully established, Band 6 Sisters will have some 
supervisory time to ensure staff are well supported and adequately trained; and to allow development 
of the service.   

Oncology Critical Care Unit (OCCU) 

In the light of all the evidence presented at review the professional judgement of the senior ward nurse 
is that the current nursing establishment is correct. A review of staff recruitment, training and on-going 
support has been undertaken within OCCU and initiatives have been put in place to address any 
matters raised. OCCU has focussed on recruiting and retaining the right staff, with the appropriate 
values and skills required for such a unique critical care environment which is reflected in the recent 
name change of the unit to emphasise the oncology speciality. 
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Agenda Item 10/17a 
Meeting of the Board of Directors 

Thursday 30th March 2017 
 

Board Assurance Framework 2016/17 
 
 
 

Report of Chief Executive Officer 

Paper Prepared By Louise Westcott, Company Secretary 

Subject/Title Board Assurance Framework 2016/17 

Background Papers 
Corporate objectives, board assurance framework 
2015/16, operational plan and revenue and capital plan 
2016/17. 

Purpose of Paper To note the refreshed Board Assurance Framework 
(BAF) 2016/17 

Action/Decision Required To consider any updates to the Board Assurance 
Framework (BAF) 2016/17 

Link to: 

 NHS Strategies and Policy 

• NHS Cancer Reform Strategy 

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

Link to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

• Trust’s strategic direction 

• Divisional implementation plans 

• 2020 vision strategy 

• Key stakeholder relationships 

Resource Impact  

Risk Rating  

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

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

 development 
EMD  Executive medical director 
COO  Chief operating officer 
DoW  Director of workforce 
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Agenda Item 10/17a 
Meeting of the Board of Directors 

Thursday 30th March 2017 
 

Board Assurance Framework 2016/17 
 
 
1 Introduction 

The board assurance framework (BAF) 2016/17 was presented to the board in 
January. Further review of the board assurance framework has taken place by the 
executive team since the board meeting and by the Audit Committee in February. 
 
The following changes have been made to the risks identified since the last board 
meeting; 

• 4.6 – OECI accreditation not achieved – updates made to key controls.  
• 5.5 / 6.2 – updates made to key controls 
• NEW 5.6 – Reputational damage caused by an adverse CQC inspection at 

The Christie Clinic 
• NEW 6.5 – Current EPR unable to support delivery of operational objectives 

MIAA presented the annual assurance framework opinion to the February Audit 
Committee. The assessment concluded that ‘the organisation’s Assurance 
Framework is structured to meet the NHS requirements, is visibly used by the Board 
and clearly reflects the risks discussed by the Board’. 

The report also identified how the organisation’s BAF could be further enhanced.   
• The consideration of risk appetite / target risks; and  
• Including the actions being taken where gaps in control / assurance have 

been identified.  

In response to this, an additional column has been added that includes a target risk. 
Actions to address gaps in control are detailed in the key controls section for each 
risk. 

 
 

2 Suggested updates in March 
The following risks may need to be updated following board discussion in March. 

• 1.3 - Non achievement of the quality outcomes for the 2016-17 CQUINS 
indicators – consider reducing the likelihood score to 2 reducing the overall 
score to 8 

• 5.5 - 2017-18 tariff structure resulting in a recurrent loss of income – consider 
reducing likelihood score to a 1 reducing overall score to a 5 

• 6.2 - Financial performance target not achieved – consider reducing likelihood 
score to a 1 reducing overall score to a 4 

• 6.3 - Non delivery of transformation schemes (CIP) – consider reducing 
likelihood score to a 2 reducing overall score to a 10 

• 7.1 - Low levels of staff engagement of non-clinical staff (bands 1-4) – 
suggest removal of risk following staff survey results in February 2017. 
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3 Recommendation 
Board are asked to note the board assurance framework (BAF) 2016/17 that reflects 
the risks to achievement of the corporate objectives. Board are also asked to note 
the update since the last meeting and consider any further updates following 
discussion. 
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Board Assurance Framework 2016/17
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1.1 Risk to patients and reputational risk to trust of 
exceeding the HCAI thresholds EDoN&Q 4 3

Patients with known or suspected HCAI are isolated. Medicines management policy contains 
prescribing guidelines to minimise risk of predisposition to C-Diff.  RCA undertaken for each known 
case. Induction training & bespoke training if issues identified. Close working with NHS England at 
NIPR meetings. 

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

None identified 12 12 12 12 12

1.2
Failure to learn from patient feedback (patient 
satisfaction survey / external patient surveys / 
complaints / PALS)

EDoN&Q 2 2
Monthly patient satisfaction survey undertaken and reported through performance report. Negative 
comments fed back to specific area and plans developed by ward leaders to address issues. Action 
plans developed and monitored from national surveys. Complaints and PALs procedures in place.

None identified 4

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

None identified 4 4 4 4 4

1.3 Non achievement of the quality outcomes for the 
2016-17 CQUINS indicators. EDoN&Q 3 4

Leads nominated for each CQUIN goal. CQUINs steering group (strategic and operational) are in 
place with strategic and operational representation agreed. Rigour introduced around submission and 
quality assurance of quarterly reports. Timescales established for provision of data. 

None identified 12
Monitoring of performance data and contract KPIs 
occurs at various monthly meetings and feeds to 
CQUINS steering group. 

None identified 12 12 12 12 8

1.4 Not achieving projected reduction in the number 
of falls EDoN&Q 2 3

Collaborative projects in place. All falls come through executive review process. Call don't fall 
initiative. Falls group. Introduction of the TAB system. Executive review group looks at attribution of 
avoidable / unavoidable

None identified 6 Numbers reported through integrated performance 
report to Management Board and Board of Directors. None identified 6 6 6 6 6

1.5 Risk of exceeding the thresholds for the number 
of pressure ulcers EDoN&Q 4 3

Tissue viability nurse in post. System for assessment of ulcers / grading used. Training across the 
trust (focus on theatres/critical care). Each Pressure Ulcer reviewed through Executive panel chaired 
by Executive Director of Nursing & Quality. New system of mattresses has been implemented (allows 
to change from a static to dynamic mattress). Nursing e-proforma changed so staff cannot put ‘self-
management’ as code thereby ensuring that pressure area management question is asked of each 
patient on each shift. 

None identified 12
Regular reports to Quality Assurance committee and 
board (through the integrated performance report). No 
grade 3 or 4 hospital aquired pressure ulcers.

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

EMD 2 4 Monthly review of resource with team lead. Use of overtime/ bank staff/ freelance staff; individual 
discussion with HR. Priority assessment for studies.  Bid for CRUK grant income. None identified 8 Weekly review of 70 day data, reported through 

performance report to board monthly. None identified 12 12 12 12 8
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3.1
Non delivery of the School of Oncology strategy 
due to increased pressure within operational 
service delivery

EMD 2 3
Development of School of Oncology strategy in consultation with the divisions.  Impact of key 
stakeholders including operational leads. Transparency of educational PA's within job descriptions. 
Involvement in ERG tariff development. Developing models to fund educational capacity.

Difficulty in back filling senior 
staff 6 School of oncology board reports to Management 

Board. None identified 6 6 6 6 6

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

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

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

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

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

None identified 12 12 12 8 8

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

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

Gynaecology - Commissioning agreement for gynae-oncology surgical services to be provided 
across 2 sites, namely The Christie and CMFT. GM transformation team completed review of service 
delivery..

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

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

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

None identified

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

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

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

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

EDoF&BD 2 4 Revenue funding secured through NHSE. Reviewing options for hotel accommodation in the city 
centre. Ronald McDonald approached to explore options for increasing capacity. None identified 8 PBT steering group and Strategic Plan Implementation 

Board None identified 8 8 8 8 8

4.6 OECI reaccreditation not achieved EMD 2 3
Work centrally coordinated based on OECI measures. Timeframes for re accreditation identified. 
Funding identified. Project group formed. Reaccreditation submission made and acknowledged by 
OECI. Considered at November OECI board, accreditation process progressing.

None identified 6 Previous accreditation achieved None identified 6 6 6 6 6

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

COO / EMD 2 3
Regular (bi-annual) board reports. Participation in OECI . Baseline measures identified and 
presented to Board of Directors time out October 2015. Looking at how we can be part of 
International Benchmarking.

Availability of comprehensive 
data with which to compare 
ourselves

6

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

None identified 6 6 6 6 6
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5.1 GM devolution changes have an adverse impact 
on The Christie objectives CEO 2 5

Key directors attending discussions. Input into the business case. MOU produced and shared with 
board between ''AGMA and all Greater Manchester CCGs and NHS England'. Groups established & 
Christie staff attending. External Medical Director appointed. Detailed discussion at Board Time Out 
15.10.15, attendance by Ian Williamson, Chief Officer & Leila Willams, Programme Delivery and 
Director of Service Transformation. 

Uncertainty around impact. 10

Management Board and Board of Director reports from 
CEO. Considered monthly at Board, disucssion took 
place at Board time out 15.10.15. Presentation to CoG 
Nov 15. Greater Manchester Health & Social Care 
Strategic Plan and Terms of reference for GM Provider 
Federation Board approved at BoD Jan 16.

None identified 10 10 10 10 8

5.2 Delivery of our refreshed chemotherapy strategy COO / 
EDoF&BD 3 4 Option appriasal of mobile unit versus static/hospital based provision. Chemotherapy strategy in 

development
Financial effectiveness. 
Approval of refreshed strategy 12 Reports to Management Board None identified 12 n/a n/a 12 8

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

COO/ 
EDoF&BD 2 4 The Christie Pathology Partnership board established. Review of financial arrangements and 

turnaround plan produced. Operational leadership reviewed. Business continuity plan in place. None identified 8 Reports to BoD from The Christie Pathology 
Partnership board meetings. None identified 12 12 12 12 8

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

EDoF&BD  
EMD 2 5

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

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

5.5 2017-18 tariff structure resulting in a recurrent 
loss of income   EDoF&BD 3 5 Signed contract for 2016/17 2017/18.  Participating at national level to influence development of 

specialist tariffs.   Tariff agreed. Activity growth confirmed

Changes in specialist 
commissioning as a 
consequence of GM Devolution

15 To continue to report through Manaagment Board and 
Board of Directors via the Finance report. None identified 15 15 15 15 5

5.6 
NEW

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

COO / 
EDoF&BD / 

EMD
3 4 Concerns regarding operational management and turnover of senior operational leaders at TCC 

raised throug JV Board. Interim arrangements in place. Plan to recruit permanent leader in place
No permanent COO or clinical 
director in post 12 Governance reports to TCC Board None identified 12 n/a n/a n/a 12

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

COO 3 5 15 15 15 15 15 15

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

Corporate objective 5 - To provide national and local leadership to deliver excellent cancer care 
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6.1 Key performance targets not achieved COO 2 4 Executive led monthly divisional performance review meetings. Integrated performance & quality 
report to Management Board and Board of Directors monthly None identified 8 Continued achievement of all key performance targets None identified 8 8 8 8 4

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

Framwork segment 1. Use of resources - 1 None identified

Commissioner and Christie QIPP team established and meeting monthly.  Process in place for quick 
dissemination of NHS England policy.  Deputy Director of Finance is a member of Specialist top Up 
Tariff Working Group and is a member of a working group of the Federation of Specialist Hospitals 
(FSH).  QIPP schemes have been identified to enable savings to be offered to mitigate any future 
loss of income resulting from commissioner requests.  Manage demand. Contract negotiations for 
17/18 completed. Forecast to meet our financial control total.

Changes in specialist 
commissioning as a 
consequence of GM Devolution

Contract negotiations with commissioners for 2017/18 
in progress Signed contract None identified

6.3 Non delivery of transformation schemes (CIP) EDoF&BD 3 5

Programme office to continue to work across clinical and corporate divisions to identify and achieve 
efficiency and improve environment. Monitor progress through Transformation Board. Schemes 
developed on a transformational basis across inpatient, outpatient and trust wide pathways. Targets 
for identification and delivery of savings have been agreed at Transformation Board. Escalation 
meetings established.

None identified 15 81% recurrent schemes achieved with a further 11% in 
work up. Reviewing budgets for the remainder. None identified 15 15 15 15 10

6.4 Poor data quality EDoF&BD 3 3 Audit programme to assure performance measures, quality accounts
Development and 
implementation of a kite mark 
for data quality

9 Internal audit reports to Audit Committee None identified 9 9 9 9 9

6.5 
NEW

Current EPR unable to support delivery of 
operational objectives EDoF&BD 3 4 External analysis undertaken to identify options to address issues with CWP (clinical web portal). 

Option appraisal to come to Board of Directors in June 2017. Additional staff appointed
Internal capability & expertise to 
support system going forward 12 Reports to Management Board & Board of Directors. 

Review of CIO and CCIO roles None identified 12 n/a n/a n/a 12
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7.1 Low levels of staff engagement of non-clinical 
staff (bands 1-4) DoW 2 3

Participation in national Cultural Alignment Project. One Week All Staff project. External governance 
review include assessment of staff engagement. OD Plan (The Christie Commitment). OD update to 
board in Sept 16 & Jan 17. Staff survey undertaken Nov 16 - await results in Feb 17.

None identified 6
External governance review. National staff FFT. 
National staff survey results. Exec safety walk rounds. 
Named in top 100 NHS places to work 2015.

None identified 6 6 6 6 6

7.2 Target reductions in sickness levels not 
achieved DoW / COO 3 3 Adherence with sickness management policy monitored through performance review meetings. None identified 9 Monthly sickness levels as reported in Integrated 

performance and quality report None identified 9 9 9 9 9

7.3
Reduction in quality of service due to the impact 
of new shared service models affecting our 
ability to recruit and retain staff

DoW 3 2
Working with GM health & social care devolution and attending relevant meetings. Communication 
with existing staff in teams impacted by proposed shared service models (HR, Finance, Pathology, 
Radiology, Pharmacy, IT). Engagement with trade unions.

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

7.4 Underutilisation of the apprenticeship levy DoW 3 3 Workforce committee monitoring progress. Divisional engagement. School of Oncology leading 
across the trust and externally with the development of higher apprenticeships. None identified 9 Regular report to board None identified 9 n/a n/a n/a 9

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

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

Trustwide performance at 83% 6 Reports to Risk & Quality Governance Committee and 
Board of Directors. None identified 6 n/a n/a n/a 6

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

8 8 8 8 4

Corporate objective 6 - To maintain excellent operational and financial performance 

6.2 Financial performance target not achieved EDoF&BD 2 4 8
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8.1 Impact on our ability to obtain planning approval 
for future capital developments. EDoF&BD 3 3

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

None identified 9

Met the 15/16 green travel milestone. Agreement by 
MCC of strategic development plan. 5 year Capital 
Plan delivery. Monitored through Management Board & 
Board of Directors. Continue to meet green travel 
targets. Monthly meetings with Manchester City 
Council (MCC). Capital programme shared with MCC 
and Board of Directors.

None identified 9 9 9 9 9

8.2
Targets set by the NHS sustainable 
development unit (SDU) guidance are not 
achieved.

EDoF&BD 3 2 Sustainable development management committee meet quarterly. National returns submitted. 
Quarterly reports on each requirement produced and progress monitored.

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

quarterly key issue reports to board of directors None identified 6 6 6 6 6

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