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DRAFT Public minutes of the meeting of the Board of Directors of The Christie NHS Foundation 
Trust held on Thursday 28th June 2018 at 12.45pm in the trust administration meeting room 

centre, The Christie NHS Foundation Trust 
Present: Christine Outram (CO) 

Neil Large (NL) 
Jane Maher (JM) 
Robert Ainsworth (RA) 
Tarun Kapur (TK) 
Roger Spencer (RS) 
Fiona Noden (FN) 
Jackie Bird (JB) 
Joanne Fitzpatrick (JF) 
Chris Harrison (CH)  
Wendy Makin (WM) 
Eve Lightfoot (EL) 

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

In 
Attendance: Louise Westcott (minutes) Company secretary 
 Prof Nick Slevin Associate Medical Director 
 Dr Louise Sell Insight Programme 
 Christine Mathewson Public Governor 
 David Makin (DM) Partner Governor 
 Roger Bowman (RB) Public Governor 
 Janice Scanlan NHSI 
 Keely Howard NHSI 
 Neil Davies NHSI 
   

 
Presentation:  Improving outcomes through the Paterson redesign – Professor Nick Slevin 

NS introduced himself, as well as having been a consultant clinical oncologist for many years he is also 
chair of the NHS advisory group for protons, and the clinical representative for the Paterson redesign 
steering group. 
NS gave some information on the potential of the site redesign. The purpose of the building is to create 
research and service synergy. Previously the building was very separate; outputs were limited because 
of the ‘us and them’ scenario that separated research & service. He outlined the aim of creating a 
comprehensive cancer research community to deliver improved outputs for patients. 
The Christie needs to be renowned for research as a leading cancer centre. Research is also about 
clinical service delivery and better patient outcomes. 
Research synergy is exemplified by the radiotherapy research (RRR) team – ideas, investigator led 
studies, mentoring and translation into clinical practice. These leaders have collocated offices and the 
outputs have hugely benefitted from this colocation. 
Grant income for RRR was outlined – this research money delivers benefits for patients. 
Other benefits were outlined including patient experience and outcomes, enhanced supportive care, 
late effects, and the outcomes unit – congregations of research & service staff could lead to big 
advances in treatment.   
NS talked about the potential for a ‘Learning hub’ in the build with a library, heritage gallery, café, the 
school of oncology, communications staff etc. 
NS summarised that research leads to service development which leads to better patient outcomes. 
This model would generate research income, underpins autonomy and embeds a culture of research 
across the whole organisation. 
Questions were invited. 
Governor CM asked if MCRC has worked in the way described and what will be the connectivity. NS 
responded that there is no final decision yet on how this will work but we know that the colocation in 
MCRC has been very successful and led to some fantastic research outputs.  
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WM commented that the concept is coming alive and noted that there are other good examples as well 
as Radiotherapy research in surgery and medical oncology. WM added that we’ve invested in academic 
posts but we know that our clinicians have very busy service roles and asked how do we create 
capacity to allow this research to happen. NS responded that there is potential for people to hide behind 
service and not do research. There are examples such as Genitourinary that demonstrate the benefit of 
colocation. We need to hold people to account and look at metrics to show value for money. 
RA asked what the appetite is from UoM / CRUK to progress this vision. RS responded that our we 
have had a number of external experts review the partnership in terms of their contribution to research. 
We’ve been working together for over 10 years and the 3 partners are signed up & committed. The 
research shows that this model is the very thing that drives success and is leading internationally. UoM 
has identified cancer as one of its priorities for research, there is also money from them that identifies 
commitment. There are only 2 CRUK major centre awards in the UK and we are one of them.  
DM commented that there have been immense changes in the last number of years but we need to 
continue to develop & stay at the forefront. 
NL commented that the system is great and the new build is key but we must look at the financial risk to 
the Trust in terms of deciding the scale. 
Governor RB asked about funding. NS responded that we need financial buy in from the 3 partners to 
show they are committed. 
CH noted that we are in a very good position in terms of the partnership we already have through 10 
years of MCRC – this is unique. 
Governor CM asked if the link between research and outcomes is unique to the Christie or do other 
hospitals benefit also. WM responded that trials are mainly here, there are some trials in other locations 
also – lots of work is underway to increase access to trials across the city. CH added that the 
opportunity we have to pursue Team Science involves people from across the network to be involved in 
research. The research done in Manchester has an impact on treatment across the world. 
CO thanked NS for his presentation. 
 

No Item Action 
24/18 Standard business  

a Apologies  
 Prof Kieran Walshe (KW), non-executive director, Kathryn Riddle (KR) non-executive 

director 
 

b Declarations of interest  
 No declarations of interest were made.  

c Minutes of the previous meeting held on 24th May 2018  
 The minutes of the meeting held on 24th May 2018 were accepted as a correct record.   

d Action plan rolling programme, action log & matters arising  
 All items are on the agenda or complete. No actions from the last meeting.  
25/18 Key reports  

a Chief executive’s report  
 RS highlighted the following items from his report; 

• The Annual Members Meeting takes place on 19th July, board were encouraged 
to attend if possible. The normal business of the meeting will be discussed, there 
will be a review of last year and Professor Karen Kirkby will present on innovation 
and proton beam therapy. 

• The Royal College of Radiologists awards – 3 of our staff have been awarded 
these, this is a fantastic achievement. Professor Tim Illidge won the Gold Medal, 
Professor Neil Burnet won the Exceptional Contribution Award, and Professor 
Catherine West was awarded an honorary fellowship. 
Developments on the site – RS reminded board that we have an approved 
planning application for a tiered car park and that parking restrictions around the 
site are part of this. The Park & Ride service has been expanded for staff. There 
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No Item Action 
is a lot of interest in our plans with colleagues, neighbours and patients. A 
business case for the tiered car park is planned for consideration at the 
September Board of Directors.  

JM commented on the royal college awards and noted that The Christie is moving 
towards the top place for radiotherapy research, this is an important signal nationally. 
No questions received. 

b Executive Medical Directors report   
 WM introduced her report. 

CH noted that 3 of our staff have been appointed to honorary clinical chairs 
(professorships). Vijay Sangar, our clinical director for surgery, Mark Saunders one of 
the bowel cancer specialists and Rob Duncombe, Director of Pharmacy. All 
appointments were made on a unanimous basis. David Shackley, Medical Director of 
Greater Manchester Cancer Services was also awarded an honorary clinical chair. 
CO is to send a letter of congratulations to the successful individuals. 
CH also reported on the UK/China cancer conference that he recently attended. Rob 
Bristow was there and gave a key note speech. He talked about real time outcomes 
data and the team science model. CH was a key note speaker. 

 
 
 
 
 
 

CO 

c Integrated performance report – month 1  
 FN reported on a good performance in month.  Patient satisfaction is excellent at 

98.6% and chemotherapy treatments are performing well at 91.5%.  Pharmacy 
performance is at 81.5%; in future this will be reported as an inpatient and outpatient 
split.  There have been 2 cancelled operations in month, exception reports are in the 
pack.   
 
Staff PDRs are still below target at 88.1% and the executive team have brought 
divisions in to speak about expected improvement and this is being addressed 
through performance reviews.   
 
In regard to infection control there have been no cases of MRSA bacteraemia, 1 case 
of CDiff (with no lapse in care) and 11 cases of Ecoli pre 48 hours, 0 cases of Ecoli 
post 48 hours.   
 
There is one operational risk at 20 which is against the delivery of the 62 day 
performance target.  All safe staffing levels have been achieved.  There have been no 
SI panels or incidents but there were 6 executive reviews, 8 complaints and 1 inquest. 
 
All access standards (18 weeks, 31 and 62 days) have been achieved in month.  May 
62 day target is at 85.7%. This validated position is achieving. 
Length of stay is below plan at 6.84 days.  Patients treated year to date is below plan 
in month 2 at -1.45%.  Sickness absence is very low at 2.91% and the NHSI 
expenditure ceiling is above plan at 75%. 
 
FN reported the Trusts financial position. We have a financial surplus of £6,277m 
which is £901k higher than plan. The I&E deficit is £708k, £915k above plan and we 
have a cash balance of £50,804k.  Our debtor days are 24. 
CIP is looking very positive at the beginning of the year at 60.6% achieved in year, 
49.6% recurrently.   
We have scored a single oversight framework rating of 1 for both governance and 
financial sustainability.  
There are 2 papers in the performance report; 
JB reported on the national inpatient (IP) survey – the detailed review will go to 
September Quality Assurance Committee. Outcomes show we are in the top 10% 
nationally. We have worked with our IP survey vendors to look at data to see what 
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No Item Action 
is important to patients from their research and evidence so that we focus on the 
right areas with the aim of moving scores upwards. Discharge within an hour of 
being given discharge decision is a key area.  
WM reported on the outcome of the mortality reviews – all deaths are screened, 
families are invited to comment about quality of care and any concerns. Mortality 
surveillance review group review the data and this is reported to Quality 
Assurance Committee. An assessment of avoidability was described and this 
shows that in the first year 2 deaths were shown as more than 50% avoidable 1 
being strongly avoidable – this was subject to a SI process and the learning from 
the death has been shared. Rating of care was excellent or good in 90% of cases, 
there was 1 death of a patient with learning disabilities who had excellent care. 
WM noted that the Quality Assurance Committee discussed the Gosport report 
and it was noted that there is scrutiny that would come out through this process, 
and there have been no issues here with opioid use. We are going through our 
own review as a result of this report. 
NL asked what has happened since November in terms of RCP6. WM responded 
that these are small numbers and that nothing has happened differently. There is 
a lot of questioning, there is a normal governance process around this. Quality 
Assurance Committee oversee the detail and received a presentation this 
morning. Issues are escalated on a weekly basis through the executive team. 
Thematic analysis has been undertaken that feed into other work streams. 
CO commented that the detailed presentation at Quality Assurance Committee 
was excellent and very reassuring. 
JM asked about advice given to people on who to contact if they needed to as 
they leave hospital and if that came out as a negative in the inpatient survey. JB 
responded that no this didn’t come through and that the scores in this area were 
good. 
NL commented that our strategic ambition is to be the best, CCO and RMH score 
above us in this survey. JB agreed and added that she is meeting with the Chief 
Nurses from both organisations to see what they are doing. JB added that we are 
engaging with Picker to ensure we are focusing on what patients think is 
important. RS drew attention to the approach JB is looking at what patients think is 
important in order to improve. 
CO agreed that we must continue to improve and to look at the detail. JB added 
that patients will be involved in this work. 
NL commented that 62 day performance is good. 
CO asked about the cancelled operations. CO noted that Quality Assurance 
Committee looked at the Theatre audit report that impacts this. 

26/18 Other reports  
a Medical appraisal & revalidation annual report 2017-18  

 WM presented the annual report. We now have 234 doctors who are non-training 
doctors. She noted that performance in relation to medical appraisal has been 
satisfactory. We have changed medical appraisal lead and the system we use. WM 
noted that we have continued to promote reflection on practice as part of the appraisal 
process. We continue to get good feedback on appraisals. Revalidations were all 
done in the timeframe. 
As a wider quality assurance we are looking at a Peer Review of the process with 2 
other organisations to share learning. 
Questions were invited. 
NL commented that this is a big job and well done. 

 

b 62 day cancer target progress  
 FN updated board on the 62 day target and the changes to the breach allocation  
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No Item Action 
policy in Greater Manchester. The focus for us is to treat patients in 24 days. This is 
for all patients not just for 62 day patients. The paper updates on where we are. We 
are on track, there is a gap in surgery but work towards the detailed action plan is 
progressing well. 
RA asked if the Quality Assurance Committee has looked at surgery. 
FN responded that surgery are on weekly executive performance meetings as part of 
the escalation of issues. New staff have been recruited. RA asked when it is 
anticipated that they will improve. FN responded that it is anticipated that there will be 
consistency by Q3. 
JB added that we are transitioning to the new 24 day system but Quality Assurance 
Committee will look at this if this isn’t doing what we expect. 
CO commented that national policy impacts and has meant we have moved towards 
24 days, the hope is that this impacts positively on GM overall. FN commented that 
we are working with Manchester Cancer and cancer managers are very aligned to 
support organisations to help struggling pathways in specific areas. FN stressed that 
the risk is a 20 as we may fail in Q3 as we transition over. The complexity of our 
patients will make this difficult. Updates will come through the performance report. 

c Workforce plan progress report  
 EL updated on the workforce plan which was approved in September 2017  and 

focuses on the engagement strand of the plan. 
One of the main tools we have for measuring staff engagement is the national NHS 
staff survey.  Section 2 in the paper shows the staff FFT results over the last twelve 
months.  The results  are good, are above the national average and correlate with the 
national annual staff survey results presented in March 2018. 
The feedback from staff working at The Christie through the FFT survey is that staff 
feel a sense of pride and are supported by their colleagues, however workload 
pressure and impact on health and wellbeing has become a recent theme of the 
feedback that we are responding to. 
EL drew the boards attention to the correlation of the staff FFT results with the positive 
patient experience feedback we have received in the recent CQC inpatient survey 
demonstrating the link between good staff engagement and excellent quality care. 
EL outlined what we are doing to address the areas for development.  She drew 
attention to the full corporate action plan found in Appendix one which describes the 
interventions planned. 
EL also drew attention to section 3 which shows some of the initiatives that have 
already been developed in response to the annual staff survey responses. 
These include:- 
• Delivery of  a number of health and wellbeing events, promotion of national 

campaigns such as mental health awareness week and delivery of resilience 
training for managers 

• Local and bespoke health and wellbeing work in hotspot areas that were identified 
through the results for example within Radiotherapy and Informatics departments 

• Working with education to establish processes for monitoring the process of 
capacity for staff learning and development opportunities to ensure that all staff are 
given equal and fair access 

• A promotion campaign to highlight the suite of training and development that is 
available to staff 

• The organisational recruitment and retention group to identify issues and develop 
interventions to ensure our staff enjoy coming to work 

Divisions have now received their local feedback and are working on implementing 
local action plans.  Progress is monitored and shared through the workforce 
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No Item Action 
committee and the Trust performance review process. 
Board were asked to note the results of the staff FFT and the progress against the 
actions in line with the workforce plan 
CO noted that it is important to look at workforce shortages and efforts to improve. 

27/18 Board assurance  
a Board assurance framework 2018/19  

 RS presented the BAF for 2018/19 – minor changes have been made since the last 
meeting. 
RS noted that there are no recommended changes to any of the risks at this stage. 

 

28/18 Any other business  
 RS reminded the board about the dates for the Board Time Out on 6th July, AMM 19th 

July. Monday 2nd July there is a full day of live broadcasting from SKY News. 5th July 
have Channel 5 broadcasting about technological advances. An ITN special on 
NHS70 features us.  

 

 Date of the next meeting:  
 Thursday 27th September 2018  
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Agenda item 29/18d

Month From Agenda No Issue Responsible 
Director

Action To Agenda no

Sepember 2018 Annual reporting cycle Integrated performance report COO Monthly report 30/18c
Compliance with NICE Safe Staffing Guidelines CN&EDoQ Six month review 31/18a

14/16f, 19/17c & 30/17b Workforce plan update DoW Progress report 31/18b
Annual reporting cycle Risk Management strategy CN&EDoQ Annual review 31/18d

WRES update DoW Annual update 31/18c

October 2018 Annual reporting cycle Corporate objectives & board assurance framework CEO Interim review
Annual reporting cycle Medical directors report - Research review (key issues, progress 

against objectives and future plans)
DoR Six month review

November 2018 Annual reporting cycle Integrated performance report COO Monthly report
Annual reporting cycle Medical directors report - Education review (key issues, progress 

against objectives and future plans)
DoSoO Six month review

Freedom to speak up FTSUG Annual report

January 2019 Annual reporting cycle Integrated performance report COO Monthly report
Workforce update DoW Quarterly report

March 2019 Annual reporting cycle Corporate planning (corporate objectives / BAF 2019/20) Executive directors Approve next year's annual plan

Annual reporting cycle Letter of representation & independence Chair Directors to sign
Annual reporting cycle Register of directors interests Chair Report for approval
Annual reporting cycle Integrated performance report COO Monthly report
Annual reporting cycle Declaration of independence (non-executive directors only) Chair For completion by NEDs

Annual reporting cycle Chair Approve
Six monthly compliance with NICE safe staffing guidelines CN&EDoQ Review
EPR update

Public Meeting of the Board of Directors - 2018

Action plan rolling programme after June 2018 meeting 

February 2019 - no meeting
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Month From Agenda No Issue Responsible 
Director

Action To Agenda no

April 2019 Annual reporting cycle Integrated performance report COO Monthly report
Annual reporting cycle Annual compliance with the CQC requirements CN&EDoQ Declaration / approval

Register of matters approved by the board CEO April 2018 to March 2019
Annual reporting cycle Medical directors report - Research update (key issues, progress 

against objectives and future plans)
DoR Review

Annual reporting cycle Annual Corporate Objectives CEO Review 2018/19 progress
Modern Slavery Act update CEO Chief Executive's report

Independent review of 
leadership & governance

Board effectiveness review Chairman Undertake survey

Workforce update DoW Quarterly report

May 2019 Annual reporting cycle Integrated performance report COO Monthly report
Annual reporting cycle Annual reports from audit & quality assurance committees Committee chairs Assurance
Annual reporting cycle Annual report, financial statements and quality accounts (incl 

Annual governance statement / Statement on code of governance)
EDoF&BD Approve

Monitor provider licence Self certification declarations EDoF&BD To approve the declarations
Annual reporting cycle Medical directors report - Education update (to include policy for 

managing potential conflicts of iinterest when securing bids to host 
conferences funded by pharmaceutical companies)

DoSoO Review

Freedom to speak up Guardian report FTSUG Quarterly update

June 2019 Annual reporting cycle Integrated performance report COO Monthly report
Responsible Officer report IEMD Medical Appraisal & Revalidation 

Annual report
02/18c 62 day cancer target COO 6 month update on progress

Workforce update DoW Quarterly report

Integrated performance report COO Monthly report By email

Integrated performance report COO Monthly report By emailAugust 2019 - no meeting

July 2019 - no meeting
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Agenda item 30/18a 
 

Meeting of the Board of Directors 
Thursday 27th September 2018 

 
 
 

 

Subject / Title Chief executive 

Author(s) Chief executive 

Presented by Roger Spencer 

Summary / purpose of paper To keep the board of directors updated on key 
external developments & relationships 

Recommendation(s) The board is asked to note the contents of the 
paper 

Background Papers n/a 

Risk Score n/a 

Link to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

Achievement of corporate plan and objectives 

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. 

BARD - Breast Screening after Radiotherapy 
Database 

MQEM - Macmillan Quality Environment Mark® 
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Agenda item 30/18a 
 

Meeting of the Board of Directors 
27th September, 2018 

 
Chief executive’s report 

 
1. Kate Granger Award for Compassionate Care 

Irene Budd, a nurse who has worked at The Christie for nearly 40 years has received a 
top national care award.  Irene won the Kate Granger Award for Compassionate Care 
in the 1970-79 category.  Irene, 80, has been at The Christie since 1979 and was 
awarded the British Empire Medal for services to nursing in 2014. 
 
The Kate Granger Awards for Compassionate Care are dedicated to Dr Kate Granger 
who sadly passed away in July 2016. Kate was the founder of the globally recognised 
#hellomynameis campaign to encourage all health and care staff, whatever their role, 
wherever they work, to deliver care with compassion, recognising the individual and 
their care needs. 
 
The award ceremony took place at the NHS England Health and Care Innovation Expo 
at Manchester Central on Wednesday 5th September. 
 
Further information can be found at https://www.england.nhs.uk/leadingchange/staff-
leadership/kate-granger-awards/  

 
2. Health and Innovation Expo 

The Christie contributed to NHS England’s Health and Care Innovation Expo 
Conference held in Manchester between 5-6th September.  The focus of the Christie 
stand this year was the imminent opening of the UK’s first Proton Beam Therapy centre 
at The Christie and also the expert advice offered to international clients.   
 
Simon Stevens, Chief Executive of NHS England visited The Christie PBT Centre 
during the first day and had the opportunity to discuss the development first hand with 
the PBT team.  
 
Professor Chris Harrison was a panel member on a session chaired by Sir Malcolm 
Grant, Chair of NHS England.  This session also included Deborah Kobewka, Chief 
Executive of Healthcare UK and explored the potential for greater international working 
from the NHS including the launch of new HCUK support called Export Catalyst. The 
Christie was identified as one of the national leaders in the provision of expert clinical 
advice to international clients. 
 

3. Breast Screening after Radiotherapy Database (BARD)  
The national launch meeting for BARD took place on the 13th September, 2018 at The 
Christie.  Patients cured of a first cancer are at a greatly increased risk of developing a 
second primary cancer.  This is particularly well demonstrated in female survivors of 
Hodgkin lymphoma who received radiotherapy to the chest under the age of 36 and 
whose subsequent risk of breast cancer can be as high as 1 in 3. In collaboration with 
Public Health England we have set up a national breast screening after radiotherapy 
database (BARD) hosted in Manchester and designed to optimise screening and 
facilitate research in the field. 

 

13

https://www.england.nhs.uk/leadingchange/staff-leadership/kate-granger-awards/
https://www.england.nhs.uk/leadingchange/staff-leadership/kate-granger-awards/


 
4. Macmillan Quality Environment Mark® 

The Trust was recently reassessed for the Macmillan Quality Environment Mark® 
(MQEM) and was successful in retaining the quality standards. 
 
The Macmillan Quality Environment Mark is a detailed quality framework used for 
assessing whether cancer care environments meet the standards required by 
people living with cancer. It is the first assessment tool of its kind in the UK. 
 
The MQEM standards were developed in collaboration with over 400 people living 
with cancer and with numerous stakeholders, including the Department of Health. 
The MQEM programme initially awarded 14 pilot sites throughout the UK during 
2009 and with continued new applications and 3-yearly renewals (where facilities 
have maintained the quality standards) the assessment rate has grown year-on-
year. By the end of 2015 they had completed over 250 assessments. 
 
Further information can be found at https://www.macmillan.org.uk/about-us/health-
professionals/programmes-and-services/mqem  
 

5. Greater Manchester Developments 
The Christie are a key partner in the awarded national genomics lab re-designation for 
the North West.  Genomic service providers across Manchester, Liverpool and 
Lancashire have collaboratively developed a bid to provide high quality efficient 
genomic services to the population of the North West.  The submission recognises the 
importance of genomic medicine for the continuing improvement of cancer care for 
which The Christie is key in ensuring fast and universal adoption of the optimum tests 
for cancer patients in the north west.  
 
The Christie is working closely with partners on the reorganisation of Urology and 
Gynaecology surgery.  The Christie with Manchester Foundation trust have initiated 
phase 1 for the transfer of Prostate surgery to The Christie from Oldham.  
 
The Christie histopathology team worked closely with our service and academic 
partners in developing a strategy to support the future of cancer diagnostics at The 
Christie.  This was approved at the trust management board and has now entered the 
mobilisation phases.  
 
An update from the Greater Manchester Health and Social Care Partnership is 
attached. 
 
Further information can be found at http://www.gmhsc.org.uk/  
 

6. Estate Developments 
 
Proton Beam Therapy Centre 
All construction works are complete and the operational teams have now fully moved 
into the new Proton facility.  The first outpatient clinics were held on Monday 10th 
September 2018. 
 
Christie Medical Physics are now clinically commissioning Gantry 1 and are due to take 
handover of Gantry 2 in the next month.   
 
Outpatient Development 
Construction works to the new Outpatient Department are now complete and it has 
been successfully handed over for trust commissioning.   A phased move of out patient 
clinics will begin in October and will continue until early 2019. 
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Over the coming months, work will begin on introducing a new patient flow system to 
the Trust.  In addition, the trialling of paperless clinics has begun, with five clinics now 
running successfully without paper notes.  
 
Oak Road Resurfacing and Improvements to Patient Drop Off 
Over the next couple of months work will be undertaken by Manchester City Council 
Highways to resurface Oak Road including footpaths on both sides and new road 
markings.  
 
Once the resurfacing works are finished, it is planned to reopen Oak Road in both 
directions. 
 
Following the relocation of the Out Patient Department to its new location it is planned 
that the drop off area on Wilmslow Road is closed.  The junction of Wilmslow Road and 
Cotton Lane will also be improved including the installation of traffic lights and pelican 
crossings.  
 
It is also planned to make improvements to the junction of Cotton Lane and Wilmslow 
Road.   
 
There will also be improvements to the patient drop off areas on Palatine Road which 
is closer to the patient parking in the multi storey car park.   
 
Car parking 
A proposal for new car parking will be considered in September.  This will provide an 
additional 405 spaces.  Planning permission has previously been granted by 
Manchester City Council in January 2018. 
 
During construction, there will be a need to relocate a significant proportion of staff car 
parking spaces off site.  Additional park and ride facilities are being finalised to 
accommodate displaced spaces.  Park and ride will continue to be free during this 
period. 
 
The construction of a new car park will also require the demolition of accommodation 
blocks B and C.  These works are likely to commence early 2019.   
 
The Christie at Cheshire East 
We are currently developing plans for a Christie Cancer Centre at East Cheshire 
Hospital in Macclesfield.   
 
The Outline Business Case was recently approved confirming funding to progress the 
detailed design and enable the production of a Full Business Case.   
 
Paterson Redevelopment 
The Christie and its partners (University of Manchester and CRUK) continue to 
consider options for redesigning and redeveloping the site of the Paterson building.  It 
is intended to create a facility that ensures the on-going integration of clinical and 
scientific activities at The Christie. 
 
Enabling works are currently taking place including internal strip out and demolition. 
The roof is also being cleared of debris and damaged equipment.  Work is progressing 
with Manchester City Centre to obtain the necessary approvals to enable the full 
demolition of the building in late 2018. 
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Ambulatory Haematology 
Minor works are currently planned in the space that previously accommodated the 
procedures team.  These minor works will convert the space into an ambulatory 
haematology department.  These works started in mid-July and will last for 12 weeks.  
 
Dining Room 
As part of the completion of Proton Beam Therapy and Outpatient Patient Department 
we are planning to improve the dining room which will be opened up to connect to the 
new link corridor to Outpatients.  The dining room will be re-decorated with new lighting 
and seating. 
 
More information about our new developments can be found at: 
http://christie.nhs.uk/about-us/our-future/our-developments/  
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Latest news from Greater Manchester Health and Social Care Partnership - Issue 31 

 

 
Aiming to end all new cases of HIV within 25 years 

 
 (Greater Manchester Mayor Andy Burnham at Manchester Pride Candlelit Vigil) 

 
More than £1m has been committed to end all new HIV transmissions in Greater Manchester 
within 25 years.  To achieve the ambitious target the Greater Manchester Health and Social Care 
Partnership will work alongside those living with HIV, and those most at risk of infection, to offer 
support through a new £1.3m programme.   
 
The region will also join a global network of cities, including Paris and San Francisco, that 
together are spearheading the fight against HIV. 
 
Mayor of Greater Manchester Andy Burnham unveiled the plan for the region to become part of 
the Fast Track Cities network as he spoke at the Manchester Pride Candlelit Vigil on Monday 27 
August. 
 
Almost 300 new HIV diagnoses are made every year in Greater Manchester. 44 per cent of those 
come at a late stage - greatly increasing the risk of further transmission, the cost of treatment and 
the impact on the person’s life.  In addition, around 745 people are thought to be living with HIV 
but unaware of their positive status. 

Read more 

Kick smoking in the butt this October 
Greater Manchester is getting behind Stoptober, the 28-
day stop smoking challenge from Public Health England, 
which begins on 1st October 2018. 
 
The message this year is that quitting smoking is easier 
with the right support and the most successful quit 
attempts are made with a combination of quit methods like 
face-to-face support, nicotine replacement therapies (such 
as patches, inhalers or lozenges) and e-cigarettes. 
 
In Greater Manchester we’ll be supporting the national 
campaign with our own activity. We’ll also be taking the 
opportunity to highlight the successes of our own Making 
Smoking History programme, which is looking to support a 
third of the region's smokers to quit by 2021. 

 
Leigh Webber, 56, of Timperley, who 
quit smoking to beat early stages of 
lung cancer shared her experience 
with the Health and Care Board on 
Friday 14 September. Read Leigh’s 
inspiring story 
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Pharmacy health champions 
Anne-Marie Jackson and 
Sharon Mason. 

Greater Manchester’s Pharmacy Health Champions are 
helping people lead healthier lives 
 
Staff at pharmacies across Greater Manchester are offering 
advice to local people to help them lead healthier lives. 
Health champions are specially trained staff who are ideally 
placed to have conversations with patients and customers visiting 
pharmacies. 
 
They’re highly skilled at broaching delicate issues like someone’s 
weight, alcohol  or mental health and can earn the trust of visitors 
by simply lending a sympathetic ear. 
 
Read about Anne-Marie Jackson and Sharon Mason experiences 
as health champions at Centre Pharmacy Cheadle Hulme. 

  
See more, learn more, go further! 

 
National Eye Health Week takes place from 24-30 September. 
 
In Greater Manchester we will be reminding everyone, but especially parents and young people, 
about the importance of having regular eye tests. 
 
As well as improving sight, treating a child’s eye problem can also make a difference at school. It 
can improve behaviour and concentration as well as helping build confidence. 
 
All children under 16 (and young people under 19 in full-time education) are entitled to a free eye 
test. 
 
Parents and guardians can take their child to any local optician. 
 
Find your local optician 
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“We have to expand and involve a modern hospice care service in a long overdue 
overhaul of our health care system.” James Frith MP for Bury North. 

Our chief officer Jon Rouse has welcomed a report into hospice provision by Bury North MP 
James Frith. 
 
The report, Living Well and Dying Well, was published on Friday 14 September and calls for 
families to be given more choice over end of life care. 
 
The reports highlights figures from Hospice UK, that show 50 per cent of people currently die in 
hospital – despite the fact that 82 per cent would prefer to die at home. 

 
  

The nights are drawing in and the temperature is starting to drop …. 
Winter is coming 

 
The Partnership  has been preparing for winter so that we can deal with the increasing illnesses 
that the cold weather can bring. 
 
But there are also lots of ways you can stay healthy and safe over winter. 
 
For example, get protected against flu. People over 65 years, 2 and 3 year-olds, pregnant 
women and people in certain at risk groups are all eligible to receive a free flu jab at their GP 
practice or pharmacy. 
 
If you start to feel unwell, even if it’s a cough or a cold, don’t wait until it gets more serious, seek 
advice from your local pharmacy. 
 
You can also now go to NHS111 online for quick advice straight to your smartphone, laptop or 
other digital device. 
 
GP practices across Greater Manchester also now offer extended opening hours in the evenings 
and on Saturdays. Contact your practice to find out more. 
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Beverley Bryant, chief 
operating officer, the System 
C & Graphnet Care Alliance 

Viewpoint: “Digital technology is a key building block in the 
ambition to provide safer and smarter care to the people of 
Greater Manchester.” 
 
Health and care workers across Greater Manchester will soon be 
able to share patient information more easily, helping improve the 
standard of care and treatment. 
 
Beverley Bryant, chief operating officer, the System C & 
Graphnet, has taken the time to explain how Greater 
Manchester’s record sharing project – one of the biggest of its 
type in Europe – will change health and social care across the 
region. 

Read more 
  

World Suicide Prevention Day 

 
Greater Manchester showed its support for World Suicide Prevention Day on Monday 10 
September. 
 
NHS staff, academics, and charity workers came together at Media City for the Greater 
Manchester Suicide Prevention Summit – where they discussed the issue and what we can all 
do to make a difference. 
 
Both the mayor, and our chief officer , Jon Rouse, spoke at the close of the summit, which was 
led by the partnership and the Greater Manchester Combined Authority. 
The day concluded with a candlelit vigil of remembrance outside the Lowry Theatre. The vigil 
was a chance to remember those we have lost in Greater Manchester and show those grieving 
the loss of loved ones that our community is here for them. 

Read more 
  
Find out how health and social care devolution affects you 
In 2016 Greater Manchester signed a historic devolution deal with the government, to 
take charge of the £6bn spent on health and social care across the region. 
Chief Officer of the Greater Manchester Health and Social Care Partnership Jon Rouse is 
currently attending events across the region to provide people with an opportunity to learn more 
about what devolution means and to explain what has been achieved over the last two years. 
 
Find dates and venues for upcoming events 
 
There's loads of ways to keep up to date with the latest Greater Manchester Health and Social 
Care Partnership news:  
Visit our website 
follow us on Twitter  
like us on Facebook 
or watch our YouTube channel 
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Agenda item 30/18b 
 

Meeting of the Board of Directors 
Thursday 27th September 2018 

 
 
 

Subject / Title Executive Medical Director’s Report 

Author(s) Yvonne Clooney 

Presented by Executive medical director 

Background Papers n/a 

Summary / Purpose of Paper The Board is asked to note the content of this report 
and the on-going improvement plan.  

Recommendation(s) For the board of directors to note the report 

Background papers Medical appraisal policy 

Risk score  

Links to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

All objectives of the Trust 

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. 

AMD Associate Medical Director 
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Agenda item 30/18b 

 
Meeting of the Board of Directors 

Thursday 27th September 2018 
 

Executive Medical Director’s Report 
 
 

1. Associate Medical Director Appointments 
I am delighted to inform you that we have made two new AMD appointments.  The successful 
candidates took up post from 1st September and will have a 3 month handover from Jeremy 
Lawrance to assist their familiarisation with the divisions.  These are new roles and are 
intended to work flexibly across divisions with other clinical leaders in the organisation. 
 
AMD affiliated to Networked Services: 
Dr Dan Saunders who will support transformational projects around outpatient care 
 
AMD affiliated with Cancer Support and Specialist Surgical Services: 
Dr Mike Leahy who will continue his work in developing new models for inpatient care. 

 
I also want to recognise the service that Jeremy has provided for a number of years, both 
within his division but also making substantial contribution to a number of other areas which 
perhaps have not been visible to all.  I have personally valued his forthright advice and often 
highly perceptive insights; I am sure he will continue to support the organisation in other ways. 

 
2. Greater Manchester Cancer Appointments 

We recently received notification from GM Cancer in relation to lead clinician appointments to 
the GM Cancer programme of work.  I am pleased to inform you that the following clinicians 
were appointed: 
 
- Fiona Blackhall was recruited in July to the Genomics pathway board clinical lead in GM 
- David Thomson was recruited in September as the Pathway Director to the head and 

neck pathway board. 

In addition Cathy Heaven has been recruited as the Programme Director for Education in GM.  
 
This is excellent news and will strengthen further our partnership with GM Cancer. 
 

3. European Round Table Meetings (ERTM) 
In June we received the final report of the 5th European Round Table Meeting “Research 
driving innovation – what are key factors for successful integration of translation science into 
oncology care concepts?” held in Berlin on May 4th 2018. 

 
Research update 

 
4. Leading surgeon wins prestigious medal  
 Professor Noel Clarke has been awarded the prestigious St Peter’s Medal by the British 

Association of Urological Surgeons (BAUS) which recognises his sustained contributions to 
the advancement of urology. The medal is the highest honour that the national association can 
give. It is awarded annually and it is the first time in 48 years that it has been awarded to a 
North West urologist. Professor Clarke has been a consultant urological surgeon at The 
Christie and Salford Royal since 1993. He has an international reputation for his expertise in 
the treatment of bladder, prostate, renal and testis cancer and in the management of complex 
pelvic and retroperitoneal tumours.   
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5. Rise in number of research trials 

The number of National Institute for Health Research (NIHR) portfolio studies that are 
recruiting patients at The Christie has jumped by 11 per cent in the last year. NIHR figures 
show that we recruited to 214 portfolio studies in the year ending in March 2018, compared 
with 193 the previous year. The figures show that the number of participants recruited to trials 
in the past year was 1,809, which is 31 per cent higher than the target set for The Christie by 
the Clinical Research Network (CRN), which coordinates and supports research.  

 
6. Clinical Research Network earns top accolade 
 Clinical research company Medpace has awarded Flagship Site Network to the Clinical 

Research Network Greater Manchester (CRN GM), which includes The Christie. The company 
says only the highest-achieving sites that ‘consistently demonstrate excellence in feasibility, 
contracts, recruitment, retention and quality’ achieve this status. Medpace says it has joined 
forces with CRN GM to deliver outstanding results in study recruitment and data quality.  

 
7. iMATCH team submit funding bid 
 The iMATCH team has submitted a bid for part of the Innovate UK fund that will further 

integrate the work of the three existing advanced therapy treatment centres (ATTCs). The bid 
is entitled SAMPLE (Standard Approach to ATMP tissue collection) and involves collaboration 
with the other two ATTCs, Midlands and Wales ATTC and Northern Alliance ATTC, and 
introduces a new partner, Guy's & St Thomas's Hospital, London, to expand activities outside 
the ATTCs.  

 
8. Christie leads strong 100K Genomes Project performance 
 Greater Manchester, with The Christie as lead trust for cancer, continues to perform well in 

meeting its 100K Genomes Project targets and has sent 958 samples for Whole Genome 
Sequencing. By the end of the project, more than 750 cancer patients from five contributing 
NHS Trusts in Greater Manchester will have been included in the project, which will have 
embedded the mechanisms for routine sample collection for genomic testing into mainstream 
NHS practice. The project was due to close in December 2018 but will now continue until 
March 2019. 

 
9. Partnership with Roche will develop contracting models 
 The Christie has formed a partnership with Roche to explore new contracting models and 

currencies for cancer medicines. The project will see the partners pool expertise in 
commissioning, health economics, informatics and finance to define and develop contracting 
models for medicines based on outcomes. In particular it will look at alternative reimbursement 
models, while patients will benefit from access to a greater range of innovative interventions. It 
is hoped the project will shape national discussions about access to cancer medicines.  The 
project will report its findings in October 2018. 

 
10. Research features in NHS 70 Sky broadcast 
 The corporate communications team worked with Sky News to help raise the profile of The 

Christie and its research staff during July when Sky News visited us as part of the NHS 70th 
birthday celebrations. Research colleagues featured prominently during the day-long 
broadcast: Professor Rob Bristow, Professor John Radford, Professor Richard Cowan, Dr 
Fiona Thistlethwaite and clinical trials pharmacist Nisa Khan all gave live interviews, while liver 
cancer patient Dave Walmsley shared his experiences of being on a clinical trial. 

 
11.  Guardian of Safe Working Hours  
 The report for Quarter 2 (June 18) is attached for information. 
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QUARTERLY REPORT ON SAFE WORKING HOURS:  
DOCTORS AND DENTISTS IN TRAINING  
 
Executive summary 
This is the fourth report to the Board which is required on a quarterly basis to summarise the 
implementation of the new junior doctor contract as part of the terms and conditions of service (TCS). The 
first doctors at the Christie commenced working on the new contract in August 2017. We have purchased 
and are using the ‘Allocate’ Software to report exceptions. The next report should include an annual report 
and summary. Exception reports with regard to educational issues are not included in this report. 

It should be noted that approximately one third of the junior doctors at the Christie remain on the old 
contract and are therefore not subject to exception reporting for safe working hours in the same way as 
those on the new contract. 
 
High level data to cover quarter from 1st March 2018 to 31th May 2018 
Number of doctors in training – 60 
Number of doctors on 2016 TCS (new contract) – 40 (66%) 

Number of exception reports (working hours) 9 

Number of fines issued by Guardian 0 

Monetary value in total of fines issued £0 

Introduction 

a) Exception reports (with regard to working hours) 
Eight exception reports have occurred within Combined Oncology group. These were completed by three 
trainees. Discussions have taken place between supervisors and trainees in all instances. These were all 
discussed within two weeks and when they were delayed from over one week this was due to leave. Two 
work schedule reviews were recommended at the meetings but these were due to a misunderstanding of 
the process and the need for work schedule review. Therefore these have not taken place at the trainees 
request. 
 
Exception reports by department 
Specialty No. exceptions 

carried over 
from last report 

No. 
exceptions 
raised 

No. exceptions 
closed 

No. exceptions 
outstanding 

Combined Oncology (FY2s & 
CMTs) 

0 8 8 0 

Medical Oncology 0 0 0 0 
Clinical Oncology 0 1 1 0 
Endocrinology & 
Haematology 

0 0 0 0 

Others (Surgery, CCU, 
Histopathology, Radiology, 
Palliative Medicine) 

0 0 0 0 

Total 0 9 9 0 
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Exception reports by grade 
Specialty No. exceptions 

carried over from 
last report 

No. exceptions 
raised 

No. exceptions 
closed 

No. exceptions 
outstanding 

F2 0 8 8 0 
CT1-2 / ST1-2 0 0 0 0 
ST3-8 0 1 1 0 
Total 0 9 9 0 

 
Exception reports (response time) 
 Addressed within 

48 hours  
Addressed within 
7 days 

Addressed in 
longer than 7 
days 

Still open 

F2 1 3 4 0 
CT1-2 / ST1-2 0 0 0 0 
ST3-8 1 0 0 0 
Total 2 3 4 0 

 
Hours monitoring for junior doctors on 2002 TCS 
Monitoring is next due to take place for all junior doctors who have remained on the 2002 TCS in April 
2019.  
 
 
b) Work schedule reviews 
Nil required. See above (section a) 
 

Work schedule reviews by grade 
F2 0 
CT1-2 / ST1-2 0 
ST3+ 0 
Total 0 

 
Work schedule reviews by department 
Acute medicine 0 
Combined Oncology (FY2s & 
CMTs) 

0 

Medical Oncology 0 
Clinical Oncology 0 
Endocrinology & Haematology 0 
Others (Surgery, CCU, 
Histopathology, Radiology, 
Palliative Medicine) 

0 

Total 0 
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c) Locum work carried out by trainees 
 

Locum work by trainee 

Specialty Grade 
Number of 

shifts 
worked 

Number 
of hours 
worked 

Number of 
hours 

rostered per 
week 

Actual hours 
worked per 

week 
Opted out of WTR? 

Medical 
Oncology ST 3 24.5 42:43:00 45:05:00 N 

Clinical 
Oncology ST 1 16 42:51:00 44:05:00 N 

Combined 
Oncology 
(FY2s & 
CMTs) 

ST 
 1 8 42:43:00 43:15:00 N 

Combined 
Oncology 
(FY2s & 
CMTs) 

FY 7 44 46:20:00 51:10:00 N 

Total  12 92.5    
 
N.B. This includes all trainees including those on the 2002 terms and conditions.  
 
d) Vacancies 

 

Vacancies by month 
Specialty Grade Month 1 

(Mar 18) 
Month 2 
(Apr 18) 

Month 3 
(May 18) 

Total gaps 
(average) 

Number of shifts 
uncovered 

Clinical Oncology ST3 – 7 0 0 0 0 0 
Combined Oncology FY2 0 0 0 0 0 
Combined Oncology CT1 – 2 0 0 0 0 0 
Critical Care ST3 – 7 0 0 0 0 0 
Endocrinology CT1 – 2 0 0 0 0 0 
Endocrinology ST3 – 7 0 0 0 0 0 
Haematology CT1 – 2 0 0 0 0 0 
Haematology ST3 – 7 0 0 0 0 115 
Histopathology ST1 – 5 2 2 2 2 0 
Medical Oncology ST3 – 6 0 0 0 0 0 
Radiology ST1 – 5 0 0 0 0 0 
Surgery (General) ST3 – 8 1 1 1 1  
Surgery (Gynae-
Oncology) 

ST3 – 8 1 1 1 1 0 

Trust Grade (Gynae-
Oncology) 

Equiv. 
ST3+ 

2 0 0 0 35 

Trust Grade (Junior 
Oncology Fellow) 

Equiv. FY2 
– CT2 

4 3 3 3.33 140 ** 

Trust Grade 
(Paediatric 
Oncology) 

Equiv. 
ST3+ 

0 0 0 0 4 

Trust Grade 
(Urology) 

Equiv. 
ST3+ 

2 2 2 2 67 

Total       
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Note: The number of shifts uncovered refers to the amount of shifts which were required to be covered by 
an internal or external locum due to a vacancy however this excludes any shifts which needed to be filled 
due to ad hoc requirements (i.e. short term sickness). These shifts are routinely out of hours shifts as the in 
hours work is picked up by the team members that are present.  
 
** Two Trust Grade (Junior Oncology Fellow) have been employed to cover vacancy shifts on the FY2 and 
CMT rotas due to changes and historic agreements leaving two vacancies on the out of hours Trust Grade 
(Junior Oncology Fellow) rota. The FY2 rota has been merged with the Trust Grade (Junior Oncology Fellow) 
rota from August 2018 and agreement is in place to work more flexibility to avoid as many unfilled shifts. 
 
e) Fines 
No fines have been required. 
 
Fines by department 
Department Number of fines levied Value of fines levied 
Acute medicine 0 0 
Combined Oncology (FY2s & 
CMTs) 

0 0 

Medical Oncology 0 0 
Clinical Oncology 0 0 
Endocrinology & Haematology 0 0 
Others (Surgery, CCU, 
Histopathology, Radiology, 
Palliative Medicine) 

0 0 

Total 0 0 
 

Fines (cumulative) 
Balance at end of last 
quarter 

Fines this quarter Disbursements this 
quarter 

Balance at end of this 
quarter 

0 0 0 0 
 

Qualitative information 

Junior Doctors Forums 
A Junior Doctors Forum has been established and is held on a quarterly basis. The Guardian of Safe Working 
Hours Chairs this meeting. Attendance from junior doctors at the forum is poor and I continue to encourage 
better attendance. We plan to re-remind doctors at induction, send more email reminders and ask the 
juniors to send a message via their ‘whats app’ group. 

Conclusion 
There has again been an increase in the number of exception reports in this quarter. This trend will 
continue to be monitored. No work schedule reviews have been required. 

The board of directors is asked to note the detail in the report and receive a further update in three 
months’ time as well as an annual summary due next quarter. 
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Integrated Performance & 
Quality Report 
August 2018 
 

 
 
 
 
 
 
 

 
 
 
 

Responsive Effective 

Safe Caring 

Well Led 

29



Month 5 (August) Performance Report 
 
 
 
Introduction 
The Integrated Performance and Quality report presents a summary dashboard that provides an 
overview of performance.  Exception reports set out information about breach of standards 
highlighted red as well as any other areas of concern within the report, together with action taken 
and projected performance.  
 
Overall Performance 
The 62 day performance for August has not been achieved.  An exception report with additional 
details can be found in section 1.  Our length of stay has reduced but remains slightly above plan.  
There are two risks rated at 20 which are related to our 62 day performance and our activity 
position, and 2 risks rated at 16 in month.  Full descriptions of the risks can be found in section 2. 
 
Quality  
In month the patient satisfaction survey results remain high with a 98.3% positive response score.   
 
Patient safety 
There have been no cases of MRSA bacteraemia and one case of C-difficile which was 
unavoidable.     
 
Finance 
The Trust is exceeding the NHSI Control Total by £634k and our position assumes meeting all 
criteria for Sustainability and Transformation Fund (STF) core funding.  
 
Our overall income and expenditure position is a deficit of £2,651k, which is £1,406k above plan.   
 
Our recurrent CIP position is at 73.9% and is above the month 5 trajectory.     
 
Under the Single Oversight Framework, our Use of Resources score is 1. 
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2018/19 Dashboard 
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1. Responsive 
 
1.1 National Standards  
 

 
 
1.1.1 Cancer Standards – 62 Days - New Breach Allocation Policy – from July-18 
*All Cancer standards figures are subject to validation 
 
 

 
 
1.1.2 Cancer Standards – 62 Days Old GM&C Breach Reallocation Policy. 
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Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19
62 Days (New Breach Allocation Policy) 85.9% 78.3%
62 Days (GM&C Breach Reallocation Policy) 89.3% 86.1%
62 Day Standard 85% 85% 85% 85% 85% 85% 85% 85% 85%

62 Days (New Breach Allocation Policy) 62 Days (GM&C Breach Reallocation Policy) 62 Day Standard

50.0%

55.0%

60.0%

65.0%

70.0%

75.0%

80.0%

85.0%

90.0%

95.0%

100.0%

Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18 Jul-18 Aug-18
62 day CWT 70.2% 67.3% 70.5% 60.5% 63.5% 52.8% 62.7% 75.2% 63.7% 58.2% 62.7% 61.3% 57.9%
62 day (Adjusted) 82.5% 85.5% 88.4% 87.2% 90.1% 69.1% 87.5% 92.9% 87.7% 85.3% 86.0% 89.3% 86.1%
62 Day Standard 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85%

62 day CWT 62 day (Adjusted) 62 Day Standard
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1.1.3 24 Day Standard 

 
 

1.1.4 Cancer Standards – 62 Days – (Networked 
Services) – New Breach Allocation Policy  

1.1.5 Cancer Standards – 62 Days – (Clinical 
Support & Specialist Surgery) – New Breach 
Allocation Policy 

  
 
1.1.6 Cancer Standards – 31 Days
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1.1.7 18 Weeks Incomplete Pathways 

 
1.1.8 Diagnostic Waiting Times – CT 1.1.9 Diagnostic Waiting Times - MRI 

 
 
1.1.10 Radiotherapy Waiting Times (Ready to Be Treated to Treated) 

  
 
1.1.11 Delivering Same Sex Accommodation 1.1.12 70 Day Target 
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1.2 Trust Internal Standards 
 

 
 
1.2.1 Pharmacy Waiting Times 

 
 

1.2.2 Chemotherapy Waiting Times  

  
 
1.2.3 Cancelled Operations On The Day For Non-

Clinical Reasons 
1.2.4 Number of Surgical Operations 
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1.2.5 Number of PET Scans  1.2.6 Inpatient Length of Stay - ALL (Rolling 12 
Months)

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

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

Patient admitted as an emergency on 4th April 2018 and as of 31st August 2018 had been an inpatient for 
149 days.   
 
1.2.10 Transfers (Rolling 12 Months LOS) 1.2.11 LOS Over 30 Days  

 
 
1.2.12 LOS Over 30 Days (Discharged – 

Breakdown by Admission Type)  
1.2.13 Patients Recruited to Trials
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1.2.14 New Studies Opening to Recruitment 1.2.15 Studies Open to Recruitment 

  
1.3 Activity 
 

 
 
1.3.1 Summary Activity – In Month & YTD 
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1.3.2 1st Cut Data & Refresh Variance 

 
 
1.3.3 External Referrals 

 
1.3.4 Activity against Plan 
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1.4 Infection Control 
 

 
 
1.4.1 MRSA Bacteraemia 1.4.2 C-Difficile 
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1.4.3 MSSA Bacteraemia 1.4.4 GRE Bacteraemia 

  

1.4.5 E-Coli 1.4.6 Klebsiella Species 

  
1.4.7 Pseudomonas Aeuriginosa 
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1.5 Financial Summary In Month 
 
 

1.5.1 Income & Expenditure 

 
 
• EBITDA position is a surplus of £14,828 (1,388k 

above plan). 
• Month 5 I&E deficit is £2,651k (£1,406k above 

plan). 
• Performance is £22k above our planned financial 

performance surplus, at a surplus of £3,684k. 
• CIP delivery stands at 76.7% in year and 73.9% 

recurrently. 
• Agency spend in month is marginally above the 

NHSI ceiling, but is below the ceiling 
cumulatively. 

• We have achieved the NHSI Control Total (£634k 
above plan) and our position assumes meeting 
all criteria for Provider Sustainability Fund core 
funding. 

 
 

 

1.5.2 Trust Performance against NHSI Control 
Total 

 
1.6 Balance Sheet & Liquidity 
 
• Cash balances stand at £99,519k (120.20% of 

plan). 
• Debtor days have remained at 18 in line with 

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

• Capital expenditure stands at 87.6% of the 
internal plan. 
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1.6.1 Exchequer Cash Balances 1.6.2 % Staff Clinical-Non-Clinical 

  
 
1.6.3 Aged Debt 
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1.7 CIP  
 

 
 
The annual target for CIP in 2018-19 is £7.8m in year and £6.8m recurrently.  At the end of month 5 73.9% 
of recurrent and 76.7% of in year efficiency savings against the targets have been removed from budget.  
With the risk assessment value of the schemes in work up and removed from budget, 74.1% of CIP 
recurrently and 76.9% in year has been identified.   
 
• Within month 5, 2 PIDs were submitted and 2 PIDs were completed in month to release £80k in-year 

savings and £112k recurrently. 
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• CIP as at month 5 is currently above trajectory.  
 

 
 
1.8 Agency 
 

 
 
1.9 Exception Reports 
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2. Safe 
 
2.1 Safe Staffing 
 

 
 
2.1.1 Breakdown by ward 

 
 
2.2 Bed Occupancy 
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2.3 Clinical Incidents 
 

 
 
2.3.1 Pressure Ulcers – (Cumulative Totals) 2.3.2 Inpatient Falls – (Cumulative Totals) 

 

2.4 Clinical Governance 
 

2.4.1 Inquests 

 
 
 
 
2.4.2 Claims & payments 

 
 
2.4.3 Serious Incident Panels 

 
 
2.4.4 Serious Incidents Reported 

One serious incident was reported in August 2018.  This related to the unexpected death of a 
patient following complication of elective gastrostomy tube insertion.  
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2.4.5 Executive Reviews 

 
 
2.4.6 Top Operational Risks 
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Control Measures 

1 
 

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

20 31st Dec 
2018 

• Daily PTL meetings 
• Additional capacity for theatres and outpatients, including 

weekend lists and third sessions 
• Review of all breach pathways 
• Review of referral pathways 
• Recruitment of additional consultant staff across specialties 
• Weekly escalation meeting with exec team 

2 
 

2018/19 Recurrent Trust Wide 
Cost Improvement Programme 
not achieved 

20 31st Dec 
2018 

• Monthly monitoring of activity and income position 
• Weekly escalation with division \ specialties with reduced 

activity and 
• financial positions 
• Review of cost base relative to activity 
• Production of revised financial forecast end of Q2 to 

determine risks and mitigation at executive level 

3 
 

Trust-wide staffing gaps due to 
national shortages in some 
occupations 

16 30th Sep 
2018 

• Commencement of Trust wide workforce planning & 
transformation project. Nurse Recruitment & Retention project 
group and plan 

• Involvement of our clinical Junior Dr leads in the project to 
ensure Junior Dr feedback and experience is included  

• Implementation of regular focused retention meetings and 
discussions with a range of nursing staff including newly 
recruited nurses and nursing associates 

• Clinical Workforce Planning and Transformation Group 
continue to meet. Paper to August Management Board with 
further proposal/recommendations for 5 workstreams 
(recruitment and retention, ANPs, junior doctor experience, 
inpatient and outpatient workforce redesign projects) 

4 
NEW 

Impact on patient and staff 
experience within radiotherapy 
due to pressures of  revised 
cancer target and depleted 
staffing levels at senior 
grades.  This impacts by 
longer waits for patients on the 
day of treatment and has 
impacted upon staff morale 

16 30th Sep 
2018 

• Proton centre staff to assist where possible, and backfill for 
training and service delivery 

• Band 7&8s working clinically in the department 
• Business cases ongoing 
• Current recruitment ongoing – out to interview and awaiting 

new starters 
• Review of current processes to streamline patient flow 
• Regular meetings with staff and Deputy chief operating officer 

 
2.4.7 Exception Reports 

None 
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3. Effective 
 
3.1 Clinical Effectiveness 
 

3.1.1 Treatment Survival 

  

  
 
3.1.2 Wrong Route Chemotherapy 3.1.3 Critical Care Unit Mortality Rates 

  
 
3.1.4 Inpatient Deaths – Onsite Deaths  

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

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

  
 
4.2 Complaints 
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4.2.1 Complaints Comparison 4.2.2 PALS Contacts

 
4.3 Friends & Family Test 
 
4.3.1 Inpatients & Daycases 4.3.2 Outpatients 

 

4.3.3 Inpatients by Ward 

 
 
4.4 Staff Friends & Family Test  
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4.5 Executive Walk rounds 
 
21st August 2018 – Health Records – Chief Nurse & Executive Director of Quality 
Things to be proud of:  
• Good communication across the team and staff involvement in decision-making 
• The team is fully established, is working well and is in a better position than last year 
• All work is cleared daily 
• Pfizer clinical trials monitoring audit was very positive about the tidiness of the notes and bays 
• A bank team is available to rotate 
• The new Outpatient system looks impressive and will make for a smoother patient flow 
• New patient records for 4 consultants are now paper-light as of the beginning of August and work is 

being undertaken to provide reassurances to other consultants and extend the initiative 
• Re-skilling of staff in different areas over the last 12 months to prepare for anticipated staff reductions 

in the future 
Challenges: 
• The main issue is the limitations for storage. In the face of both legal requirements and trial rules for 

retaining notes this will only get worse as trials increase. New patient numbers are increasing and for 
this year the number is expected to exceed the normal average of 18,000 per year. This will put an 
increased strain on storage capacity 

• Another challenge is the anticipated increase in patients requesting to view their notes since the legal 
changes through GDPR were introduced 

• The building itself presents challenges in respect of ambient temperature 
Things to take forward: 
• Management of the storage problem to be highlighted  
• Discuss the increase in trials with the governance lead for the trials team as one solution to the storage 

problems would be to charge drugs companies for provision of storage of trials records 
• Extension of the paper- light initiative to include more new patients 
• Undertake a ‘mock day’ in Outpatients to fully test the new system 
• Introduction of apprenticeships (already progressing) 
28th August 2018 – Medical Illustration -   Chief Operating Officer 
Things to be proud of: 
• Small team, very supportive of each other and work well together  
• Receive support from the Director of Regional Physics and the General Manager 
• Managing the increased clinical activity within the established head count 
• Opportunity to interact with patients and  make a difference – unsung hero’s 
• Great working relationships with the surgeons  
• Wedding/christening photography for patients at end of life – a lot of care and attention goes into 

producing an album. The team work together to ensure the photographer can be released from clinical 
duty to take the photos and produce the album and they stay until it is perfect and delivered to the 
patients on the same day.  

Challenges: 
• Succession planning – small pool of staff from around the region but to date staff are keen to work at 

the Christie.  
• Sharing graphic design workload now a new member of staff has been appointed into the Marketing 

team.  
• No designated staff toilet close to the department and as a small team it is often difficult to leave the 

department to locate an available bathroom.  
Things to take forward: 
• How ‘grow our own’ medical photographers - ? regional rotation 
• Interface with the Marketing team to ensure fair distribution of graphic design work load.  

 
4.5.1 Exception Reports 

None 
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5. Well Led 
 
5.1 Trust Headcount & FTE 
 

 
 

 
 
5.2 Trust Sickness 
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5.3 PDRs 
 

 
 
5.4 Essential Training 
 

 
 
5.5 Staff Turnover 
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6. Additional Documents 
 
6.1 Pharmacy waiting times 
 
Calculation of Pharmacy Waiting Times 
Change to the methodology used to calculate performance  

 
Current position.  
Currently the pharmacy waiting times are calculated using a methodology that takes into account the delivery 
of “ready to use” prepacks to patients receiving day case treatments at the Trust. 
This methodology has enabled the Trust to see the impact of an increasing use of pre-packs on waiting 
times in the pharmacy; however it does mask the true waiting time figure for patients attending the outpatient 
dispensing service of the Trust. 
It has now been agreed that the methodology used to calculate waiting times for pharmacy will focus solely 
on those patients presenting at the pharmacy. 
 
Background. 
The current system for calculation of pharmacy waiting times has been in place for a number of years. The 
inclusion of the “pre-packs” for day unit attendees has resulted in a target for turnaround times for patients 
being set at 80%, and generally this target has been achieved. 
Poorer performance in the pharmacy is picked up when the waiting time metric falls below 80%.  
The pharmacy outpatient service has a classification system in place for prescriptions. Simple and Complex. 
A simple prescription has 1-3 items on it and does not contain either controlled drugs or cytotoxic agents. All 
other prescriptions are classified as complex. 
The target for dispensing a simple prescription is 30 minutes 
The target for dispensing a complex prescription is 1 hour. 
These timeframes are deemed to be reasonable – and include an allowance for the different parts of the 
dispensing process.  
Receipt, screening, dispensing, checking, handing out. 
 
Assessment. 
It is accepted that the current methodology is no longer “fit for purpose” and the large volumes of medicines 
issued as pre-packs can mask poor dispensary performance. 
From September 2018 a new methodology for reporting pharmacy waiting times will be introduced, which 
considers only the time patients waited for their medicines in pharmacy outpatients. 
The first month of reporting being the board reports issued in October 2018. 
TCP (The Christie Pharmacy Company) put in place an action plan to improve dispensary performance and 
patient experience. This plan has delivered improvements, but it is not expected that sustained improvement 
will be achieved until December 2018. 
It is proposed therefore that new targets for pharmacy waiting times be put in place until December 2018 as 
detailed below: 
Post December 2018 the target will be 80%. 
 
September 2018. 70% 
October 2018. 70% 
November 2018 75% 
December 2018 80% 
 
For reference current performance is shown below. 

Month Reported (including day unit 
packs) 

New methodology (Excluding 
day unit packs) 

January 74% 52% 
February 73% 52% 

March 75% 51% 
April 82% 58% 
May 80% 54% 
June 89% 75% 
July 88% 73% 
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Performance in June / July utilising the new methodology has been good, however during this period a 
reduction in outpatient dispensing has been observed, and this will have contributed to achieving this 
performance. 
 
Recommendation 
That the above suggested targets are implemented, and included in performance reports. 
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6.2  Quarter 1 Report on Christie Onsite Deaths. 
 
 
Christie Onsite Deaths: 2018-19 report for Quarter 1 
 
The Christie process for learning from deaths follows the NHSI guidance, 2017. All in-patient deaths are 
screened and where flagged by one or more triggers an independent structured case note review (SCR) is 
undertaken. Reviews are discussed by the Mortality Surveillance Group and the findings and actions from 
these are reported to the Executive Review meetings. Quarterly reports are made to Patient Safety and the 
Trust Quality Assurance Committees. 
 
The monthly performance report includes details of deaths in the previous month. Quarterly reports after 
completion of the mortality review process will be included when due. 
 
Deaths which occurred in August 2018  
 

  Aug 18 

Number of NHS Christie 
onsite deaths 

Elective/planned admission 2 
Non Elective/emergency admission 23 

TOTAL 25 

Number of deaths to date that 
have triggered Structured 
Case-note Review (SCR) 

 
Note: screening is ongoing so 

further triggers may be identified 

• Mortuary screened triggers (including reported to 
coroner) – 5 

• Bereaved families raised concern – 2 
• Medical triggers – 10 
• Nursing triggers - 1 

 
(note there may be more than one trigger) 

9 

 
Learning from deaths: national mortality review quarterly report (Q1) 2018-19 
 
The table shows the validated outcomes for SCRs in relation to the final avoidability ratings (additional 
reviews may still be in process). Q1 data is highlighted. 
Key: 
RCP 1 = definitely avoidable;  RCP 2 = strongly avoidable;  RCP 3 = > 50% avoidable;  
RCP 4 = <50% avoidable  RCP 5 = strongly unavoidable;  RCP 6 = unavoidable 
LD = learning disability 
 

 
 
There was one death which following review by Mortality Surveillance Group were considered to be more 
than 50% avoidable (RCP group 3). . This related to nephrotoxicity in association with chemotherapy. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Financial 
Year Month

Total 
Deaths 

(not LD)

Total 
Deaths 

Reviewed 
(not LD)

Deaths 
Avoidable 

> 50% 
(not LD) RCP1 RCP2 RCP3 RCP4 RCP5 RCP6 LD Deaths

LD Deaths 
Reviewed

LD Deaths 
Avoidable 

> 50%

2018-19 Apr 25 8 0 0 0 0 0 0 8 0 0 0
May 24 7 1 0 0 1 0 0 6 0 0 0
Jun 25 6 0 0 0 0 0 1 5 0 0 0
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Agenda Item 31/18a  

Meeting of the Board of Directors 
Thursday 27th September 2018 

Subject / Title Six Monthly Compliance with NICE Safe Staffing Guidelines 

Author(s) 
Gill Goodwin, Quality Improvement Nurse 

Jackie Bird, Chief Nurse & Executive Director of Quality 

Presented by  Jackie Bird, Chief Nurse & Executive Director of Quality 

Summary / 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. 

Recommendation(s) 
To endorse the findings and conclusion of this six monthly 
nursing establishment review and approve the nurse staffing 
levels. 

Background papers 

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 
NHS Improvement (June 2018) Care Hours per Patient Day 
(CHPPD) Guidance for Acute and Acute Specialist Trusts 

Risk score  

Link to: 

 Trust strategy 
 Corporate objectives 

Implementation of NICE Guidance 

Our 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 
The National Institute for Health & Care Excellence - NICE 

 

 

59



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

60



 

Agenda Item 31/18a 
Meeting of the Board of Directors 

Thursday 27th September 2018 

Six Monthly Compliance with NICE Safe Staffing Guidelines 

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

• All ward establishments are better than the recommended one nurse to eight patients 
(1:8). All wards apart from ward 4’s budgeted nursing establishments were confirmed 
as correct and appropriate by the ward managers and met NICE Guidance.  

• The budgeted establishment for Ward 4 does not account for the use of brachytherapy 
beds being used to care for outlying medical patients in support of increasing medical 
bed capacity during periods of high demand. The professional opinion of the ward 
manager was that due to the geography of the ward they have had to use a regular 
registered nurse from the bank to ensure safety of the brachytherapy bed usage. 

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

•  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 a ceiling for agency expenditure at £997k for 2018-19, 
reduced from £1,062k in 2017-18.  At the end of the six month period the expenditure 
on nursing agency pay was 21.89% of the ceiling. This expenditure was 0.42% of the 
total nursing pay bill.   

• Good practice from the division of Clinical Support and Specialist Surgery (CSSS) has 
continued and there has been no agency nursing expenditure over the last calendar 
year for surgical services which have been functioning as ‘one surgical team’ by 
working flexibly across the surgical wards, surgical day case unit and critical care unit. 
Now that  

• During the period since the last review there have been 5398 inpatient episodes and 
there were 2 complaints where nurses or nursing care were mentioned compared with 
the previous six months where there were 5651 inpatient episodes and 3 complaints.  

• Recruitment of staff to meet turnover was viewed as the biggest challenge by ward 
managers and has been managed through a structured approach to over-recruitment 
when there are suitable candidates. The monthly turnover over this six month period of 
registered nurses ranged from 10.43% to 11.09%. 

•  The Chief Nurse has held regular meetings with newly registered and newly appointed 
staff to ensure that we have delivered on our offers made at interview.  

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

In the wake of the final report of the Mid Staffordshire NHS Foundation Trust Public 
Inquiry published in February 2013, and the Government’s commitment to safe staffing 
requirements outlined in a succession of publications, NICE Safe Staffing Guidelines 
were published in July 2014 and updated by NHS Improvement in 2018. 

https://improvement.nhs.uk/resources/safe-staffing-improvement-resources-adult-
inpatient-acute-care/  

The Trust continues to meet the expectations of the National Quality Board relating to 
nursing, midwifery and care staffing capacity and capability. It is also compliant with 
the NICE guidance and publishes this data publically including the care hours per day 
on a monthly basis through the integrated performance report and on NHS Choices 
website. 

http://www.nhs.uk/Services/hospitals/Overview/DefaultView.aspx?id=101. 

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

In February 2018 NHS Improvement updated their guidance on agency staffing rules, 
these rules set a ceiling on total agency spending by each trust and are set in the light 
of each trusts’ agency spend percentage of their total staff spend. The Chief Nurse & 
Executive Director of Quality has a performance objective to ensure there is oversight 
and management of nursing agency usage and in the past six months. Following this 
review the Chief Nurse has commissioned work to ensure that there is increased 
recruitment of Health Care Assistants to the nurse bank. 

https://improvement.nhs.uk/resources/reducing-expenditure-on-nhs-agency-staff-rules-
and-price-caps/ 
 
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 
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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. 
 

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, 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 (Appendix 2). 

 The latest review was undertaken on the 23rd August 2018 with representation from 
ward managers, senior nurses and divisional managers. Evidence of activities 
undertaken to ensure safe staffing were presented by the ward manager and included 
responses to service developments and changing patient profiles.  

 During the period February 2018 to July 2018 there were no occasions where staffing 
issues required to be escalated to the Chief Nurse.  

 In addition to bank usage on the wards, there was a total agency spend of £111,423 
during the six month period to cover vacancies and sick leave. This was predominately 
for the medical wards and Palatine ward. It was pleasing to note that the expenditure 
for surgical services was nil and as all but Palatine ward are now in the Cancer 
Support and Specialist Services Division the Divisional nurse has been asked to 
introduce the same approach to agency management in the medical wards as there is 
in the surgical unit. 

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

 The trend data for each of the wards can be reviewed below. The greyed out sections 
reflect ward reconfigurations where earlier data is no longer relevant or where data 
was previously not collected. 

 
WTE baseline recommendations from bi-annual SNCT data sets since 2010 (OCCU utilise a critical care 
acuity system which determines RNs only) 

Data Set 11 4 10 
(surgical) 

11 12 AOU OCCU PW 

Jun 10   32.48 35.17 37.11 29.84   
Jan 11   30.76 35.89 38.84 28.74   
Jun 11   32.65 32.57 37.12 29.59   
Jan 12   32.24 30.38 36.05 30.06   
Jun 12   30.97 33.60 34.73 33.64   
Jan 13   38.16 33.57 33.54 29.60   
Jun 13   31.49 36.28 32.35 29.38   
Jan 14  39.30 33.20 32.00 34.70 30.36   
Jun 14  41.04 33.60 37.16 34.71 33.36  50.27 
Jan 15 13.51 50.52 31.40 38.28 41.85 35.39 33.09 42.84 
Jul 15 11.37 40.67 33.50 36.90 36.92 33.25 32.76 50.72 
Jan 16 9.02 48.60 34.29 38.83 39.59 34.23 ** 54.69 
Jul 16 8.56 40.89 32.14 40.13 39.92 34.36 31.29 48.08 
Jan 17 8.10 40.54 30.98 40.68 40.81 31.93 29.38 49.23 
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Jul 17 9.51 46.09 33.56 37.22 40.12 31.74 29.35 57.01 
Jan 18 10.92 42.95 29.94 38.17 41.78 30.62 30.97 55.17 
July 18  43.33 38.572 38.09 44.61 30.83 29.28 54.23 
Budgeted 
Nursing 
Establishment 
July 2018 (incl. 
Band 7) 

 45.06 46.74 39.2 40.21 36.91 34.46 53.65 

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

not factored in 
2 Wards 1 and 10 now operate and are staffed as a single unit  

 
 
4.      Comparative CHPPD data 
 CHPPD (Care Hours per Patient Day) is now the national principal measure of nursing, 

midwifery and healthcare support staff deployment on inpatient wards. Monthly 
CHPPD data and has been collected for acute and acute specialist trusts since April 
2016. 

For acute specialist trusts, monthly CHPPD data will be published at trust and ward 
level on My NHS and NHS Choices from January 2019. The Model Hospital will enable 
benchmarking of data with other similar trusts 

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

Whilst caution needs to exercised when comparing data with peers, comparing staffing 
can act as a ‘sense check’ on assumptions and professional judgements. The Model 
Hospital graph below provides a random comparison (for June 2018) between The 
Christie (black column), The Clatterbridge Centre for Oncology and The Royal 
Marsden (grey columns).  
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5.      Staffing within other healthcare professions 
 The NQB recognises the need to consider the wider multidisciplinary team when 

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

          While Allied Health Professionals (AHPs) are not rostered as part of the ward staffing 
establishment, they are part of the core team and vital to the delivery of care. AHPs 
are involved in many clinical areas of the hospital and positively impact on patient flow 
and provide continuity of care at all stages of the care pathway.  

          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.  

          Following discussions with the Chief Nurse & Executive Director for Quality, AHP 
managers are now exploring ways of providing hard data for future safe staffing 
reports. This will assist the board in considering the trust’s AHP resource and how it 
impacts on the quality of patient care on patient care. The use of the model hospital 
data will also be used for benchmarking 

6. Conclusion  
 This review provides broad assurance that the budgeted nursing establishments set 

for most of 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 
most of them have confirmed that the budgeted staffing levels are appropriate  

         However, during this review it has been determined that the current nursing 
establishment on Ward 4 is insufficient by one registered nurse to support the use of 
the Brachytherapy beds to increase medical bed capacity at periods of high demand 
and the Divisional Nurse has been asked to review this. 

         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.   

 
7.   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 & 10 Ward 4 Ward 11 Ward 12 PW OAU OCCU 

Budgeted WTE Nursing Establishment 46.74 45.06 39.2 40.21 53.65 36.91 34.46 
SNCT WTE Nursing Requirement 
*Using alternative acuity tool (RNs only) 

38.57 43.33 38.09 44.61 54.23 30.83 *29.28 

Current Skill Mix (RN-Non RN) 70:30 69:31 75:25 69:31 77:23 71:29 92:8 

Patient Flow High Moderate Moderate Moderate Moderate High High 

Supervisory Status of Band 7 (required) 100% 100% 80% 70% 100% 100% 60% 

% Sickness Rate (since last review) 
RN – 4.68% RN – 4.71% RN – 3.03% RN – 3.06% RN – 3.21% RN – 4.58% RN – 2.07% 

Care staff – 
7.48% 

Care staff – 
8.08% 

Care staff – 
4.1% 

Care staff – 
7.68% 

Care staff – 
3.9% 

Care staff – 
7.33% 

Care staff – 
8.21% 

% Staff Turnover  (since last review) 
RN – 8.58% RN – 3.85% RN – 3.62% RN – 6.09% RN – 6.32% RN – 5.21% RN – 6.42% 

Care staff – 0% Care staff – 0% Care staff – 0% Care staff – 0% Care staff – 0% Care staff – 
18.63% 

Care staff – 0% 

Bank Use (since last review) 
*7.5 hour shift 

RN shifts* 204 
non-RN shifts* 
48 

RN shifts* 369 
non-RN shifts* 
352 

RN shifts* 102 
non-RN shifts* 
380 

RN shifts* 341 
non-RN shifts* 
203 

RN shifts* 433 
non-RN shifts* 
372 

RN shifts* 187 
non-RN shifts* 
133 

RN shifts* 4 
non-RN shifts* 0 

% Mandatory Training Compliance  
RN – 85.26% RN – 82.47% RN – 78.62% RN – 77.28% RN – 75.81% RN – 89.44% RN – 96.7% 

Care staff – 
79.57% 

Care staff – 
84.26% 

Care staff – 
70.59% 

Care staff – 
83.26% 

Care staff – 
70.31% 

Care staff – 
90.05% 

Care staff – 
98.25% 

% PDR Compliance  
RN – 85.71% RN – 76.16% RN – 92.31% RN – 88.46% RN – 68.75% RN – 95.45% RN – 100% 

Care staff – 
100% 

Care staff – 
69.23% 

Care staff – 
88.33% 

Care staff – 
90% 

Care staff – 
75% 

Care staff – 
80% 

Care staff – 
100% 

% Correlation between actual and planned nursing hours 
RN – 98.81% RN – 97.98% RN – 97.89% RN – 98.98% RN – 92.64% RN – 98.99% RN – 96.85 

Care staff – 
97.62% 

Care staff – 
98.35% 

Care staff – 
98.14% 

Care staff –
97.91% 

Care staff – 
96.79% 

Care staff – 
96.85% 

Care staff – 
95.4% 

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

1 2 2  0 1 0 

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

14 17 18 5 30 19 3 

Nurse Sensitive Indicator – complaints regarding nursing 
care 

1 0 0 0 0 1 0 

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

0 2 0 0 0 0 0 

Friends & Family Test – Patients (average since last 
review)                                *OCCU local patient audit 

98.17% 100% 97.22% 97.01% 99.55% 97.37% *97.28 
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Appendix 2 

 

Narrative Comments from Ward Managers 

Ward 1 and Ward 10 (Surgical Unit) 

In the professional judgement of the ward manager the current establishment is sufficient to maintain 
this service and believes that the surgical nursing team deliver excellent patient centred care which is 
reflected in the outstanding feedback we receive from patients and their relatives. 

The surgical oncology wards continue to support the organisation’s demand for bed capacity by 
accommodating Medical outliers. This remains very challenging in relation to obtaining timely medical 
reviews, ensuring plans of care are in place, facilitating timely medical discharges. 

Ward 4 

The budgeted nursing establishment for ward 4 does not currently meet requirements for delivering 
safe, high quality care. The senior nurse for Ward 4 has identified a number of problems with the 
current staffing model that need to be addressed. The shift coordinator is frequently taken off the ward 
for several hours for theatre transfers, and there is no provision for a supervisory coordinator on 
weekend day shifts. Bank shifts are often required to support the use of the Brachytherapy beds to 
increase medical bed capacity at periods of high demand. The budgeted nursing establishment for the 
ward does not allow for this. Bank usage for the ward remains significant (369 shifts RNs and 352 shifts 
non-RNs) and increasing requirements to deliver 1:1 patient care has resulted in agency expenditure of 
£45,047 during the review period. All this is compounded by on-going recruitment and retention issues. 

Ward 11 

The senior nurse for Ward 11 believes that the staffing establishment is at the correct level for the 
clinical area. Recruitment and retention remains a challenge as the numbers of applicants has reduced 
dramatically over the last year. We regularly hold recruitment days which are successful, however new 
recruits are often newly qualified nurses which affects the skill mix. The recent recruitment of an 
education facilitator for Wards 4, 11 and 12 is having a positive impact. By providing support to new 
starters and enabling them to gain the skills required and increase their confidence we are hope that 
the retention of our new nurses will improve. An agency spend of £16,763 has been accrued during the 
6 month review period  

Ward 12 

In the professional judgement of the ward manager the staffing establishment are at the correct level to 
facilitate the needs of the clinical service. Since the introduction of the practice educator role there has been 
a vast improvement in training and improvement in compliance percentages. Currently on the ward there is 
a recruitment drive to fill vacancies, however in the meantime the nursing bank usage to cover shifts is 
significant (341 shifts RNs and 203 shifts – non RNs during the review period) with the majority of these 
bank shifts filled with established ward 12 staff. In addition an agency expenditure of £16,758 has been 
incurred during the review period. 

Palatine Ward 

In the light of all the evidence presented at review the professional judgement of the senior ward nurse 
is that the current nursing establishment is at the correct level, however the ward continues to have 
vacancies which create pressures in maintaining a safe service and bank usage remains significant 
(433 shifts RNs and 372 shifts non-RNs during the review period). In addition the wards agency 
expenditure for the review period was £22,658, necessary to cover shifts with haemo-oncology nurses. 
Although there are current vacancies, new starters are due to come into post. The recent recruitment 
event for the ward appears to have been successful and the establishment of Band 6 nurses has 
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increased to 13 with 2 more planned. Plans to commence the CART T cell trial will increase patient 
acuity on the ward 

Oncology Assessment Unit (OAU) 

In the professional judgement of the unit manager staffing levels are currently safe on the Oncology 
Assessment Unit. During the last 6 months the unit has seen a significant turnover of staff; however the 
ward staff have worked extremely hard to continue to provide a safe service whilst transitioning to a 
new team. Activity on the unit continues to increase over time due to a drive to reduce diverts to other 
hospitals, and has been facilitated by the presence of Acute Physicians on the ward. This also 
facilitates an increase in direct discharges form OAU, which supports the move to a 72 hour stay target. 
Reduction in length of stay for patients with low risk febrile neutropenia can now be facilitated through 
the Enhanced Supportive Care clinic and admission reduction data is showing improvement 

Oncology Critical Care Unit (OCCU) 

In the professional judgement of the unit manager, the nursing establishment has ensured safe staffing 
levels and service provision needs have been met. The OCCU is fully established and it is hoped that 
the Band 6 Clinical co-ordinator will be able to resume supervisory status during times of peak activity 
which they have recently not been able to do. OCCU has focussed on recruiting and retaining the right 
staff, with the appropriate values and skills required for such a unique critical care environment. A lot of 
effort has been put into the retention of OCCU staff, with a real focus on a structured Induction period, 
supervision and additional training – above the Mandatory needs. Feedback from these internal study 
days has been very positive and further sessions are planned, in addition to our regular Monday 
teaching sessions. It is expected that the CART T trial planned for Palatine Ward will impact on the unit.  
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Meeting of the Board of Directors 
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Subject/Title Workforce Plan Update - Wellbeing 

Author(s) Rebecca Patel – Head of Engagement (HR) 

Presented by Director of Workforce 

Summary / purpose of paper To provide an update of the organisation’s 
wellbeing strand of the workforce plan   

Recommendation(s) To note the update 

Background papers Workforce Plan 

Risk score  

Link to: 

 Trust’s Strategic Direction 
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Provide an excellent experience for everyone who 
comes into contact with us.  
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abbreviations wherever possible.  
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FFT – Friends and Family test 

KF – Key Finding 
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Agenda item 31/18b 

 
 

Meeting of the Board of Directors 
Thursday 27th September 2018 

 
Workforce Plan Update - Wellbeing 

 
 
1. Background 
In September 2017 the Board of Directors approved the Trust’s Workforce plan which provides 
the strategic direction and our ambition for our workforce, within the plan, there is a focus on 
supporting staff to maintain their physical and mental health and wellbeing.  
 
The Board of Directors have previously received an update in May 2018 which focused on our 
staff engagement activity and the purpose of this paper is to provide an update of the work 
delivered to support wellbeing for the workforce across the organisation which also fits under 
the ‘engaging’ pillar of the plan.  
 
2. Overview of the Health and Wellbeing plan 
The staff health and wellbeing plan for the organisation focuses on supporting employees to 
enable them to be at their best, to be energised, motivated and committed to their work to reach 
their full potential. Research shows that an engaged and healthy workforce has a positive effect 
on the care that patient’s receive.   
 
The plan builds upon the work already undertaken in relation to health and wellbeing and 
identifies the enablers and interventions to a healthy workplace utilising the new national NHS 
Employers Workforce Health and Wellbeing framework. The four health and wellbeing themes 
of the plan are as follows:  

1. Mental health 
2. Physical wellbeing 
3. Healthy lifestyles 
4. Targeted interventions 

 
The plan can be found in appendix one. 
 
3. Progress to date 
The engagement team have worked in partnership with staff side colleagues, the Christie 
Commitment Champions and departments such as Psych-oncology, dietetics and estates and 
facilities to deliver a programme that reaches across the organisation.  
 
Table one illustrates the interventions that have taken place to date.  
 
Table One: Wellbeing interventions 
 

Objective Intervention 
Mental Health 
Ensuring that workplace 
support is available for 
staff to maintain and 
manage good mental 
health 

• Training provided to develop First Aid Mental Health 
champions across the organisation to signpost staff to relevant 
support 

• Promotion of staff support services through Health and 
Wellbeing newsletters 

• Promotion of stress risk assessment process for individuals 
and teams through organisational communication channels 
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Objective Intervention 
Physical wellbeing 
Ensuring that workplace 
support is available for 
staff to both proactively 
manage and maintain 
good musculoskeletal 
health 

• Staff Health MOTs carried out at Withington and Oldham sites 
• Delivery of Managing for Success management programme for 

line managers, supervisors and team leaders to promote 
health and wellbeing in the workplace as well as creating and 
maintaining a positive work environment 

• Development of Mindfulness sessions for staff across the 
organisation 

 
Healthy lifestyles 
Ensuring that workplace 
support is available for 
staff to maintain good 
health and manage 
conditions 

• Promotion of Walking Wednesdays to promote a summer of 
walking for staff 

• Annual rounders tournament to encourage team working and 
healthy lifestyles 

• Development of “mindful eating” sessions across the 
organisation leading up to the Christmas period 

• Awareness raising of Manchester Credit Union to promote 
financial wellbeing 

• Annual staff garden party with bake off challenge to encourage 
staff to take a lunchbreak 

• Development of mandatory flu vaccination for all new starters 
to protect our patients and our workforce 

• Delivery of annual health and wellbeing day for staff 
 

Targeted interventions 
Ensuring that where 
necessary staff have 
access to clinically sound 
and timely support 

• Promotion of staff support services such as stress risk 
assessments, employee assistance programme, occupational 
health, staff advisors, freedom to speak up guardian and the 
chaplaincy 

• Resilience training provided by Zeal solutions and delivered to 
managers via action learning sets, in relation to health and 
wellbeing and enabling them to support a resilient workforce 
 

 
4. Performance measures 
Monitoring the effectiveness and impact of these interventions will come from a variety of 
sources such as sickness rates and the annual NHS staff survey.  
 
The annual NHS staff survey results provide a baseline in order to identify the impact of the 
health and wellbeing plan for the organisation. Table two illustrates the organisational baseline 
and mapped to the organisation’s wellbeing objectives. 
 
Table two: NHS Annual Staff Survey results 
 
NHS Annual Staff Survey question 2016  

Score 
2017  

Score 
Wellbeing Objective (s) 

KF19: Organisation And management 
interest in and action on health and wellbeing 

3.79% 3.75% Mental Health 
Physical wellbeing 
Healthy lifestyles 
Targeted interventions 

Overall staff engagement score (out of 5) 4.01 4.0 Physical wellbeing 
Healthy lifestyles 

KF17: % of staff feeling unwell due to work 
related stress in the last 12 months 

32% 36% Targeted interventions 

KF10: Support from immediate managers 3.87 3.89 Mental Health 
Physical wellbeing 
Healthy lifestyles 
Targeted interventions 
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In addition to the staff survey results, the organisational sickness absence levels demonstrate a 
downward trend from which can be attributed to some of the work undertaken in partnership 
with Zeal Solutions via action learning sets to address health and wellbeing in the workplace.  
 
Table three: Sickness rates  
 

Month 2018 
April 3.07% 
May 2.91% 
June 3.18% 
July 2.96% 

 
 
5. Next Steps  
The health and wellbeing plan and associated activity will be delivered by the engagement 
team over the coming months in partnership with key stakeholders across the organisation and 
on our Oldham and Salford sites. Progress of the action plan will be monitored at the workforce 
committee.  
 
 
6. Recommendations 
The Board of Directors are asked to note the update of the workforce plan and the progress 
made to date. 
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Appendix One: Staff Health and Wellbeing Plan 
 

 
 
 
 
 
 

Staff Health and Wellbeing 
Plan  

2018 -2020 
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1. Introduction 
 

The Christie NHS Foundation Trust is fully committed to the health and wellbeing 
of its employees. As a health service, health and wellbeing applies as much to 
our employees as it does to our patients, their carers and the local population 
and we want to do as much as we can to support our employees to enable them 
to be at their best, be energised, be motivated and committed to their work and 
to reach their full potential.  
 
The Health and Wellbeing Plan brings together the multiple strands of ongoing 
work that are addressing and improving the health and wellbeing of employees.  
The key objectives of this plan are: 
 

• To create a programme of staff health and wellbeing initiatives to support 
the workforce to keep well 

• To support continued low levels of absence across the organisation 

• To create a supportive culture enabling our staff to be motivated and 
engaged  

2. The Benefits of Improving Staff Health and Wellbeing in the Workplace 
 

For the staff, a safe, healthy working environment can: 
• Increase self-esteem and sense of wellbeing 
• Improve staff morale 
• Increase productivity levels and greater engagement between staff 
• Increase job satisfaction 
• Reduce stress and reduced absence due to physical or mental 

illness/injury 
• Improve general health and mental health 
• Increase skills and desire to develop 

 
For the organisation, can: 
 

• Provide a framework for a well-managed health and safety programme 
• Reduce staff turnover which reduces ongoing costs associated with 

recruitment and training 
• Reduce levels of sickness absence resulting in improved productivity  
• Increase engagement between all levels of the organisation promoting a 

greater sense of inclusion and idea-sharing 
 

This plan describes our aims for a healthy organisation with engaged and 
positive employees and how it plans to achieve it.   
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3. Health and Wellbeing at The Christie 
 

The staff health and wellbeing plan is broken down into four themes and is 
intended to be used flexibly to meet the needs of the organisation. 
 

1. Mental health: prevention and self-management 

o The purpose of mental health prevention and self-management is 
to ensure working practices and conditions that are identified as 
contributing to poor mental health are managed and that workplace 
support is available for staff to maintain good mental health and 
manage mental health conditions  

2. Physical wellbeing: prevention and self-management 

o To ensure that workplace support is available for staff to maintain 
good musculoskeletal health and manage conditions in the 
workplace.  To identify working practices and conditions that 
contribute to poor musculoskeletal health and injury to ensure that 
these conditions are proactively managed 

3. Healthy lifestyles: promotion and self-management 

o To ensure that workplace support is available for staff to maintain 
good health and manage conditions in the workplace.  This may 
include health and non-health related issues such as smoking; 
mental  health; sleep; alcohol/drug misuse, debt, retirement and 
financial planning 

4. Targeted interventions 

o Where necessary staff will have access to clinically sound and 
timely workplace support and/or signposting to relevant external 
support and advice for example; occupation health; physiotherapy; 
employee assistance programme 
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4. Objectives 
 

 
  

1.  Mental health: prevention and self-management 
Ensuring that workplace support is available for staff to maintain and manage good 

mental health  

Deliverables 2018/2020 

• Enable a culture that does not stigmatise people with mental ill health actively 

encouraging people to maintain good mental health and feel able to talk openly 

• Ensure that working conditions are conducive to promoting good mental health 

and that policies and practices encourage a good work life balance 

• Develop training for both staff and managers to promote mental health and 

wellbeing and to be aware of the signs and symptoms of poor mental health 

• Promotion of the Trust stress risk assessment process for teams and 

individuals 

• Promotion of psychological interventions i.e. employee assistance programme, 

occupational health, psycho oncology services and spiritual care services 

• Raise awareness of national mental health campaigns 

2.  Physical wellbeing: prevention and self-management 
Ensuring that workplace support is available for staff to both proactively manage 

and maintain good musculoskeletal health  

Deliverables 2018/2020 

• Promotion of workplace risk assessments and reasonable adjustment process 

for individuals 

• Ensure that staff have training that is tailored to meet the needs of their role and 

designed to promote self-management and prevent injury 

• Promotion of staff self-referral process to physiotherapy via Occupational 

Health Services 

• Develop a programme of events to support physical health for example annual 

staff health and wellbeing event and rounders tournament 

• Develop relationships with local gyms and sports club to promote physical 

activities and staff benefits 

• Raise awareness of both national and local physical activity campaigns 
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3.  Healthy lifestyles: promotion and self-management 
Ensuring that workplace support is available for staff to maintain good health and 

manage conditions  

Deliverables 2018/2020 

• Promotion of healthier choices such as encouraging healthy food and drink 

choices 

• Ensure that working conditions are conducive to promoting healthy lifestyles 

and that policies and practices encourage a good work life balance 

• Develop a programme of events to support healthy lifestyle i.e. annual staff 

health and wellbeing event and weight management classes 

• Staff and line managers have access to information about wellbeing and 

leading healthy lifestyles i.e. Intranet, newsletters and regular communications 

• Promotion of ‘Managing for Success’ programme to enable managers to 

encourage staff to make healthier choices 

 
  

4.  Targeted  interventions  

Ensuring that where necessary staff have access to clinically sound and timely 

support  

Deliverables 2018/2020 

• Promotion of Occupational Health Services (inc physiotherapy) 

• Promotion of extended Staff Complementary Therapies Services 

• Promotion of Employee Assistance Programme 

• Promotion of Smoking Cessation and Alcohol services  

• Train and develop a network of Mental Health First Aid Champions 

• Develop partnerships with external organisations such as Finance/Debt unions, 

healthcare plan providers 

• Utilising data and organisational intelligence to inform decision making on 

matters related to staff health and wellbeing i.e. workforce disability equality 

standard (WEDS), staff survey results, staff retention rates, staff, sickness 

absence and patient feedback 
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5. Measurement of the plan 
 

Progress against the plan will be monitored via the Workforce Committee, and 
informed by: 
 

• Findings from staff surveys 
• Findings from inpatient surveys 
• Workforce employee relations metrics  
• Culture and leadership assessments 
• Employee Assistant Programme (Insight) reports 
• Evaluation of health and wellbeing interventions 
• Occupational health data 
 

6. Summary 
 

Without staff that are well and at work the Trust could not deliver safe and 
excellent quality to our patients.  We need to ensure that staff are provided with 
an environment and opportunities that encourage and enable them to lead 
healthy lives and make choices that support their wellbeing. 
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Agenda item 31/18c 
 
 

Meeting of the Board of Directors 
Thursday 27th September 2018 

 
 
Subject / title Workforce Race Equality Standard Progress 

Report 

Author(s) Rebecca Patel – Head of Engagement (HR) 

Presented by Director of Workforce 

Summary / purpose of paper To provide an overview of the progress made in 
2017 against the Workforce Race Equality 
Standard and to present the trust’s position on the 
WRES indicators for 2018.  
 

Recommendation(s) The Board of Directors is requested to note the 
contents of the report. 

Background papers Equality Act 2010  

 

Link to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

Provide an excellent experience for everyone who 
comes into contact with us.  
 
Adhere to the core set of Christie values. 
 

Be compliant with all national standards for 
performance, quality and financial management. 

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. 

WRES – Workforce Race Equality Standard 

BME – Black and Minority Ethnic 
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Agenda item 31/18c 

 
Meeting of the Board of Directors 

Thursday 27th September 2018 
 

Workforce Race Equality Standard Progress Report 
 

1. Introduction 
The WRES consists of nine indicators of workforce race equality, including the profile of the 
workforce, and data from the national staff survey indicators. It highlights any differences 
between the experience and treatment of White staff and BME staff, and provides a platform to 
take necessary remedial action on the causes of ethnic disparities.  

 
Organisations are required to publish their data annually, and are expected to demonstrate 
measureable progress year on year to close the gap in the experience of BME and white staff.  
The 2017 results and progress against plan were reported to the Board of Directors in August 
2017, with an update provided in May 2018.  
 
The purpose of this paper is to report further progress on the Trust’s plan against the WRES 
indicators for 2017 and to report on the Trust’s position on WRES indicators for 2018.   
 
2. Progress to date from 2017 plan 
 
Indicator 1 – Percentage of white/BME staff by band compared with the overall workforce.   
See appendix 1 for breakdown by band. 
 
• The organisation has appointed a dedicated Head of Talent post which will enable us to 

develop robust talent management plans as part of the overarching leadership strategy for 
staff within the organisation.  

• We have also strengthened our local partnerships to enable us to attract a diverse range of 
applicants such as bespoke work with JobCentre Plus for our non-clinical roles and 
voluntary sector partnerships to convert work experience into tangible opportunities for our 
diverse communities.  

 
Indicator 2 – Relative likelihood of BME staff being recruited from shortlisting compare to that 
of white staff.  
 
• Our organisation is a lead in the Greater Manchester streamlining project looking at ways to 

ensure our processes and procedures within our organisation are effective efficient and fair.  
• We have implemented a new recruitment system `Trac` which will enable us to record 

equality data in a more robust way for reporting purposes and is designed to ensure that 
recruitment processes are managed in a way that supports the equality agenda 

 
Indicator 6 – Percentage of staff experiencing harassment, bullying or abuse from staff in last 
12 months.  
 
• The Workforce division have developed a number of initiatives to tackle issues at the 

earliest opportunity with our managers and staff. We have developed a “Managing for 
Success” programme which looks at how to tackle difficult conversations and how to create 
and maintain a positive work environment  

• We have invested in mediation training to create a pool of trained mediator’s across the 
organisation. 

• We have refreshed our Staff Adviser network who continue to offer informal support to our 
staff in respect of harassment and bullying and articulated through the development of a 
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Wellbeing newsletter the range of advice and support available to our staff in relation to this 
topic.  

• We have developed a new `Positive Working Relationships` policy and associated toolkit for 
staff and managers 

 
3. Summary of results 
 

Appendix one provides the comparison between the Trust’s position at 1st April 2017 and the 
position at 1st April 2018 against nine indicators.  
 
3a. Indicators showing improvement from 2017 
The WRES indicator showing an improvement from 2017 is in relation to the likelihood of staff 
being appointed from shortlisting across all posts.   
 
3b. Indicators requiring further improvement from 2018 data 
The WRES indicators that require improvement are illustrated in table one.  
 

WRES 
indicator 

Data 

3 The relative likelihood of staff entering the formal disciplinary process 
4 The relative likelihood of staff accessing non-mandatory training and CPD 
5 Percentage of staff experiencing harassment, bullying or abuse from patients, 

relatives of the public in the last 12 months 
6 Percentage of staff experience harassment, bullying or abuse from staff in last 12 

months 
7 Percentage of staff bullying that the trust provides equal opportunities for career 

progression or promotion 
8 Percentage of staff experiencing discrimination at work 

 
Next Steps 
As part of the dissemination of the results to our workforce, the engagement team will work with 
staff to understand the results and pull together further ideas to improve the results for next 
year.  
 
The organisation has recognised the importance of the equality, diversity and inclusion agenda 
and has invested in a new Band 7 Equality, Diversity and Inclusion Manager who will take 
forward the actions for WRES in the coming months.  
 
As a priority we are working towards improving inclusion at band 8a and above, initiatives will 
include independent panel members being present at interview panels for all 8a roles and 
above. 
 
In addition to the engagement approach and the new post, the organisation is involved in a 
national research project with the Kings Fund and the University of Sheffield regarding the 
effectiveness of WRES.  
 
An action plan available in appendix one has been developed in response to the WRES 
results, which will be monitored through the Workforce Committee. 
 
5. Recommendation 
The Board of Directors is requested to note the progress made against the WRES action plan 
and endorse the action plan for 2018-19.  
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Appendix One: NHS Workforce Race Equality Standard (WRES) At 1 April 2018 
The following table outlines the WRES metrics for 2018 compared to 2017, action taken and initial action plan.  
 

 WRES 
Indicator 

2017 data 2018 data Narrative Action planned 

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

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

Workforce 12% BME staff  
% Clinical  staff  
Band     BME   White      
1             0%      100% 
2           15%       83% 
3             7%       93% 
4           12%       86% 
5           12%       86% 
6             7%       89% 
7             8%       91% 
8a         <5%       94% 
8b           0        100% 
8c           8%       83% 
8d           0        100%  
9             0        100% 
VSM       0%      100% 
Of which Medical   
              31%      59% 
% Non-Clinical staff  
Band     BME   White      
1           37%      62% 
2           11%      88% 
3           13%      86% 
4           10%      87% 
5           12%      85% 
6           12%      85% 
7             6%      92% 
8a           7%      88% 
8b           8%      92% 
8c           5%      85% 
8d            0       100%  
9              0       100% 
VSM        0       100% 
 
 
 
 
 
 
 

Workforce 12.9% BME Staff  

 
Band BME White N/K 

Clinical 
  
  
  
  
  
  
  
  
  
  
  
  
  
  

Band 2 13% 85% <5% 
Band 3 15% 84% <5% 
Band 4 12% 88% 0% 
Band 5 14% 84% <5% 
Band 6 8% 90% <5% 
Band 7 6% 91% <5% 
Band 8a <5% 94% <5% 
Band 8b 0% 100% 0% 
Band 8c 0% 92% 8% 
Band 8d 17% 83% 0% 
Band 9 0% 100% 0% 
Medical - 
Consultant 25% 66% 10% 
Medical - 
Other 33% 58% 9% 
Medical - 
SAS 65% 29% 6% 
Medical - 
Trainee 
Grades 100% 0% 0% 

Non-
clinical 
  
  
  
  
  
  
  
  
  
  
  
  

Band 1 37% 62% <5% 
Band 2 12% 87% <5% 
Band 3 16% 81% <5% 
Band 4 9% 88% <5% 
Band 5 15% 83% <5% 
Band 6 11% 85% <5% 
Band 7 10% 88% <5% 
Band 8a <5% 90% 6% 
Band 8b 10% 90% 0% 
Band 8c 5% 95% 0% 

 BME staff 
remain 
overrepresented 
in Bands 1 and 3 
in the non clinical 
and medical 
workforce 
compared to the 
overall 
workforce.  
 
BME staff are 
under-
represented in 
Bands 8a-c and 
not represented 
over 8c.  

Action planned: 
• Develop plans and initiatives to work towards reflecting 

the local area in our workforce 
• Undertake a review of career aspirations of existing staff 

through talent management plans to ensure appropriate 
development plans are in place 

• Target learning and development opportunities for 
existing members of staff to assess any disproportionate 
barriers to development 

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

• Create opportunities to attract a diverse range of 
applicants in partnership with organisations such as 
JobCentre Plus.  
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Band 8d 0% 100% 0% 
Band 9 0% 89% 11% 
VSM 0% 100% 0% 

Non-
Execs 

Non-
Execs 14% 86% 0% 

 

 WRES 
Indicator 

2017 data 2018 data Narrative Action planned 

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

The relative likelihood 
of White staff being 
appointed from 
shortlisting compared 
to BME staff is 1.95 
times greater. 
(Data:  
NHS Jobs for period  
Jan - Dec 2016) 

The relative likelihood of white staff being 
appointed from shortlisting compared to BME 
staff is 1.40 times greater.  
 
(Data:  
NHS Jobs for period Jan-Dec 2017) 

The 2018 data 
indicates some 
improvement.  

Action planned: 
• Undertake spot audits of recruitment process to identify 

any issues 
• Utilise new Trac reporting system to review the 

robustness of Trust recruitment process and resources 
to promote best practice 

• Create opportunities to attract a diverse range of 
applicants. 

3.  Relative 
likelihood of 
staff entering 
the formal 
disciplinary 
process, as 
measured by 
entry into a 
formal 
disciplinary 
investigation 
(Based on 
data from a 
two-year 
rolling 
average) 
 
 
 
 
 
 

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

 
The relative likelihood of BME staff entering 
the formal disciplinary process is 2.73 times 
higher compared to white staff.  
 
 

 
The 2018 data 
indicates 
deterioration.  

Action planned – priority for 2018-19: 
• Annual audit of effectiveness of disciplinary policy 

including number / type of cases 
• Develop and increase mediation network across the 

organisation 
• Promotion of updated disciplinary policy 
• Promotion of informal networks for staff support 
• Promotion of Managing for Success training programme 

for line managers which includes tackling negative 
behaviour and poor practice at the earliest informal 
opportunity.  
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 WRES 
Indicator 

2017 data 2018 data Narrative Action planned 

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

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

White staff are 1.28 times more likely to 
access non-mandatory training and CPD as 
BME staff.  
 

The 2018 data 
indicates a slight 
deterioration from 
the previous year 
however does 
include an 
extended 
baseline as 
recommended in 
the 2017 WRES.   

Action planned priority for 2018-19: 
• Monitor take-up of apprenticeships for existing staff 

development through the Workforce Committee 
• Investigate if there are any differences, by ethnicity, 

between professions and departments through staff 
survey results and training applications 

• Work with SoO to develop advertising approaches for 
non-mandatory training 

   National NHS Staff Survey 2017 findings - for indicators 5-8, the Standard compares the metrics for the responses for White and BME staff for each survey 
question. 

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

White Staff    10.58% 
BME Staff      12.71% 

White Staff    11.45% 
BME Staff      10.71% 

The 2018 data 
indicates a 
decrease for our 
BME members of 
staff but a slight 
deterioration for 
white members of 
staff.  
The 2017 
national average 
for acute 
specialist trusts 
was 22% for 
white staff and 
17% for BME 
staff. 
 
 
 
 
 
 
 
 
 

Action planned: 
• Continue to record incidents on Datix and investigate / 

support as necessary 
• Develop briefing for managers to take necessary action 

to support staff effectively 
• Promotion of Social Partnership Foundation resources to 

tackle bullying in NHS 
• Promotion of informal and formal mechanisms of support 

such as Staff Advisers and Freedom To Speak Up 
Guardian 

• Develop mediation network across organisation 
• Promotion and embedding of new Positive Working 

Relationships policy 
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 Workforce 
Race 
Equality 
Standard 
indicator 

2017 data 2018 data Narrative Action planned 

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

White Staff   16.44% 
 
BME Staff     18.42% 
 
 

White Staff   19.50% 
 
BME Staff     26.36% 
 

The 2018 data 
indicates 
deterioration.  
The 2017 
national average 
for acute 
specialist trust 
was 22% for 
white staff and 
26% for BME 
staff.  

Action planned - priority for 2018-19: 
• Continue to record incidents on Datix and investigate / 

support as necessary 
• Develop briefing for managers to take necessary action 

to support staff effectively 
• Promotion of Social Partnership Foundation resources to 

tackle bullying in NHS 
• Promotion of informal and formal mechanisms of support 

such as Staff Advisers and Freedom To Speak Up 
Guardian 

• Develop mediation network across organisation 
• Promotion and embedding of new Positive Working 

Relationships policy 
 

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

White Staff   91.19% 
 
BME Staff     87.06% 
 
 

White Staff   89.45% 
 
BME Staff     80.25% 
 
 

The 2018 data 
indicates a large 
deterioration.  
 
The 2017 
national average 
for acute 
specialist trusts 
was 88% for 
white staff and 
75% for BME 
staff.  
 
 
 
 
 
 
 
 

Action planned – priority for 2018-19: 
• Implementation, embedding and promotion of talent 

management plan 
• Establish task and finish group to identify strategies to 

improve quality of appraisals 
• Review PDR policy and processes 
• Promote apprenticeship development and career 

pathways 
• Raise staff awareness of potential career pathways 
 
 
 

88



 WRES 
indicator 

2017 data 2018 data Narrative Action planned 

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

 White Staff  4.21%  
  
BME Staff   11.97%  
 

White Staff   6.02% 
 
BME Staff     11.61% 
 

The 2018 data 
indicates a slight 
deterioration.  
 
The 2017 national 
average for acute 
specialist trusts 
was 6% for white 
staff and 14% for 
BME staff.  
 
 
 

Action planned: 
• Promotion of Managing for Success training and 

creation of a positive work environment 
• Refresh equality, diversity and inclusion e-learning in 

line with national frameworks and guidance 
• Promotion of formal and informal mechanisms for staff 
• Promotion and embedding of Positive Working 

Relationships policy 

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

indicator 
2017 data 2018 data Narrative Action planned 

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

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

BME staff in overall workforce: 12.9% 
 
i) BME staff – board voting membership 
-5.7% 
 
ii) BME staff – board executive membership 
-12.9% 
 

In respect of 
board voting 
members, this 
remains the same 
as the 2017 data.  

Action planned: 
• Continue to take appropriate note of lack of diversity at 

senior levels when considering reviewing Non-Executive 
terms of office or appointing new members and 
governors.  
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Agenda item 31/18d 
 

Meeting of the board of directors 
Thursday 27th September 2018 

 
 

Subject / Title Year 1 Review of the Risk Management Strategy  

Author(s) Associate Chief Nurse & Deputy Director of Quality 

Presented by Chief Nurse & Executive Director of Quality 

Summary / purpose of paper 
To provide an report on the completion of the  
milestones in year one of the 2017-2020 Risk 
Management Strategy 

Recommendation(s) To approve the achievement of the milestones 

Background papers Risk Management Strategy 2017 - 2020 

Risk score  

Link to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

Christie Commitment  

Christie 5 year Strategy  

Corporate Objective (1) 

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 

CQC – Care Quality Commission 

NHSLA - NHS Litigation Authority 

PEC – Patient Safety Committee 

PSC – Patient Safety Committee 

R&QGC – Risk and Quality Governance Committee 

RCA - Root Cause Analysis 
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Agenda item 31/18d 

 
Meeting of the board of directors 

Thursday 27th September 2018 
 

Year 1 Review of the Risk Management Strategy 
 

1. Background 
The Trust is committed to implementing the principles of good governance, defined as the 
system by which the organisation is directed and controlled, at its most senior levels, to 
achieve its objectives and meet the necessary standards of accountability, probity and 
openness.  
 
In September 2017 the Risk Management Strategy & Framework 2017–2020 was approved 
by the Board of Directors and published. The strategy reaffirms the Trust’s commitment to 
implementing the principles of high quality governance, supported by an effective risk 
management system designed to deliver improvements in patient safety and care as well as 
the safety of staff and visitors. 
 
The strategy builds on the successful implementation of the 2011-2014 and 2014-2017 
strategies and is structured using the Health Foundation’s 2014 Policy for measuring and 
monitoring safety.  
 
The Trust approach to governance and the management of risk was comprehensively tested 
through the Care Quality Commission well led review in July 2018. 
 
2. Introduction 
The strategy provides a structured approach to the management of clinical, organisational, 
reputational, financial and project risks. The implementation of a comprehensive risk 
management strategy is not only an internal requirement; it is also expected by our 
regulators and other external accreditation bodies.  
 
This paper provides an overview of the delivery against the year one milestones and 
recommendations on changes to committee and accountability structure in order to ensure 
appropriate governance and escalation.  
 
3. Delivery against identified milestones  
 

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

Staff views sought during meetings  

• Safety messages section added into 
team briefing  

• Lessons learnt/for wider dissemination  
section added into 
governance/divisional meeting agendas 

• Grand Round sessions to be utilised to 
regularly theme and share safety 
lessons including the outcomes of 
Serious Incidents 

 

Reviewed practice to ensure that 
all risks are underpinned by a risk 

This work stream was deferred until the 
recruitment of the Patient Safety and Risk 
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Year one Evidence  Achieved 
assessment that has been 
approved at departmental level  

Lead. It is now underway and will be 
completed by Q3 and is monitored through 
the Quality & Standards Team meeting 

Undertaken an audit of risk 
assessments on the Trust’s risk 
register 

This work stream was deferred until the 
recruitment of the Patient Safety and Risk 
Lead. It is now underway and will be 
completed by Q3 

 

Reviewed the feedback from 
training in human factors and 
agreed the approach needed for 
the future 

Working jointly with the School of Oncology 
to integrate Human Factors into face to face 
training and corporate induction.  

 

Reviewed the outcomes of 
Executive quality and safety 
walkrounds, including seeking 
feedback from staff 

Review undertaken in Q1. Assurance is 
provided by Board of Directors who see 
outcomes of walkrounds. The follow-up 
actions being addressed is the 
responsibility of the Executive who 
undertook the visit   

 

Reviewed the list of ‘Never at the 
Christie Events’ 

The list of ‘Never at The Christie events’ are 
still deemed appropriate. There have been 
no such events since the list was 
developed.  

 

Evaluated the current system for 
reviewing and learning from 
inpatient deaths 

Staff views sought during meetings  

• Safety messages section added into 
team briefing  

• Lessons learnt/for wider dissemination  
section to be added into 
governance/divisional meeting agendas 

• Grand Round sessions to be utilized to 
regularly theme and share safety 
lessons 

• We will act on the findings of the CQC 
well led review and build this into our 
work plans 

 

Introduced a health and safety 
clinic to highlight safety issues at 
local level and provide 
appropriate support 

Support provided to departments and 
individuals on an ‘as required’ basis. A 
designated ‘clinic’ will also be incorporated 
into future Health & Wellbeing events    

 

Expanded The Christie Quality 
Mark into Radiotherapy 
services  

All 3 centres (Withington, Oldham & 
Salford) achieved Quality Mark 
Accreditation in March 2018 

 

Embedded The Christie CODE 
quality scheme within all in-
patient areas 

All in-patient areas accredited. Those areas 
due for re-accreditation have successfully 
maintained the standards of care required.  
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4. Review of committee structure 
The governance committee structure approved in 2017 was reviewed as part of this annual 
report. It was noted that on the whole the structure continues to be relevant and effective. 
However, with the development of new services and working practices some committees are 
faced with an increasing number of sub-committees, particularly Patient Safety Committee. 
Some minor amendments may provide a more equitable structure and further strengthen 
quality and governance.  
 
4.1 Proposed amendments  

 
Committee  Current parent 

committee (2017) 
Suggested Parent 
Committee (2018)  

Rationale  

Health & Safety  Patient Safety Risk & Quality 
Governance  

Raise the profile of 
the committee and is 
in line with other 
Trust structures.  

Medical Devices & 
Procurement 

Patient Safety Health & Safety Raise the profile of 
the committee and is 
in line with other 
Trust structures. 

Caldicott Panel  Patient Safety Digital Maturity 
Board  

Content relates to 
breaches in data 
protection, best fit 
DMB 

Infection Prevention 
& Control  

Health & Safety Patient Safety Will enable a more 
complete picture of 
patient safety 
concerns  

Travel & Car Parking Patient Experience  Staff Forum  Main focus is staff 
concerns. Patients 
concerns will 
continue to feed into 
PEC via PALS 

Enhanced 
Supportive Care  

Patient Experience Divisional Board  This is a clinical 
service not a 
committee 

Education & Training School of Oncology 
Board  

Workforce  Will enable a more 
complete picture of 
staff training  

 
5. Recommendations 
The Board of Directors is asked to approve the outcome of the year one milestones of the 
Risk Management Strategy and approve the proposed changes to the governance 
committee structure. 
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Committee Structure 2018 

 

Clinical Outcomes Unit 

Board of Directors 
 

  

Patient Safety 
Committee  

Management Board  

Drug & Therapeutics 
Committee  

Quality Improvement & 
Clinical Audit Committee 

Research Operational 
Group 

Patient Information 
Committee 

Nutrition Steering Group  

Friends & Family Test 
Steering Group 

Safeguarding Committee 

Resuscitation Committee  
 

Medical Devices & 
Procurement Committee 

Caldicott Panel 
 

Patient Record 
Group 

Information 
Governance 

Chemotherapy 
Tariff & Reporting 

Group 

Access 

Paperless Clinical 
Working Project 

Board 

EPMA Board 

Medical 
Gases 

Clinical Records 
Management Committee 

 

Hospital 
Transfusion 

Team 
Hospital Transfusion 

Committee 

Safe Medicines Practice 
Committee 

Capital, Estates & 
Facilities Health & 

Safety Group  

Radiation Protection 
and Medical Exposures 

Committee 

SACT Delivery 
Group 

Thrombosis 
Committee 

Workforce 
Committee 

Digital 
Maturity Board 

Capital & 
Workforce Planning  

Committee 

Risk & Quality 
Governance 
Committee 

Drugs 
Management 

Committee 
 
 

School of 
Oncology Board 

Portfolio 
Board 

Quality Assurance Committee Audit Committee  

Infection Prevention & 
Control Committee 

Patient Experience 
Committee 

Clinical & Research 
Effectiveness Committee 

Finance 
Review Group Health & Safety 

Committee 

Education 
& Training 
Committee 

Staff Forum  

LNC 

 

Appendix A 
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Agenda Item 32/18a 
 

Meeting of the Board of Directors 
 

Thursday 27th September 2018 
 

Board Assurance Framework 2018/19 
 
 

 
 
 
 
 

Subject / Title Board Assurance Framework 2018/19 

Author(s) Louise Westcott, Company Secretary 

Presented by  Chief Executive Officer  

Summary / purpose of paper 

This paper provides the board with the latest version of 
the Board Assurance Framework that summarises the 
risks to achievement of the corporate objectives 
2018/19. The cover paper gives detail of any recent 
changes and risks that require further consideration. 

Recommendation(s) To note the refreshed Board Assurance Framework 
(BAF) 2018/19 and consider any further updates 

Background papers 
Board assurance framework 2017/18. Corporate 
objectives 2018/19, operational plan and revenue and 
capital plan 2018/19. 

Risk score N/A 

Link to: 

 Trust strategy 

 Corporate objectives 

• Trust’s strategic direction 

• Divisional implementation plans 

• 2020 vision strategy 

• Key stakeholder relationships 

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 
CN&EDoQ Chief nurse & executive director of quality 
EDoF&BD Executive director of finance & business 

development 
EMD Executive medical director 
COO Chief operating officer 

DoW Director of workforce 
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Agenda Item 32/18a 
Meeting of the Board of Directors 

 
Thursday 27th September 2018 

 
Board Assurance Framework 2018/19 

 
1 Introduction 

The board assurance framework (BAF) 2018/19 was presented to the Board and Quality 
Assurance Committee in June and Audit Committee in July 2018. Further review of the board 
assurance framework has taken place by the executive team and the Risk & Quality 
Governance committee in September. 
 
The changes identified since the BAF was presented to board in June are;   
• [1.2] Lack of preparedness for a CQC inspection leading to a poor performance – risk 

removed following the inspection and feedback in July 2018. 
• 1.5 Risk of exceeding the thresholds for harm free care indicators – updates to key 

controls to reflect new NHSI guidance on pressure ulcers 
• [4.4] Lack of a solution to the patient and relative accommodation issue for the Proton 

Beam Therapy service – risk removed as contract now signed with Staycity Manchester. 
• 6.6 Adverse impact on patient experience and Trust reputation from non-achievement of 

the 62 day target following implementation of the new breach allocation policy – increase 
in risk score from 12 to 20 relating to the Q2 2018/19 performance. 

• 6.8 Introduction of a system control total resulting in a deterioration of our SOF score – 
risk score reduced as the GM partnership are underwriting the financial risk for 
providers. 

• 7.4 Risk of non compliance against PDR action plan to achieve Trust standard – 
increase in risk score from 6 to10 based on current performance. 

 
2 Items for consideration  

A review of the risk assessment of the potential impact of BREXIT on the Trust has been 
carried out by a team from across the Trust. This assessment looked at the 9 areas of 
potential impact identified by Greater Manchester Health & Social Care Partnership.  
 
Two areas were identified in the assessment that may pose a risk to the organisation. These 
are the supply chain for medicines & consumables and workforce. Further communications 
and support is being developed for our existing EU staff.  In terms of mitigations for any 
potential risks, we are required to follow national advice and we will continue to monitor any 
developments. Any potential risk is not anticipated to have an adverse impact in 2018/19 and 
so it is recommended that a risk relating to BREXIT is not added to the BAF at this time. 
Regular re-assessments are planned and any updates will be fed through the Risk & Quality 
Governance Committee to Board. 

 
3 Recommendation 

The Board is asked to note the board assurance framework (BAF) 2018/19 that reflects the 
risks to achievement of the corporate objectives.  
 
The Board is also asked to consider any updates from the Quality Assurance Committee and 
following their own discussion. 
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BOARD ASSURANCE FRAMEWORK 2018-2019
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1.1
Risk to patients and reputational risk to trust of 
exceeding the HCAI thresholds (stretched target of 
18)

CN&EDoQ 4 3

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

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

None identified 12 12 12

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

CN&EDoQ 2 4

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. 
Friends & Family Test performance target (40% response rate).

None identified 8

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 8 8 4

1.3 Non achievement of the quality outcomes for the 
2018-19 CQUINS indicators. CN&EDoQ 2 4

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

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

1.4 Risk of exceeding the thresholds for harm free care 
indicators (falls, pressure ulcers) CN&EDoQ 3 4

Collaborative projects in place. All falls come through executive nursing panel process. Call don't fall 
initiative. Falls group. Introduction of the TAB system. Executive review group looks at attribution of 
avoidable / unavoidable. Trust aim to maintain 16/17 levels.                                                                                          
Tissue viability nurse appointed. System for assessment of ulcers / grading used. Training across 
the trust (focus on theatres/critical care). New criteria for assessment & expectations released by 
NHSI around pressure ulcers - internal review undertaken.

None identified 12 Regular reports to Quality Assurance committee and board 
(through the integrated performance report). None identified 12 12 9

1.5
Risk that efficiences and improvements in patient 
experience relating to the move to the new 
outpatients department won't be achieved

COO 3 4 Outpatient Board regular updates on progress to Management Board None identified 12 Regular reports to Board None identified 12 12 4

1.6 Commissioning decision making impacting on 
patient care EDoF&BD 4 3 Monthly meetings with CCGs & NHSE. Agreed contract for 18/19 None identified 12 Agreed contract for 18/19 None identified 12 12 6
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2.1 Risk to Christie Research profile and funding if  fail 
to perform strongly against national metrics   EMD 2 3

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

None identified 6

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

None identified 6 6 6

2.2 Failure to deliver the Paterson building replacement EDoF&BD / 
EMD(S) 2 4 Programme board established with UoM & CRUK. Funding plan agreed in principle. Preliminary 

review to Board in June 18. MoU finalised. Detail to be discussed at October 18 Time Out. None identified 8 Regular reports to Board None identified 8 8 4
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3.1
Non delivery of the School of Oncology strategy due 
to increased pressure within operational service 
delivery and misalignment of divisional goals

EMD 2 3

Refresh of the School of Oncology to focus on integration of objectives between clinical divisions, 
research and education. Review Schools ability to support development PAs and consider funding 
for development work. Continue with Job Planning activity to increase transparency of educational 
PAs. Ongoing work with senior managers and divisions to look at longer term models to backfill 
posts

Continuing difficulty in back 
filling senior staff despite 
funding availability

6 School of oncology board reports to Management Board. None identified 6 6 6

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

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

Corporate objective 3 - To be an international leader in professional and public education for cancer care 
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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 - commissioning decision made.  Christie to provide prostate services as key provider 
under agreed specification.  None identified Commissioner led review completed. Programme of transfer of 

services agreed. None identified

4.3 Loss of trials due to no processes for accessing 
funding for excess treatment costs for trials EDoF&BD 2 4 Communicating with specialist commissioners on how to access funding.  Informed lead clinicians 

to ensure no patients are enrolled on inappropriate trials. None identified 8 Reports to research governance committee and commissioner 
meetings None identified 8 8 12

4.4 OECI reaccreditation not achieved CN&EDoQ 2 3
Work centrally coordinated based on OECI measures. Accrediattion visit undertaken March 2018. 
Feedback received - action plan developed. OECI board considering report in September 2018. 
Await outcome.

None identified 6 Previous accreditation achieved.  None identified 6 6 6

4.5 Lack of evidence to show progress against the 
ambition to be leading comprehensive cancer centre EMD(S) 2 3

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

Availability of comprehensive 
data with which to compare 
ourselves

6
Designated as the most technologically advanced cancer centre 
in the world outside North America. In segment 1 (Single 
oversight framework). Board discussion

None identified 6 6 6

Principal Risks Exec Lead Li
ke

lih
oo

d

Im
pa

ct

Key Control established Key Gaps in Controls C
ur

re
nt

 R
is

k 
Sc

or
e

Assurance Gaps in assurance O
pe

ni
ng

 P
os

iti
on

Po
si

tio
n 

at
 e

nd
 o

f Q
1

Po
si

tio
n 

at
 e

nd
 o

f Q
2

Po
si

tio
n 

at
 e

nd
 o

f Q
3

Po
si

tio
n 

at
 e

nd
 o

f Q
4

Ta
rg

et
 ri

sk
 s

co
re

5.1 GM devolution changes have an adverse impact on 
The Christie objectives EMD(S) 2 4

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

Uncertainty around impact. 8

Regular Management Board and Board of Director reports from 
CEO.  Presentation to CoG. Greater Manchester Health & 
Social Care Strategic Plan and Terms of reference for GM 
Provider Federation Board approved at BoD Jan 16.

None identified 8 8 8

5.2 Non-delivery of our refreshed chemotherapy 
strategy

COO / 
EDoF&BD 3 4 Option appriasal of mobile unit versus static/hospital based provision. Refreshed chemotherapy 

strategy approved. Option appraisal undertaken for new sites. None identified 12 Reports to Management Board None identified 12 12 8

5.3 Impact of GM pathology on The Christie Pathology 
Partnership objectives 

COO/ 
EDoF&BD 3 4 The Christie Pathology Partnership board established. Operational management reviewed. 

Attendance at meetings. Working with partners in GM around HMDS and Genomics services None identified 12 Reports to BoD from The Christie Pathology Partnership board 
meetings. None identified 12 12 8

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

Participating at national level to influence development of specialist tariffs.  Contract for 18-19 
agreed. Tariff agreed. Activity growth confirmed. Working with other cancer centres on refreshed 
radiotherapy tariff.

Changes in specialist 
commissioning as a 
consequence of GM Devolution

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

5.5
The Christie Pharmacy Company objectives not 
achieved impacting on clinical service, patient 
experience and Trust reputation

COO 4 4 Weekly reports to Executive Team. Quarterly reports to Board of Directors. None identified 16 Regular reports to Board None identified 16 16 4

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

10

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

4.2
Risk of comprehensive cancer centre status due to 
loss of surgery at The Christie due to uncertainty of 
commissioning within Greater Manchester

COO 3 5 15 15 15
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6.1 Key performance targets not achieved COO 2 4

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

None identified 8 Continued achievement of all key performance targets None identified 8 8 4

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

None identified Continued achievement of a Single Oversight Framwork 
segment 1. Use of resources - 1 None identified

Commissioner contract signed for 2018/19. Agreement of control total for 2018/19 with NHSI. 
Growth monies allocated to divisions to ensure delivery of activity target. CIP target set.

Changes in specialist 
commissioning as a 
consequence of GM Devolution

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

6.3 Non delivery of transformation schemes (CIP) COO 4 4
Transformation team to continue to work across clinical and corporate divisions to identify and 
achieve efficiency and improve environment. Monitor progress through Management Board. 
Targets for identification and delivery of savings agreed. 

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

6.4 Current EPR unable to support delivery of 
operational objectives EDoF&BD 2 4

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

Internal capability & expertise to 
support system going forward. 
CWP built on an outdated 
platform

8 Reports to Management Board & Board of Directors. Review of 
CIO and CCIO roles None identified 8 8 8

6.5
Lack of preparedness for the introduction of the 
General Data Protection Regulation (GDPR) 
resulting in financial penalties

EDoF&BD 2 4
GDPR task & finish group established with trustwide representation. NCC group undertaking data 
flow mapping. MIAA audit undertaken and detailed action plan developed. Awareness sessions 
taking place. Risk assessment undertaken

None identified 8 Regular reports to Board None identified 8 8 8

6.6

Adverse impact on patient experience and Trust 
reputation from non achievment of the 62 day target 
following implementation of the new national breach 
allocation policy

COO 4 5
Shadow monitoring of new target in Q1 18/19. Monitoring will commence from Q2. Weekly 
monitoring of target across all specialties. Weekly reports to Executive Team. Discussion at Risk & 
Quality Governance. Monthly reports to Management Board & Board of Directors.

Based on current performance 
we will fail to meet the target in 
Q2 2018/19. Escalation 
meetings taking place.

20 Regular reports to Board None identified 12 12 8

6.7 Failure to implement Christie Private Care strategy 
resulting in detrimental impact on profit share EDoF&BD 2 4 JV Board meetings. Approval of CPC strategy. Approval of capital investment to expand theatres. 

John Logue appointed as medical advisor. None identified 8 Regular reports to Board None identified 8 8 8

6.8 Introduction of a system control total resulting in a 
deterioration of our SOF score EDoF&BD 2 2 Attendance at GM meetings (PFB / GM DoF's / GM Dir of Ops).GM Partnership under-writing the 

financial risk to providers. None identified 4 Regular reports to Board. GM partnership agreement. None identified 8 8 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 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 2 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 4
No current impact on recruitment & retention. Involvement in 
key Greater Manchester Health & Social Care Partnership  
committees

None identified 4 4 4

7.3 Underutilisation of the apprenticeship levy DoW 3 3 Workforce committee monitoring progress. Divisional engagement. School of Oncology leading 
across the trust and externally with the development of higher apprenticeships. None identified 9 Regular report to board None identified 9 9 9

7.4 Risk of non compliance against PDR action plan to 
achieve Trust standard DoW 5 2 Performance review meetings.  Information shared with managers on compliance. Redesigned 

systems and paperwork.
Trustwide performance at 
87.1% 10 Regular reporting to Management Board and Board of Directors 

through the performance report. None identified 6 6 6
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8.1 Impact on our ability to obtain planning approval for 
future capital developments. EDoF&BD 3 3

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

None identified 9

Met the 15/16, 16/17 & 17/18 green travel milestones. 
Agreement by MCC of strategic development plan. 5 year 
Capital Plan delivery. Monitored through Management Board & 
Board of Directors. Continue to meet green travel targets. 
Monthly meetings with Manchester City Council (MCC). Capital 
programme shared with MCC and Board of Directors. Plans for 
tiered car parking approved Jan 18.

None identified 9 9 6

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

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

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

6.2 Financial performance target not achieved EDoF&BD 4 4 16 16 16 4

103



 

104



 
 

 
 

Agenda item 32/18b 
 

Meeting of the board of directors 
Thursday 27th September 2018 

 
 

Subject / Title 2018-19 Emergency Preparedness, Resilience and 
Response assurance process 

Author(s) Jane Hadfield, Health, safety and emergency 
planning lead 

Presented by Fiona Noden, Chief Operating Officer and 
Accountable Emergency Officer 

Summary / purpose of paper To report the outcome of the self-assessment 
against the 2018-19 EPRR core standards 

Recommendation(s) To confirm the trust’s compliance status against the 
core standards 

Background Papers 

Civil Contingencies Act 2004 

NHS Act 2006 

NHS Standard Contract Conditions (SC30) 

Risk score  

Link to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

Corporate Objectives 6 and 8 

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. 

AEO Accountable Emergency Officer 

CEO Chief Executive Officer 

EPRR Emergency Preparedness, Resilience and 
Response 

ICC Incident Coordination Centre (incident control 
room) 

LHRP Local Health Resilience Partnership 
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Agenda item 32/18b 

 
Meeting of the board of directors 

Thursday 27th September 2018 
 

Greater Manchester Emergency Preparedness, Resilience 
 and Response (EPRR) assurance 2018-19 

 
1. Introduction and background 
The trust has been asked to undertake the annual self-assessment against the EPRR core standards for 
2018-19 and to provide an update of the progress of the improvement plan for 2017-18.  In addition, there is 
also a ‘deep dive’ into command and control arrangements for EPRR.  This is part of the NHS England 
Emergency Preparedness, Resilience and Response (EPRR) framework where providers of NHS funded 
services must show they can effectively respond to major, critical and business continuity incidents whilst 
maintaining services to patients. 
 
To comply with the national requirements, the Local Health Resilience Partnership (LHRP) has requested that 
the trust: 

• Undertakes a self-assessment against the relevant core standards for specialist trusts, identifying the 
level of compliance for each standard (red, amber, green) 

• Reviews the action plan developed for the 2017-18 assurance process and include further actions from 
this year’s self-assessment 

• Completes the statement of compliance identifying the trust’s overall level of compliance – full, 
substantial, partial, non-compliant 

• Presents the above papers to the Board of Directors 
• Submits the signed statement of compliance and improvement plan to the commissioners locally by 19 

October 2018 to allow the CCG to update on their own health economies to the LHRP by 9 November 
2018. 

 
Evidence against the standards is not required, but must be provided on request. 
 
2. Action plan developed for the 2017-18 assurance process 
In September 2017 the trust declared substantial compliance with the core standards.  An improvement plan 
was submitted to demonstrate how the trust would achieve 100% compliance with the standards. The 
progress of this plan can be seen below. 
 

Core 
standard 

ref 

Core standard 
description 

Improvement required 
to achieve compliance 

Action to deliver 
improvement 

Status 

50 Arrangements include an 
ongoing exercising 
programme that includes 
an exercising needs 
analysis and informs future 
work. 

Undertake a desktop 
exercise 

Design and deliver a 
bespoke desktop exercise 

Complete. 
Exercise 
undertaken 
31.1.18 
Exercise 
schedule 
updated 

DD2 The organisation has 
published the results of the 
2016-17 NHS EPRR 
assurance process in their 
annual report. 

Report the results of the 
assurance process in the 
trust’s annual report 

Going forward, report the 
2017-18 and subsequent 
years’ compliance in the 
trust annual report  

Not completed. 
Information on 
EPRR 
arrangements 
are included in 
the 2017-18 
annual report 
but the result 
of the EPRR 
self 
assessment 
process was 
omitted 

 
3. EPRR self-assessment 2018-19 
55 standards are applicable to specialist trusts.  The trust has rated itself as fully compliant for 54 standards 
and partially compliant for 1 standard.  This relates to the requirement to produce an annual EPRR report for 107



the Board.  To date, quarterly reports have been produced for the Risk and Quality Governance Committee, a 
sub-board committee, and these will continue but will be complemented by an annual report. 
 
The deep dive includes 8 standards relating to command and control arrangements for EPRR.  The trust has 
rated itself fully compliant with 6 of these standards, and partially compliant with 2 standards.  The self-
assessment against the deep dive standards does not contribute to the trust’s overall EPRR assurance rating. 
 
4.  2018-19 EPRR core standards improvement plan 
 

Core 
standard 

ref 

Core standard 
description 

Improvement required 
to achieve compliance 

Action to deliver 
improvement 

Deadline 

3  
EPRR 
board 
reports 

The CEO ensures that the 
AEO discharges their 
responsibilities to provide 
EPRR reports to the Board, 
no less frequently than 
annually. 

Publish an annual report 
to include, as a 
minimum, an overview 
on: 
- Training and 

exercises undertaken 
by the organisation 

- Business continuity, 
critical incidents and 
major incidents 

- The organisation’s 
position in relation to 
the NHS England 
EPRR assurance 
process 

AEO to present EPRR 
annual report to the Board 30.6.19 

DD2 
2017-18  

The organisation has 
published the results of the 
2016-17 NHS EPRR 
assurance process in their 
annual report. 

Report the results of the 
assurance process in the 
trust’s annual report 

Publish EPRR self-
assessment rating in the 
trust’s annual report 

30.4.19 

 
5. Deep dive improvement plan 
 

Deep 
dive ref 

Deep dive standard 
description 

Improvement required 
to achieve compliance 

Action to deliver 
improvement 

Deadline 

DD3 ICC equipment has been 
tested every 3 months as a 
minimum to ensure 
functionality, and corrective 
action taken where 
necessary 

Formalise process which 
is currently undertaken 
on an ad hoc process 
and maintain a record of 
the checks 

Undertake a check of ICC 
equipment every 3 months 

31.10.18 then 
every 3 
months 
thereafter 

DD7 The organisation has in 
place processes to ensure 
defensible decision making; 
this could be aligned to the 
JESIP joint decision making 
model 

Formalise process and 
describe in more detail 
within the trust’s major 
incident plan 

Update major incident plan 
and submit to risk and 
quality governance 
committee for approval 

31.1.19 

 
6. Recommendation 
The Board is requested to confirm that the trust may declare substantial compliance with the EPRR core 
standards. (Appendix 1) 
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Appendix 1 
2018-19 Emergency Preparedness, Resilience and Response (EPRR) Assurance  

STATEMENT OF COMPLIANCE 
 
The Christie NHS Foundation Trust has undertaken a self-assessment against the NHS England Core 
Standards for EPRR (v5.0). 
 
After self-assessment, and in line with the definitions of compliance stated below, the organisation declares 
itself as demonstrating the following level of compliance against the 2018-19 standards:  Substantial 
 
Overall EPRR 
assurance rating Evaluation and Testing Conclusion 

Fully 
The organisation is 100% compliant with all core standards they are expected to 
achieve. 
The organisation’s Board has agreed with this position statement.   

Substantial 
The organisation is 89-99% compliant with the core standards they are expected to 
achieve. 
For each non-compliant core standard, the organisation’s Board has agreed an 
action plan to meet compliance within the next 12 months. 

Partial 
The organisation is 77-88% compliant with the core standards they are expected to 
achieve. 
For each non-compliant core standard, the organisation’s Board has agreed an 
action plan to meet compliance within the next 12 months. 

Non-compliant* 

The organisation is compliant with 76% or less of the core standards the 
organization is expected to achieve. 
For each non-compliant core standard, the organisation’s Board has agreed an 
action plan to meet compliance within the next 12 months. 
The action plans will be monitored on a quarterly basis to demonstrate progress 
towards compliance. 

*  
The self-assessment results were as follows: 
 

Number of 
applicable 
standards 

Standards rated as 
Red1 

Standards rated as 
Amber2 

Standards rated as 
Green3 

 0 1 54 

Specialist trusts: 
Core standards:  55 
 

1 Not compliant with the core 
standard. In line with the trust’s 
EPRR work programme, 
compliance will not be reached 
within the next 12 months 

2Not compliant with the core 
standard.  The trust’s EPRR 
work programme demonstrates 
evidence of progress and an 
action plan to achieve full 
compliance within the next 12 
months 

3Fully compliant with the core 
standard 

 
Where areas require further action, this is detailed in the attached EPRR Work Plan and will be reviewed in 
line with the organisation’s governance arrangements. 
   
I confirm that the above level of compliance with the EPRR Core Standards has been confirmed to the 
organisation’s board / governing body. 
 

________________________________________________________________ 
Signed by the organisation’s Accountable Emergency Officer 

 
___________________________ ____________________________ 

Date of board / governing body meeting Date signed 
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Chairman: Christine Outram Chief Executive: Roger Spencer 
 

The Christie NHS Foundation Trust, Wilmslow Road, Manchester M20 4BX 
Tel: 0161 446 3000 Fax: 0161 446 3977 www.christie.nhs.uk 
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