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Improving Care for Patients Living with Clinical Frailty – From QIP to Clinic at The
Christie - Dr Fabio Gomes (FG), Clinical Research Fellow, Medical Oncology

FG introduced himself as a medical oncologist working with the lung team. The project is about
moving from improvement to practice. FG explained what frailty means – this relates to a larger
impact of illness, longer period of illness and less ability to recover. FG showed figures
demonstrating the prevalence of patients with identified frailty and the increase in this with age.
Possible consequences of not identifying frailty include under/over treatment, limited access to
trials, longer periods in hospital, poorer quality of life, a less positive experience and using more
resource. There is also a lower chance of recovery.
FG outlined the structures that have been put in place to improve identification and planning for
these patients. There is an acute frailty network developed through NHS Improvement and now a
specialised clinical frailty network (SCFN) – oncology is in first wave of the work and we are
working alongside Cambridge, Sheffield & Newcastle.
The project is divided into 2 aims – screening and identification of patients then improvement in
outcomes for patients by implementing a frailty pathway.
FG outlined the broad Christie team who are responsible for planning changes here. The 1st aim is
to implement and complete the clinical frailty scale in 80% of all new lung cancer patients by Jan
2019 then improvement in outcomes for patients by implementing a frailty management pathway.
The proposed measures were outlined. The team have started to engage through education – they
have used Grand Rounds, video and through the Lung team breakfast meeting. Critically an online
dashboard has been set up by the analytics team to give real time data for the project. The
compliance rate is at 88% and the team can see from the electronic system that this process is not
adding complexity to the doctors’ assessment of the patient. Frailty does impact on treatment
selection and an assessment of how patients felt at different stages of their journey was made so
that the impact could be assessed of any change.
3

FG stressed the importance of linking across GM with the frailty work and we are looking at how
this can be done more effectively.
This gives an opportunity to lead in onco-geriatrics nationally; we are already leading at a digital
level and this allows us to personalise care even more.
In order to progress the project more people need to start using this approach and this is the next
step.
CO noted that it is very important to continue to personalise care and look after patients better.
WM thanked FG and noted that this is important work. She asked where the team see this going
and how this will support patients to get through their treatment. FG responded that as we only get
patients once they need treating, we need to do more with pre-habilitation to give them the best
chance. Support is given throughout for the patients we identify but it would be better to have more
impact on their primary care journey. We also need better access to information from other Trusts.
FN asked if frailty is assessed at each attendance. FG responded that it is not currently, it is only
assessed at the initial assessment but the team are looking at setting frequency of assessment in
the future of the project.
JM asked if there will be a longer term follow up to look at deterioration. FG responded that when
patients are here we will record how patients are doing and if there is deterioration.
JB commented that there has been great feedback from the national team about the electronic
form. FG added that having access to all the data for many patients in real time, which was put in
place very early, makes the project sustainable.
CO thanked FG for the presentation and the hard work that’s going on. She added that the board
would like to hear about progress with the project at a later date.
No
06/19
a

b
c

d
07/19
a

Item
Standard business
Apologies
Apologies were received from Tarun Kapur, non-executive director and Professor Chris
Harrison, Executive Medical Director (Strategy).
Declarations of interest
No declarations of interest were made.
Minutes of the previous meeting held on 31st January 2019
The minutes of the meeting held on 31st January 2019 were accepted as a correct
record.
Action plan rolling programme, action log & matters arising
All items are on the agenda or complete. No actions from the last meeting.
Key reports
Chief executive’s report

RS drew attention to 4 items;
Update on requirements from NHSE for no deal EU Exit planning. RS noted that we
haven’t experienced any issues and daily SITREPs are being submitted.
Outpatient facilities are now occupied and all activity has transferred to the new
area. There’s been some excellent feedback from patients and there are some
teething problems that are being addressed. The new blood room is to open in April
and this should provide further improvements in patients care.
Nursing retention activities were undertaken in March and newly qualified nursing
associates have taken up post in the Trust.
RS noted the visit from the European neuroendocrine tumour auditors that
confirmed our centre of excellence status in this area.
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Action

No

Item
CO invited questions from the board and the governors.
CO noted that we are taking a lead in radiotherapy networks and that this is very
important for the organisation. She asked about the level of change that is
anticipated.
RS responded that Specialist Commissioners have published the requirements. We
need to be in a network, we are one of the leaders in this area and will host the
network. We already work very closely with the new network. In future there will be
19 centres nationally and this is about us helping others to be sustainable and to
provide the best technology. Prof Nick Slevin (NS) is on the national group for this.
RA asked if NS is the lead. RS responded that we have lots of senior clinicians
involved in developing new treatments in this area so we are very well served in
leadership in this area.
b

Executive Medical Directors report
WM highlighted that Professor Tim Illidge has received national recognition for his
work with radiotherapy and immunotherapy that comes with some funding. This
money is being used to develop research infrastructure.
Research performance is doing very well against the key performance indicators
including recruitment to trials and commercial trial income.
In terms of our work with the International team, there are some well-developed
projects being taken forward. There are also many high calibre international
fellowships that are strengthening our international links.
NL asked what is meant by a ‘senior investigator’. WM responded that this is the
highest level ranking in a research context. There are only 200 in the country. CO
passed on the boards congratulations to Professor Illidge.
CO noted that she is pleased to see progress on the international work and the
appointments that have been made.

c

Integrated performance report – month 11
FN introduced the performance report for month 11.
Performance was noted at 98.3% in the patient satisfaction survey, 89.5% for
chemotherapy treatment on the day and it highlighted that there is no pharmacy
turnaround data this month due to the new patient flow system that has been put in
place in February.
There were no cancelled operations and staff PDR is at 88.1%
Infection Control
• 0 cases MRSA bacteraemia
• 2 case C.diff, 0 due to lapses in care
• 4 cases E-Coli pre 48 hours
• 3 case E-Coli post 48 hours
Quality
Safe staffing levels achieved
• 1 SI panel
• 0 SI incident
• 4 executive reviews
• 5 complaints
• 8 inquests
Operational Risks
• 5 risk at 15 / 2 risks at 16 / 1 risk at 20
Access
The 18 week and 31 day targets have been achieved. 62 day performance has
been challenging and FN noted that we are transferring across to the new reporting
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Action

No

Item
system from April so the trust will no longer be reporting the old position.
62 days performance is at 77.9% against the new policy and 76.9% against the old
policy. FN noted that the Trust is continuing to focus on treatment within 24 days
for all patients.
The NHSI expenditure ceiling was breached in month but is back within range in
March.
Finance
EBITDA surplus £42.63m, £2.09m below plan, I&E surplus £3.569m, £2.657m
below plan, cash balance is at £109.301m. We have debtor days of 19.
CIP
96.1% achieved in year
89.0% achieved recurrently
Single Oversight Framework
1 Governance
1 Financial sustainability risk rating

EL drew the boards attention to the the information on the staff survey. She noted
that this is the summary, and that we have got fantastic results. They are the best
results we have had in 5 years and we are waiting for the full breakdown that will be
presented next month in the quarterly report.
Questions were invited.
CO asked about 62 days, and how likely we are to achieve this by the target date of
1st April. FN responded that there are some issues in urology and brachytherapy
that are affecting the performance. There have been great improvements in
gynaecology. The main impact is on 24 days from referral to being seen.
Brachytherapy is very complex with chemotherapy & radiotherapy doing better.
NL asked about the increase in operational risks, particularly in radiotherapy. FN
responded that a radiotherapy working group has been formed to address the
issues in the department. There have been issues with morale in the team and the
group are working closely with the team to listen to them address the issues.
NL asked about the cyber risk relating to the infrastructure and why this is scored
as a 15. EJ responded that we need to upgrade to Windows 10 and the timeframe
to upgrade is to be in place by January 2020.
RA asked about systems in the Trust using XP and what we are doing about them.
EJ responded that there are a few devices that have this software and they are all
protected; work is ongoing to remove them.
NL noted that I&E is down. JF responded that this is a technical accounting issue
and the forecast outturn is better that plan.
CO noted her congratulations on progress with CIP, this is excellent progress. FN
confirmed that this is cost improvement without a negative impact to patients or
staff. The Chief Nurse and Medical Director quality impact the schemes and do turn
some down if they believe this will have a detrimental impact on patients or staff.
KR asked about the executive walk rounds starting with the complex discharge
team. WM noted that this team identified ways they can improve their process and
they will get involved in doing this.
KR asked about the clinical coding walk round. The team are part of finance who
are based in different places. Feedback was around making them feel more part of
the team and this is being worked on.
KR also asked about the Central admin/transport walk round. It was confirmed that
the actions from the walk round are being taken forward with the team.
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NL observed that the sickness levels are excellent.
CO thanked the team for the report.
08/19 Approvals
a Board governance
i
Directors letters of representation
ii
Register of directors interests
iii Fit & proper persons declaration
iv Declaration of independence
v
General data protection requirement (GDPR)
CO asked each board member to sign their declarations and return to LW.
b Annual reporting cycle 2019-20
RS noted that the cycle sets out activities across the forthcoming year for the board
including the regulatory requirements. Board were asked to approve the annual
reporting cycle 2019/20.
Approved
c Corporate objectives and board assurance framework 2019/20
RS noted that the Board looked at the objectives in the board away day in detail
and this is the conclusion. This covers all of the things that have been discussed.
The adjusted BAF reflects changes discussed for risks in 2019/20.
Approved.
09/19 Other reports
a Six monthly compliance with NICE safe staffing guidelines
JB presented the report.
Nationally this is suggested to be done annually; the board will continue to receive it
6 monthly as we have done for the last seven years.
JB noted that we are starting to see challenges now that haven’t been seen before.
We are compliant with safe staffing and NICE requirements.
JB noted that 30 HCAs have been appointed to the bank, and that there are no
band 5 ward nursing vacancies which is excellent.
Ward 4 is the only ward where the budgeted establishment is not quite right. We
have complex patients on this ward and have looked at different ways of working.
Brachytherapy is also in this area and it is used for medical outliers and this unit is
on a lower floor than the main ward.
There was 1 ward with 1 shift where safe staffing was escalated in this period to the
chief nurse. This was in November and is the first time a safe staffing issue has
been escalated to JB. This was dealt with safely. We are now spending more on
nursing agency but this will now go down following the recent recruitment. There
have been conversations around timely planning to avoid this in future.
Registered nurse vacancies have meant we have had to go out to agency. This has
been a difficult time for nursing and moving clinical staff around to ensure patient
safety has been done but this can negatively impact on staff morale.
There were only 2 complaints raised around nursing care in this period, this is very
low considering the levels of activity.
The induction process for nursing has been changed and has been well rated.
JB noted that we have asked for feedback from nurses on what we can do to retain
staff and this feedback is being acted on. NHSI have not offered any additional
ideas around this and are happy that we are doing everything we can.
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The comments from managers including allied health professionals were noted.
Board were asked to approve the safe staffing levels for this period.
Approved
RS commented that the challenges described are not anywhere near as bad as in
other organisations currently. There is a connection between the work going on with
nurse staffing and the low sickness levels and good feedback in the staff survey.
WM asked if there is a comparable report for ambulatory outpatient support. JB
responded that we are working with NHSI, The Royal Marsden and Clatterbridge to
start building an oncology version of safe staffing. The version for outpatients is
delayed because of the move to the new department but Oak Road Treatment
Centre is coming on well.
JM asked if interventional radiology will be included. JB responded that this will be
developed in the future.
Approved.
b Digital strategy – quarterly progress report
JF introduced the team to present. She noted that SB had recently been appointed
as a second CCIO representing nursing to support RB. The team are attending to
present the update on where the Digital Strategy is up to.
EJ introduced the update and noted the big focus on people and getting the staff in
a good position to deliver the strategy. The digital team, who had previously been
located in separate areas of the site, are now all together in a new environment
which includes a tech bar for staff to get an immediate resolution to technology
problems as they come up. The move has enabled the start of a more joined up
service that is bringing teams within the digital services together. Sickness levels
are very low and there is lots of positivity from the team and this is setting the team
up to provide a much better service.
The delay in release of CWP e-forms was a big issue for users of CWP, a new
appointment in the team has unblocked this issue and lots of delivery wins are now
being seen.
Compliance and security is always a big issue and we need to constantly update
and adhere to standards. A NHS digital report received last year had identified 28
advisory issues, investment in this area has ensured we are now down to 2 issues
both of which are being managed. This is fantastic progress; the team have put in a
new network and improved wireless connectivity. Cabling has been sorted and
cooling added.
New IT equipment has been added in to the outpatients department that will make
a big difference to the way people work. We are also in the process of
implementing a single sign on to all electronic devices.
E-NEWS2 is being rolled out this year.
The Proton referral portal has been implemented and signed off by NHSE.
The Trust now has a Cloud based platform that complies with all standards.
HIMS accreditation – the team are putting themselves forward for HIMS
accreditation and this will help to demonstrate that we are meeting standards in IT.
Next steps include putting more capability in to the service and ensuring a clinician
lead in all areas.
RB added that having the staff co-located has made a huge difference and that the
Grand round presentation was very well received.
He also noted that blood prescribing errors dropping to zero is very pleasing.
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The Proton referral portal being adopted is a national success and been very well
received. This was delivered in a very quick timeframe.
Inpatient noting is going fully electronic, all great strides that we should be proud of.
SB added that this is a great opportunity for nursing to get more involved. The new
role is very important and there are some big objectives to deliver.
NHSX is aiming to bring together digital across the NHS and they are having an
event here. Details will be shared with the board.
Collaboration with Marsden and Clatterbridge is in place.
CO noted that the focus on people is very important and great developments
described are often down to investment in the staff.
NL added that EJ has clearly brought leadership and this is to be congratulated.
He asked what the risks are. EJ responded that capability & having the right people
to deliver is a risk as is cyber security and the capacity to invest as well as the
ability for the organisation to cope with change at pace.
NL commented that the ambition is clear. Organisations can chase the HIMs score
but that change needs to be embedded and the improved score will follow.
KW noted that this is a great report and the positive work is clear. He asked about
the EPR development strategy and how the back end and development issues are
being addressed. EJ responded that we recognise that there are issues. There is a
substantial amount of refactoring that is required. We also need to show delivery.
We are bringing in a development partner to undertake this work and the quality of
code will be good. The development of where EPR goes will be driven by quality &
safety. Feedback will enable the launch of a strategy in the summer. E-prescribing
will be delivered this year. Providing outcome data will get us to be one of the top
organisations internationally.
RB added that the servers have been updated and it is crucial to maintain the front
end whilst fixing the back.
RA asked that in terms of developing relationships with other trusts, are there other
trusts that have done some of this work already. EJ responded that the Leeds
cancer system has elements that we will look at. We are also looking at best
practice in other areas to look wider and bring ideas back in. We can learn from
commercial sectors as well as health. RB added that we are also working with
Wales and they are learning from us. EPR systems that can be bought are
incredibly expensive, we are doing this at a fraction of what others are spending
with our clinician developed EPR (CWP). We do need to make a case for
investment. EJ added that the insight from SB having recently come from the
Northern Care Alliance is also very helpful.
JM asked about international centres that are using Epic and whether there is any
risk in terms of integration in us not using this system. EJ responded that she went
to a cancer informatics conference in the US and we are doing a great deal that
others are not, we are also collaborating. We are monitoring this.
CO thanked the team for their report.
Report noted.
10/19 Board assurance
a Board assurance framework 2018/19
RS presented the BAF that looks at the 2018/19 risks – this shows some small
changes.
The closing position will be shown next month alongside the new BAF 2019/20.
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Quality Assurance Committee discussed the CQUINs risk (1.3). JB noted that there
is an £18k financial impact of not achieving one aspect of a CQUIN in year.
Board noted the BAF.
11/19 Any other business
No items raised.
Date of the next meeting:
Thursday 25th April 2019
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Agenda item 12/19d
Public Meeting of the Board of Directors - 2019
Action plan rolling programme after March 2019 meeting
Month

From Agenda No

April 2019

Annual reporting cycle
Annual reporting cycle
Annual reporting cycle
Annual reporting cycle
Independent review of
leadership & governance

Issue

Responsible
Director

Integrated performance report
Annual compliance with the CQC requirements
Register of matters approved by the board
Medical directors report - Research update (key issues, progress
against objectives and future plans)
Annual Corporate Objectives
Modern Slavery Act update
Board effectiveness review
Workforce update
Freedom to speak up Guardian report

Annual reporting cycle
Annual reporting cycle
Annual reporting cycle

May 2019

Monitor provider licence
Annual reporting cycle

Action

To Agenda no

COO
CN&EDoQ
CEO
DoR

Monthly report
Declaration / approval
April 2018 to March 2019
Review

13/19c
15/19a
14/19b
13/19b

CEO
CEO
Chairman

Review 2018/19 progress
Chief Executive's report
Undertake survey

16/19a
13/19a

Quarterly review
Quarterly update

14/19a
14/19a

DoW
FTSUG

Integrated performance report
COO
Monthly report
Annual reports from audit & quality assurance committees
Committee chairs Assurance
Annual report, financial statements and quality accounts (incl
EDoF&BD
Approve
Annual governance statement / Statement on code of governance)
Self certification declarations
Medical directors report - Education update (to include policy for

EDoF&BD
DoSoO

To approve the declarations
Review

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

June 2019

Annual reporting cycle

02/18c

Integrated performance report
Responsible Officer report

COO
IEMD

Monthly report
Medical Appraisal & Revalidation
Annual report
6 month update on progress
COO
DoW
Quarterly review
CIO/CCIO/CCIO Quarterly progress report
(nursing)

62 day cancer target
Workforce update
Digital strategy

July 2019 - no meeting

Integrated performance report

COO

Monthly report

By email

August 2019 - no meeting

Integrated performance report

COO

Monthly report

By email
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Month

From Agenda No

Sepember 2019

Annual reporting cycle
Annual reporting cycle

October 2019

November 2019

Annual reporting cycle
Annual reporting cycle

Annual reporting cycle
Annual reporting cycle

December 2019 - no meeting
Annual reporting cycle
January 2020

March 2020

Issue

Responsible
Director

Integrated performance report
Compliance with NICE Safe Staffing Guidelines
Risk Management strategy
Digital strategy

COO
CN&EDoQ
CN&EDoQ
CIO/CCIO/CCIO
(nursing)

Corporate objectives & board assurance framework
Executive medical directors report - Research review (key issues,
progress against objectives and future plans)
Workforce update
Freedom to speak up guardian
Integrated performance report
Executive medical directors report - Education review (key issues,
progress against objectives and future plans)
Integrated performance report
Integrated performance report
Workforce update
Digital strategy

Corporate planning (corporate objectives / BAF 2020/21)

Annual reporting cycle
Annual reporting cycle
Annual reporting cycle
Annual reporting cycle

Letter of representation & independence
Register of directors interests
Integrated performance report
Declaration of independence (non-executive directors only)
Annual reporting cycle
Six monthly compliance with NICE safe staffing guidelines
Digital strategy

Interim review
Six month review

DoW
FTSUG

Quarterly review
Annual report

COO
DoSoO

Monthly report
Six month review
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Monthly report
Monthly report
Quarterly review
Quarterly progress report

Executive directors Approve next year's annual plan
Chair
Chair
COO
Chair
Chair
CN&EDoQ
CIO/CCIO/CCIO
(nursing)

To Agenda no

Monthly report
Six month review
Annual review
Quarterly progress report

CEO
DoR

COO
COO
DoW
CIO/CCIO/CCIO
(nursing)

Annual reporting cycle

Action

Directors to sign
Report for approval
Monthly report
For completion by NEDs
Approve
Review
Quarterly progress report

By email

Action log following the board of directors meeting held on
Thursday 28th March 2019
Public
No.
1

Agenda
08/19a

Action
Approvals – board governance
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By who

Progress

All

Complete

Board review
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Agenda item 13/19a
Meeting of the Board of Directors
Thursday 25th April 2019
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:

Achievement of corporate plan and objectives



Trust’s Strategic Direction



Corporate 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.

SOF - Single Oversight Framework
EHO - Environmental Health Officer
PHE - Public Health England
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Agenda item 13/19a
Meeting of the Board of Directors
Thursday 25th April, 2019
Chief executive’s report
1.

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

2.

EU exit preparedness
Following the decision to extend the EU Exit deadline to October, the DHSC have
indicated that Trusts are no longer required to submit daily reports relating to their
preparedness. We have responded to all national guidance relating to preparation for a
no deal EU Exit and a group of senior staff from across the organisation continue to
assess the risks as developments happen. We continue to work with the regional EU Exit
team and respond as appropriate. Nationally work has been undertaken to mitigate the
potential risks to supply and locally we have tested our business continuity plans in key
areas. Staff continue to be asked not to stockpile medicines. Information is regularly
being updated through our intranet and team brief.
Further information can be found at Preparedness notices | European Commission

3.

NHS I Review Meeting
Our review meeting with NHS Improvement took place on the 2nd April. Key challenges
and progress we have made over the past five months in line with the Single Oversight
Framework (SOF) were reviewed. NHS I confirmed our SOF segment 1 rating. No
concerns are anticipated and future planned reviews are scheduled for every 6 months.
Further information can be found at https://improvement.nhs.uk/

4.

Regional Medical Leadership
We have been informed by NHS England and NHS Improvement of changes to the
regional medical leadership following the creation of the new regional structure.
Dr David Levy has been appointed as Regional MD, North West. David is an experienced
medical leader, previously Regional MD NHS England, Midlands & East. His clinical
background is neuro-oncology having practiced in Sheffield & Canada.
Further information can be found at https://improvement.nhs.uk/
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5.

The Christie at Macclesfield
The Christie Charity has launched a major new fundraising appeal to raise £23 million to
build a state of the art new cancer centre in the heart of East Cheshire. The new Christie
Cancer Centre will be built in the grounds of Macclesfield District General Hospital,
providing Christie cancer care closer to home for more than 1,500 new patients a year.
Further information can be found at https://www.christie.nhs.uk/about-us/news/press/weneed-your-help-a-new-christie-cancer-centre-coming-to-east-cheshire/
For further information watch this video: https://cht-easycast.xchristie.nhs.uk/videos/drandrew-sykes/

6.

Environmental Health Inspection
The Environmental Health Officer (EHO) and colleague visited the trust on the 27th
February, 2019 to carry out an inspection to assess our compliance with food safety
legislation.
The EHO confirmed that our premises had achieved, and therefore maintained, a Level 5
Food Hygiene Rating following the inspection. This is the highest rating possible.
Further information can be found at https://ratings.food.gov.uk/

7.

NHS Staff Survey Results 2018
The results for the 2018 national staff survey have now been published at
http://nhsstaffsurveys2018.com/sections/1. Overall the Trust’s 2018 results are very
positive, with two of the highest NHS scores in thematic areas and higher than average in
seven others, with only the quality of appraisals lower than the national average. Our
improvement in this area since last year is significant.
Further information can be found at
http://www.nhsstaffsurveys.com/Page/1056/Home/NHS-Staff-Survey-2018/

8.

Smokefree NHS Survey Results
Public Health England (PHE) contacted the trust to thank us for participating in the
smokefree NHS survey and to confirm the outcome for the trust. Two thirds of acute
trusts in England were rated GREEN.
The Trust scored 6/7 and is rated as GREEN. This means that the trust is considered to
have demonstrated positive steps towards comprehensive smokefree status, defined as:
• every frontline professional discussing smoking with their patients
• stop smoking support offered on site or referral to local services
• no smoking anywhere in NHS buildings or grounds
This gives assurance that our organisation is in a good place to continue developing our
policies and practice further.
Further information can be found at
https://campaignresources.phe.gov.uk/resources/campaigns/61-smokefree-nhs

9.

Patient Safety Awards 2019
The Christie is a finalist for the Patient Safety Awards in the Cancer Care Initiative of the
Year Category. Finalists will present their projects and initiatives in May and the winner
will be announced at the awards ceremony in Manchester on 2nd July. The Christie
project was - High Quality Acute Medical Care in Oncology: Mitigating the risk of Acute
Kidney Injury
Further information can be found at https://awards.patientsafetycongress.co.uk/
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10.

Greater Manchester Developments
Greater Manchester Cancer set out a five year plan for the delivery and improvement of
local cancer services across Greater Manchester 2 year ago. This has been overseen to
date by the Greater Manchester Health and Social Care Partnership. This leadership and
oversight is now transferring to Commissioners and providers who will co-chair the Board.
The joint commissioning board will be represented by the Chief Officer for Oldham and
the Provider Federation Board by the Chief Executive of The Christie.
Further information can be found at http://www.gmhsc.org.uk/

11.

Estate Developments
Phlebotomy Suite
As part of the Phase One redevelopment of Outpatients, a new phlebotomy suite is being
created in the OPD annex. Works continue on programme with a planned completion
date of 30th April 2019. Following a two week commissioning period, the new department
will go live on 15th May.
Tiered Parking
We are undertaking a procurement process to appoint a contractor to build the new tiered
car park. It is anticipated that demolition and construction will commence in the summer.
Arrangements for staff parking during the construction period including park and ride are
being finalised.
Paterson Redevelopment
Demolition of the main building commenced in March 2019 and will be complete by
August 2019.
The design for the new building is continuing and user group meetings are taking place to
determine the operational priorities and allocation of space. The planning application is
now being prepared and will be submitted in May. It is anticipated that a planning
decision will be received over the Summer.
Proton Building Work
Work is ongoing to fit out shell space on the 3rd floor of the Proton building. This will
create research accommodation and The International Proton School. These works will
continue until July 2019.
More information about our new developments can be found at:
http://christie.nhs.uk/about-us/our-future/our-developments/
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SLAVERY AND HUMAN TRAFFICKING STATEMENT
Introduction from the Board
We are committed to improving our practices to combat slavery and human trafficking.
Organisations Structure
The Christie is a specialist cancer centre serving a population of 3.2 million across Greater Manchester
and Cheshire covering 14 Clinical Commissioning Groups (CCG’s). We are an NHS Foundation Trust
with 2,948 employees and an annual turnover of £320m.
Our business
We are a specialist cancer centre and we treat approximately 44,000 patients a year. We are a world
pioneer in the care, treatment and research of cancer. We operate out of our main site in Withington,
South Manchester and have satellite radiotherapy centres at Salford and Oldham as well as
chemotherapy and outpatient services at sites across 15 hospitals in Greater Manchester and
Cheshire. We also provide a mobile chemotherapy service.
Our policies on slavery and human trafficking
We are committed to ensuring that there is no modern slavery or human trafficking in any part of our
business and in so far as is possible we require our suppliers to hold a similar ethos.
The Christie NHS Foundation Trusts’ guidance on Modern Slavery is to:
• Comply with legislation and regulatory requirements
• Make suppliers and service providers aware that we promote the requirements of the legislation
• Consider modern slavery factors when making procurement decisions
• Develop awareness of modern slavery issues
We will:
• Aim to include modern slavery conditions or criteria in specification and tender documents
wherever possible,
• Evaluate specifications and tenders with appropriate weight given to modern slavery points,
• Encourage suppliers and contractors to take their own action and understand their obligations to
the new requirements.
Trust staff must:
• Contact and work with the Procurement department when looking to work with new suppliers so
appropriate checks can be undertaken.
Procurement staff will:
• Undertake awareness training where possible.
• Aim to check and draft specifications to include a commitment from suppliers to support the
requirements of the act.
• Will not award contracts where suppliers do not demonstrate their commitment to ensuring that
slavery and human trafficking are not taking place in their own business or supply chains.
This statement is made pursuant to section 54(1) of the Modern Slavery Act 2015 and constitutes our
slavery and human trafficking statement for the financial year ending 31 March 2020.
SIGNATURE:
POSITION:
DATE:

Chief Executive Officer, The Christie NHS Foundation Trust
25th April 2019
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Agenda item 13/19b
Meeting of the Board of directors
Thursday 25th April, 2019
Research and Innovation Update
1.

Purpose
To provide the Board of Directors with an update on key research and innovation strategic
developments, activity and performance.
To provide specific briefing on the following areas:
•

•
•
•
2.

strategic developments - in particular, the successful application to CRUK’s
International Cancer Early Detection (ICED) Alliance call, and the submission of an
application to CRUK’s Radiation Research Network Centres of Excellence call to host a
£25 million unit (para 3-8)
strong end of year performance metrics which include a 12% increase in patient
recruitment and a 30% increase in commercial income; (para 16-21)
significant progress made by the NIHR BRC cancer themes (paras 26 - 28), and
Professor Tim Illidge’s NIHR Senior Investigator award (para 32)

Strategic Developments
Manchester Cancer Research Centre
The projects identified at the ‘Townhalls’ - breast cancer: reaching the unreached, lung
cancer: missense mutations in KRAS, haematology: graft vs host disease, ovarian cancer:
understanding early demise, melanoma: the case to ban sunbeds - are progressing through
peer – review to funding and recruitment.
Manchester has been successful in its application to CRUK’s International Cancer Early
Detection (ICED) Alliance: Manchester/MCRC Early Recognition of Cancer and Decision
Options (‘MERCADO’) for £3.2 million over 5 years. This provides a large uplift of resource
across the basic science, lung, gynaecological and breast cancer groups. Manchester is now
one of a small number of UK centres as part of the ICED Alliance, with the opportunity to
access significant funding for collaborative Early Detection programmes with the other ICED
partners (2 other UK Centres: CRUK Cambridge Centre and UCL, and 3 US centres the
names of which have yet to be formally announced). The Alliance members will jointly
develop a research strategy to support collaboration, infrastructure development and training
across the alliance and for the wider early detection research community.
Manchester has submitted a proposal to CRUK’s Radiation Research Network (RadNet)
Centres of Excellence call to host a £25 million unit, MAnchester RESearch Transforming
Radiation Oncology (‘MAESTRO’) This would provide a large uplift of infrastructure resource
through collaborative hubs for: national proton biology research; clinical informatics; and
biomarkers capabilities as well as specific research programmes on the immunological
consequences of radiotherapy on the tumour microenvironment and normal tissue; the
tumour microenvironment and genetic instability; and treating complex comorbid cancer
patients. The funded Centres and Units will work together to provide national leadership and
vision and develop and grow the radiation research base within the UK. Interviews will take
place on 11th April and funding decisions are due to be announced in May/June.
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An ERC Synergy Grant in collaboration with the University of Berne, Switzerland
(administrative lead) and Cornell University, USA, was submitted in November 2018. If
successful this will secure 3.9 million euros in funding to Manchester. Manchester will lead
on the work surrounding the impact of microenvironment alterations on long-range genomic /
chromosomal instability and drug sensitivity and resistance. The outcome of the first stage of
assessment will be made in mid-April 2019.
Investment in Cancer Immunology continues. The MCRC, funded by MAHSC Cancer
Domain, hosted a successful one-day ImmunoOncology ‘One Manchester’ Conference (12
February 2019) – in conjunction with BioNow –this showcased our current Manchester
strengths and encouraged new and exciting collaborations between industry, academia and
NHS Trusts.
The Haematology Oncology researches have met with MCRC leadership and have agreed to
create a research strategy with the view of undergoing a similar external review to RRR in
Q4 2019.
Academic Investment
The AIP Board continues to drive the strategic investment across multiple disciplines and
disease groups. In December, Prof Rob Bristow presented the updated AIP Strategy to the
Christie Board, Executive Management Board and Charitable Funds Committee. This
funding will support potential recruitment to:
Chair in Cancer Genomics & Data Sciences – candidate second visit took place in Feb 19
Clinician-Scientist in AI-Radiology
Clinician-Scientist in Molecular Cancer Pathology & Digital Pathology
Chair in Neuro-Oncology
Chair in Cancer Clinical Trials
Chair in Cancer Immunology – candidate visit invited for April 19
Chair in Cancer Economics – candidate initial visit took place late Feb 19
Chair(s) in Gynea-Oncology & other Tumour-Site Specific Research
The MCRC has an ongoing programme of engagement with potential recruits and the AIP
committee welcomes suggestions for candidates to be considered.
3.

Key Projects
iMATCH (Innovate Manchester Advance Therapy Centre Hub)
The iMATCH consortium, led by The Christie, which aims to the scale-up of advanced
therapies for cancer and non-cancer diseases (funded by Innovate UK), is making good
progress, and has recently passed the fourth round of quarterly review.
Progress is being made with the Ovarian TIL (OVStar) trial which is sponsored by
Immetacyte (formerly Cellular Therapeutics), the trial protocol and consent forms have been
submitted. The Christie is the lead site for this trial and is expected to begin recruitment in
2019/20 Q3.
Both the separately funded projects SAMPLE, led by the Christie, and PROmics have begun
work. SAMPLE is specifically looking standardised approach to the collection of tissue and
cell based starting material for ATMP development and help an apheresis workshop in
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London with representatives from a number of NHS trusts, blood services and industry
present. The PROmics project is looking at patient reported outcomes for advanced
therapies
100k Genome Project
Recruitment for the 100,000 Genomes Project finished in December 2018 and all samples
were submitted for Whole Genome Sequencing by the end of March 2019. Manchester
Genomics Medicine Centre (GMC) submitted over 1600 samples from 800 patients. Samples
were submitted across 17 different tumour types and from 5 NHS sites across the area. GM’s
overall performance in the project was comparable to other GMCs covering the same or
similar population size.
A re-procurement of GMCs is currently taking place with plans to reduce the number of
Genomic Medicine Centres from 13 to 7 in the next 12 months. Activities for the 19/20
financial year will focus on return of results for recruited patients and development of plans
for the mainstreaming of genomic medicine. There are currently no specific plans for further
sample collection for cancer in a research setting, although specific projects may be
commissioned dependant on future funding streams.
4.

Performance
The number of studies continues to grow. An additional 58 new studies opened in Q3 & 4,
2018/1. At the end of March 2019, 648 studies were active (open to recruitment or in followup).
Patient recruitment continues to perform strongly in 2018/19 with a c12% growth (over 3,000
patients) compared to 2017/18. A breakdown by disease group is provided below. Our NIHR
Clinical Research Network recruitment for cancer studies continues to perform strongly,
recruiting 2,141 against a target of 1,620.

NIHR Performance in Delivering Clinical Research - the percentage of studies meeting ‘time
and target’ - the national benchmark for the timely recruitment of patients to commercial
clinical trials - has made improvements in each of the last three quarters to 58.5% for Quarter
3 which is the highest for the last two years. Quarter 4 data will be submitted to NIHR this
month.
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NIHR Performance in Initiating Clinical Research – previously measured nationally against a
70 day benchmark, this metric now focuses on the median number of days to set a study up
and to recruit a patient. Significant improvements have been made in study set up times over
the first three quarters, from 49.5 days at the end of 2017/18 to 31 days in Q3, meeting our
internal target of 40 days. Quarter 4 data will be submitted this month.
Financial performance remains very strong. As at year-end there is a net balance of
£10.350m (incl. brought forward balances). We continue to be one of the leading Trusts in
terms of commercial research income generation. In 2018/19 commercial income has grown
by £2.237m when compared to 2017/18 – from £7.497m to £9.734m.

Distributed income to support services across the Trust for the financial year is £1.138m
(£0.289m over performance); in addition to this, a further £1.170m has been distributed for
Radiology services under the new Radiology research SLA.
5.

Industry Partnerships
Christie/Roche Precision Cancer Research Partnership -. underpinned by ‘Meaningful
Data at Scale’ and ‘Advanced Analytics’, the partnership will support the development of a
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‘High Resolution View’ of patients and their cancer, that underpins a world class research
base and delivers improved outcomes for patients.
Good progress has been made across the core workstreams, namely,
•

•

Foundation Medicine genomic profiling –STR, through the leadership of Prof Fiona
Blackhall and Dr Matt Krebs, have embraced the opportunity with Foundation Medicine
to identify a wide range of projects that would benefit from the expanded provision of
FM panel testing. The ambition is to create a world leading clinical genomic database
to fuel our research ambitions. An initial release of panel tests have been agreed with
Roche. Work has begun to define an approach for ethical approval.
Flatiron – the US based oncology intelligence organization which provides a world
leading data curation service visited the Trust on the 2nd April and presented to STR
and RRR groups. Negotiations on a potential partnership with The Christie continue.

Big Data/SAP Project – the project, which is initially working with four disease groups - aims
to: improve access to real time outcome data based on routine treatments delivered at the
Christie; improve clinical outcomes with faster access to more comprehensive patient data;
demonstrate improvements in patient experience and outcomes by systematically integrating
PROMs and PREMs; and, accelerate and expand research. The project has been re-profiled
to accommodate the challenges expressed by infrastructure and encryption. The team is
now at the stage where training is complete and staff have been granted live access to the
system for purposes of evaluating the benefits brought by the platform. Subject to successful
evaluation of phase 1 and a subsequent procurement exercise, a phase 2 project will look to
roll the technology out further across other site groups.
DoctorDr - Good progress has been made with the delivery of the ePROM/PREMs strategy.
DoctorDr was selected as the preferred supplier. ePROms are now live (since January 2019)
in all lung and head & neck clinics, and go-live in Protons in April and secondary breast
(Herceptin patient) in May 2019.
6.

Research Group Updates
NIHR Biomedical Research Centre
•

Prevention and early Detection – The Risk Stratification short term objective has
been delivered with Breast Screening Review now being carried out by Prof. Sir Mike
Richards in light of findings from the FH02 study and developments in Polygenic Risk
Scores (SNP313). PROCAS-2 recruitment continues in the pilot phase of the study
(BC-Predict) with the main study anticipated to start in summer 2019. All other projects
for cancer risk stratification are progressing as planned as are those for Obesity-related
cancers, Imaging & Molecular Biomarkers and Early Detection programmes. Additional
projects are in preparation following on from the successful Community Lung Health
Check (in collaboration with Cancer Precision Medicine). Of note is NHS England
announcing an £85M investment in Lung Health Checks across England based on this
Manchester model. CRUK Catalyst award: £4.3 million CANGENE-CANVAR: data
resources, clinical and educational tools to leverage cancer susceptibility genetics for
prevention and early detection of cancer.

•

Advanced Radiotherapy - an NIHR grant submission is being prepared for an
interventional hypoxia biomarker trial in bladder cancer, which will be run via the
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Manchester CTU. It has been confirmed that the prostate hypoxia biomarker trial will
form a new arm to STAMPEDE and funding is being sought. Three non-clinical PhD
students appointed to work on the Advanced Radiotherapy projects (one cross-cutting
with Hearing Health theme). Significant PPIE work has been done promoting Advanced
Radiotherapy to the public and also involving patients in planned future studies. The
theme is planning a large scale engagement project targeting deprived populations in
the Oldham area. Following on from receiving top abstract at ESTRO37, the work on
heart delineation and survival in lung cancer patients was published (Johnson et al
2018). The patient involvement work for the oropharyngeal phase III proton therapy trial
was highlighted to the NIHR in the BRC annual report and is now published (Hague et
al. 2018).
.

•

Cancer Precision Medicine - the theme is on track with all objectives progressing
well. The final Clinical Research Fellow has now started, working with Prof Richard
Marais and Prof Paul Lorigan. The theme has secured support from Lloyds Pharmacy
for the MRD project, and a grant has been submitted to CRUK (Lead: Dive) to take the
project forward. The first manuscript on TARGET has been submitted to Nature
Medicine.

NIHR Clinical Research Centre
•

CRF Outreach - There has been further development with our NIHR strategic ambition
to deliver clinical trials to ethnically diverse populations and other hard to reach
populations. In collaboration with the NIHR Greater Manchester Patient safety
translational centre, NIHR Manchester CRf at the Christie was awarded funding to
improve access to the latest cancer treatment and clinical trials in the North East of
Greater Manchester. Funding will support a research nurse to work with health care
and community teams to educate communities about cancer and access to clinical
trials.

•

As part of ongoing collaborations with Roche, NIHR Manchester CRF with SACT
services have been working in partnership with the operational single point of contact
Roche project team to operationalise the Christie clinical trial outreach programme. A
first meeting was held on 7th March with Roche providing project management support
and three work streams have been formed to take the model forward.

Radiotherapy Related Research (RRR)
As part of the RadNet grant process the RRR has successfully undergone an external
strategic review by Ralph Weichselbaum, Mary Helen Barcellos-Hoff and Thomas Bortfeld,
who found the programme internationally leading in many areas.
Grants
•

Awarded funding for BioProton: Biologically Relevant Dose for Proton Therapy
Planning by the EPSRC for ~£1.4 million again led by Prof Karen Kirkby. The aim is to
improve the precision and targeting of PBT and to tailor treatment to the environment of
the tumour.

•

David Thomson (helped by Profs Nick Slevin, Catharine West and Ran MacKay) has
an agreement in principle for ~£1.5 million from the Taylor Foundation focussing on
research into head & neck cancer and proton therapy. Planning to support future early
phase trials and biomarker research.

28

•

Reached the second stage for a CR-UK Radiotherapy Network programme grant worth
~£25 million over five years - titled MAESTRO “Manchester Research Transforming
Radiation Oncology”. Interviews to be held April 2019.

•

Submitted a second stage application for an MRC DPFS call; if successful will fund a
lung MR Linac trial (PANACHE). £1.6M plus £300k investment from Elekta. Decision in
May 2019.

•

TORPEDO “Phase III trial of proton beam therapy versus IMRT for multi-toxicity
reduction in low risk oropharyngeal cancer” funded by CR-UK (£750,000). Funding
follows excellent PPIE support and a publication with patient/public co-authors.

Publications
•

Prof Corinne Faivre-Finn is co-author on “Overall Survival with Durvalumab after
Chemoradiotherapy in Stage III non-small cell lung cancer” in the New England Journal
of Medicine (IF: 79) DOI: 10.1056/NEJMoa1809697 sharing final results of the
nternational PACIFIC trial, which showcased as the plenary lecture at the World Lung
Conference 2018.

•

Dr. Azadeh Abravan’s abstract “Radiotherapy-related lymphopenia affects overall
survival in patients with lung cancer” was scored second highest at ESTRO 38 for the
Donal Hollywood Award and will be an oral presentation in Milan as a highlighted
proffered paper.

Prof Tim Illidge (RT & Immunotherapy combinations lead) was awarded the status of NIHR
Senior Investigator. This is a prestigious and highly competitive award – only new
appointment in cancer nationally. Tim will become a member of the NIHR College of around
200 Senior Investigators.
Systemic Therapy Research (STR)
STR weekly meetings continue to be well attended and generate research ideas and useful
collaborations. It has also formed a variety of spin-out focus groups to tackle cross-cutting
challenges effectively.
The group have collectively studied the NHS England Commissioning Framework, NICE
recommendations and Cancer Vanguard adoption process for incorporation of biosimilar
drugs into routine clinical practice. It has formulated an implementation plan, nominating a
responsible consultant and securing funding for a clinical fellow to gather data so that we can
be certain that this cost-saving process does not disadvantage patients.
The quality of trial data has been greatly improved with the introduction of the R-PEAK
system, which generates metrics essential for the development of future strategy planning.
The latest Christie trial metrics show that 61% of the current trial portfolio (N=650 studies)
are based within Medical Oncology. Of the N=144 studies with a Christie Chief Investigator
(Christie-led research), 63% are based within Medical Oncology. However, we need to be
mindful that these N=90 studies are driven by only N=26 Chief Investigators (but the diversity
balance is encouraging; 10 women and 16 men).
Careful analysis of STR’s trial portfolio has revealed that The Christie is a Phase 2 and 3centric organisation; 85% of all patients recruited into all current Christie trials are taking part
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in Phase 2 or 3 trials. In comparison, the Spanish Vall D’Hebron Institute of Oncology recruits
only 60% of their patients into Phase 2 or 3 trials.
As Phase 2 and 3 trials form almost three quarters of the Medical Oncology trial portfolio, the
STR strategy is currently being reviewed with a view to considering a Christie Phase 2 & 3
Systemic Anti-Cancer Therapy Building. This model would mimic highly successful Early
Phase Team (Oak Road Treatment Centre, £35M) and would co-localise NHS delivery and
clinical research teams.
The group is considering whether more efficient organisation would allow use of shared
resources, coupled with high-impact trial delivery would enhance our global reputation and
attract more trials. Phase 3 trials (supported by effective Phase 2 trials) produce practicechanging treatments, improving outcomes for our patients.
Surgical Oncology Related Research (SORR)
The platform to SORR is specialist tertiary and national-level referred surgical oncology
across four disciplines – colorectal and peritoneal surgery; urological surgical oncology;
plastic surgery; and gynaecological surgical oncology. Across these disciplines, there are 21
NHS consultants, but only one University appointed clinical academic. This is recognised as
a long-term weakness. There have been various initiatives over the years to address this, but
there are many challenges to filling such in surgery – including identifying quality individuals
meeting UoM criteria and willingness among surgeons to enter a career in University-based
academy.
The Team are supportive of the upcoming appointment of a new Chair in Surgery (sponsored
partly by RCSEng), and would encourage any appointed individual to undertake clinical
activity and be part of the Christie Surgical Team.
The Team are aligning new Academic investment for Prostate Cancer Research via
appointment of an Deanery based Academic Trainee, who will hopefully track into a senior
position within GM. This is partially funded by charitable donations and will ensure
maintenance of The Christie as Global Leaders in Prostate Cancer Research.
Alongside this SORR are branching out to develop the Manchester Institute of Precision
Surgery (MIPS). This project will drive collaboration between multiple stakeholders across
the city to harness Surgical Innovation with the aim to develop new IP and Industrial
Partnerships in Surgical Devices. The project is in its infancy and will likely move to a full
representative board within 12 months
Since SORR’s establishment, there have been notable achievements which include:
•
•
•
•
•
•

Leading European Reference Network for rare Urogenital conditions – eUROGEN. The
Team are Rare Cancer Work Stream Leaders. This is leading to EU wide
Collaborations for Research.
an increase from zero NIHR portfolio Christie-initiated studies to eight
Now recruiting to national trials, where historically this was zero or captured by other
non-surgical disciplines; Highest recruiter to NIHR Penile Cancer Studies in the UK and
quickest trial recruitment with open, completion and close within 10 months.
Continuing support for Prostate Cancer FASTMAN Project. Success in securing 1.5
million GBP from 2019.
Charitable Donations for Prostate cancer research £500K GBP
Securing Biomed Imaging project for Stampede £100k GBP
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•
•
•
•
•

Publication outputs - currently 39 papers for 2017/18. These have included articles in
Lancet and European Journal of Urology. Some of these have led to Global changes in
clinical practice guidelines in Prostate Cancer.
Continue to integrate activities with the MCRC Biobank (e.g. surgical biopsy
registration) and BRC (e.g. OnCoRe)
creation of a PhD training culture for surgical trainees. Since 2013: x6 PhD students’ x3
MD students; X4 MResOncol. This is a paradigm shift among ‘modern’ surgical
trainees
SORR have had two MAHSC professorships (O’Dwyer & Sangar) in the past 3 years
An increase in SORR registered studies and audit (now account for at least 20% of the
Trust’s audit activities)

Experimental Cancer Medicine Centre (ECMC)
The goal for Manchester ECMC is to become one of the top three Experimental Cancer
Medicine Centres for the delivery of precision medicine in Europe by 2020 and one of the top
five in the world by 2025 through augmentation of its scientific and clinical experimental
cancer medicine capabilities by supporting over 500 patients/annum receiving investigative
medicinal products.
Good progress has been made in the last 6 months. Most notably at year end the
Experimental Cancer Medicine Team (ECMT) had treated 134 patients (C1D1) and enrolled
a total of 317 patients in a study. This is the highest number of patients treated by this team
in a calendar year.
Manchester ECMC hosted their 2nd annual showcase event on Friday 18th January 2019.
The event aimed to highlight the breadth and depth of translational and early phase research
underway across Manchester. There were 140 attendees.
Other achievements for Manchester ECMC include:
•

The ECMT consented the 1 patient in the UK for a commercial study sponsored by
Janssen. Notably the team have been congratulated by Janssen on the speed in
which the study has been set up at our site, setting a new record for Janssen in the UK.

•

Following Trust approval, the policy for the delivery of unlicensed medicinal products
was implemented with the first patient successfully treated under this policy in
November 2018.

•

Principle investigators and researchers continue to publish their work in high impact
journals and at leading national and international meetings. Most notably Dr Krebs is
the senior author on a manuscript accepted for publication in Nature Medicine,
reporting the utility of ctDNA to support patient selection for early phase clinical trials.

•

The ECMT’s 6 month pilot of Foundry Health’s ClinSpark eSource system came to a
successful end in March 2019. The aim of the pilot was to evaluate the development
and use of electronic workbooks to enable real-time data capture for
patientsparticipating in early phase clinical trials.

•

ECMT have been shortlisted for the CRUK accelerator award (up to £5 million funding
over 5 years - link to CRUK accelerator award shortlist).
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Christie Patient Centred Research (CPCR)
•
CPCR is collaborating (Yorke co-applicant) with industry on a £1.4million project
(Innovate UK) to develop and test a new home blood monitoring technology for patients
receiving chemotherapy. This project brings together The Royal Marsden and The
Christie alongside The University of Manchester, Imperial College Health Partners,
Entia and iQ Healthtech to ensure this innovation can be rapidly adopted across
healthcare.

7.

•

Prof Yorke has received a NIHR Research for Patient Benefit grant (£250,000) with coapplicants Prof Favvire-Finn and Prof Blackhall to conduct a feasibility RCT comparing
surgery versus radiotherapy, in addition to systemic anti-cancer treatment for patients
with resectable stage III-N2 NSCLC with quality of life as the primary outcome.

•

CPCR are leading a GM Cancer Innovation project (£606,000) to conduct a hybrid
implementation-evaluation stepped-wedge cluster randomised trial (first in the UK) on
the Goals of Care Initiative in progressing cancer. The aim of this project is to empower
patients in the shared-decision making process in palliative chemotherapy involving
seven cancer groups (lung, breast, renal, upper/lower GI, sarcoma and gynaecology).

•

The Christie Clinical Academic Pathway (CCAP) for nurse/allied health professionals
was launched 1st April 2019 with 40 attendees. Following a successful Charity business
case the first cohort of CCAP PhD fellowships will commence via MCRC October 2019.

•

Prof Yorke (and MFT Prof of Nursing) successfully negotiated with the Medical
School/Doctoral Academy and NIHR for two Post-Doctoral Fellowships to be ringfenced for nurse/AHPs (due to underspend in fellowship awards for medicine 2018/19).
The fellowships consist of 50% academic and 50% clinical. Christie successfully
recruited Dr Yatman Tsang (consultant radiographer) and MFT recruited a nurse
consultant. The UoM Doctoral Academy has now agreed to ‘ring-fence’ two posts each
year within this scheme for nurse/AHPs – this is the first university/Trust to open the
scheme for non-medical professions.

Education
The CRUK Manchester Centre has submitted a proposal to CRUK’s Clinical Academic
Training Programme Award, Academic Researcher Clinical Training Innovation in Cancer
programme (‘ARCTIC’) in collaboration with the University of Leeds. This £10.5 million
application will drive novel approaches to the delivery of highest-quality doctoral research
training, to a diverse group of ambitious clinical trainees via a new MB-PhD programme. The
outcome will be announced after 10th April.
Preparations are progressing well for the ATMP MSc based at the University of Manchester,
with the first students envisaged to start in September this year. Bi-monthly pan-Manchester
education sessions have commenced with the first event hosted at MFT on 4th Feb 2019.
As part of iMATCHs strategy to scale up for advanced cellular therapy treatments, the NIHR
MCRF has progressed the delivery of a cellular therapy education programme to upskill
CRF nursing staff to deliver these complex trials in the CRF. This enables the CRf to meet
the JACIE standards required in staff training in addition a number of other standards to meet
JACIE accreditation in 2020.
Dr John Barnes (Clinical Director of Acute & Critical Care), Michelle Davies (ANP) and Susan
Neeson (RNTL) were awarded a School of Oncology and Christie Research Bursary to visit
the University of Texas MD Anderson Cancer Centre and the Fred Hutchinson Cancer
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Research Centre in Seattle to create working links and gather educational information
regarding the ATMP clinical trials – completed Feb/Mar 2019. This has led to the following:
-

-

A Professional Column to be published in the Clinical Journal of Oncology
Nursing.
An abstract for the forthcoming UKCRF 2019 conference where we will present
as part of a planned parallel session discussing the development of Advanced
Nurse Practitioner roles in clinical research.
An iMATCH CAR- T Greater Manchester training day (funded by Gilead) to reach
out to peripheral organisations in GM who have educational needs around CAR-T
treatments and the patient pathway with a focus on management and escalation
of late toxicities for non-provider Trusts.

In collaboration with MCRC, Manchester ECMC will host the Phase 1 conference: where
science becomes medicine. The conference lead by Dr Cook and the ECMT will take place
in July at Hilton, Manchester and includes a number of international key opinion leaders in
the field of experimental cancer medicine.
The 4th cohort of students successfully completed the MRes in Experimental (Cancer)
Medicine in September with very positive feedback. Recruitment is underway for the next
cohort of students ahead of the start of the next academic year and a number of high calibre
students have accepted places.
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Integrated Performance &
Quality Report
March 2019

Caring

Safe

Responsive

Effective
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Well Led
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Month 12 (March) Performance Report

Introduction
The Integrated Performance and Quality report presents a summary dashboard that provides an
overview of performance. Exception reports set out information about breach of standards
highlighted red as well as any other areas of concern within the report, together with action taken
and projected performance.
Overall Performance
The 62 day performance for March and Q4 has seen a predicted failure to achieve against the new
national breach allocation policy. An exception report with additional details can be found in
Section 1. Our length of stay has remained the same and remains slightly above plan. There is
one risk rated at 20 which is related to our 62 day performance, two risks rated at 16, and five risks
rated at 15. Full descriptions of the risks can be found in Section 2.
Quality
In month the patient satisfaction survey results remain high with a 99.2% positive response score.
Patient safety
There has been one case of MRSA bacteraemia in March, an exception report with additional
details can be found in Section 1. There have been no cases of C-difficile.
Finance
The Trust is exceeding the NHSI Control Total by £17,206k and our position assumes meeting all
criteria for Sustainability and Transformation Fund (STF) core funding.
Our overall income and expenditure position is a surplus of £25,059k, which is £18,257k above
plan.
Our recurrent CIP position is below the Q4 trajectory at 97.5% and is within set tolerances, in year
100% CIP has been delivered.
Under the Single Oversight Framework, our Use of Resources score is 1.
Agency spend is above the NHSI ceiling both in month and cumulatively. An exception report with
additional details can be found in Section 1.
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1. Responsive
1.1

1.1.1

National Standards

Cancer Standards – 62 Days - New Breach Allocation Policy – from July-18

*All Cancer standards figures are subject to validation
95.0%
90.0%
85.0%
80.0%
75.0%
70.0%
65.0%
60.0%
55.0%
50.0%

62 Days (New Br each A llocatio n P olicy)

Jul-18
85.9%

Aug -18
78.1%

Sep -18
76.4%
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74.4%

Nov-18
72.8%

Dec-18
76.7%

Jan-19
77.2%

Feb-19
79.8%

Mar-19
73.7%

62 Days (GM&C Breach Re allocation Policy)

88.6%

86.2%

83.5%

76.4%

85.7%

87.9%

76.6%

78.1%

78.2%

85%

85%

85%

85%

85%

85%

85%

85%

85%

62 Day Stand ard

62 Days (New Breach Allocation Policy)

1.1.2

62 Days (GM&C Breach Reallocation Policy)

Cancer Standards – 62 Days Old GM&C Breach Reallocation Policy
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62 Day Standard
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78.1%

78.2%
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1.1.3

62 day (Adjusted)
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1.1.4

24 day Internal St andard

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

1.1.5
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1.1.6

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

Cancer Standards – 31 Days
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62 Day Standard
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31 Day Performance
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31 Subsequent (XRT)
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1.1.7

18 Weeks Incomplete Pathways
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18 Weeks Incomplete Compliance

1.1.8

Incomplete Standard

Diagnostic Waiting Times – CT

1.1.9

41

Diagnostic Waiting Times - MRI
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1.1.10 Radiotherapy Waiting Times (Ready to Be Treated to Treated)
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Palliative Threshold

1.1.11 Delivering Same Sex Accommodation
1

0

DSSA Breaches

1.2

1.2.1

DSSA Standard

Trust Internal Standards

Pharmacy Waiting Times
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Radical Threshold
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Threshold

1.2.7

Elective (Rolling 12 Months LOS)
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5.90

8.00

5.80

7.90

5.70

7.80

5.60

7.70

5.50

7.60

5.40

7.50

5.30

7.40

5.20

7.30

5.10

7.20

5.00

7.10

Non Elective (Rolling 12 Months LOS)

Inpatient Length Of Stay - (Days) - Elective

1.2.9

Inpatient Length Of Stay - (Days) - Emergency

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

st

Patient admitted as an elective on 6 December and as of 31 March had been an inpatient for 115 days.
1.2.10 Transfers (Rolling 12 Months LOS)

1.2.11 LOS Over 30 Days
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1.2.12 LOS Over 30 Days (Discharged –
Breakdown by Admission Type)

Still IP As At End Of Month

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
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1.2.16 Clinical Trial Initiation (Days)

1.2.17 Commercial Clinical Trial Delivery
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1.3

1.3.1

Activity

Summary Activity – In Month & YTD
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st

1.3.2

1 Cut Data & Refresh Variance

1.3.3

External Referrals
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Plan

1.4

1.4.1

Infection Control

MRSA Bacteraemia

1.4.2

C-Difficile
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Threshold (National)

1.4.7

Pseudomonas Aeuriginosa

5
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3
2
1
0

Pseudomonas Aeuriginosa

1.5
1.5.1

Financial Summary In Month
Income & Expenditure

• EBITDA position is a surplus of £59,876k
(11,090k below plan).
• Month 12 I&E surplus is £25,049k (£18,257k
above plan), as a result of a net impact of the
EBITDA position and a reduced impairment
charge of £3,794k within non-operating
expenditure.
• CIP delivery stands at 100% in year and 97.5%
recurrently.
• Agency spend is above the NHSI ceiling both in
month and cumulatively.
• We have achieved the NHSI Control Total
(£17,206k above plan) and our position assumes
meeting all criteria for Provider Sustainability
Fund core funding. As a result of surpassing the
NHSI Control Total, the Trust has accrued
£8,730k £1:£1 PSF incentive funding, in line with
national guidance, within the position.

1.5.2

Trust Performance against NHSI Control
Total
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Control Total - Actual (£000's)
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Trust Plan

1.6

Balance Sheet & Liquidity

• Cash balances stand at £103,918k (125.2% of
plan).
• Debtor days have increased to 21 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 74.9% of the
internal plan.
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Medical staff

Cash Flow Plan
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Nurse staff

Clinical staff

Non clinical staff

Total agency/other

1.7

CIP

The annual target for CIP in 2018-19 is £7.8m in year and £6.8m recurrently. At the end of month 12, 97.5%
of recurrent and 100% of in year efficiency savings against the targets have been identified and removed
from budget.
• Within month 12, 15 PIDs were submitted and 15 PIDs were completed in month to release £305k in-year
savings and £583k recurrently.
• CIP at month 12 is below trajectory but within set tolerances.
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1.8

Agency

1.9

Exception Reports
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2. Safe
2.1

2.1.1

2.2

Safe Staffing

Breakdown by ward

Bed Occupancy
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2.3

Clinical Incidents

2.3.1

Pressure Ulcers – Post NHSI Publication
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2.3.2

Pressure Ulcers – Grade 2 and Above
(Cumulative Totals)

2.3.3
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Inpatient Falls - (Cumulative Totals)
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2018/19 Total

18/19 Reduction Trajectory

2.4
Clinical Governance
2.4.1 Inquests

2.4.2

Claims & payments

2.4.3

Serious Incident Panels

None.
2.4.4

Serious Incidents Reported

None.
2.4.5

Executive Reviews
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1


Failure to meet 24 / 62 day
national cancer waiting times
standard, impacting on
delays to patient care and
treatment with potential
reputational risk of noncompliance with national
cancer standards at Trust
and Cancer Network level.

20

Target date for
reduction of
score

Risk

Current Score

Top Operational Risks

Risk Number

2.4.6

30
Jun
2019

Control Measures

Additional capacity for theatres and outpatients, including
weekend lists and third sessions in place
Review of all breach pathways
Review of referral pathways
Task and Finish Group established to review administration
functions
Mitigation delivery plans developed
The Workforce Committee has revised its terms of reference
to focus on workforce risks. The committee will oversee 6
work streams aimed at controlling this risk:-

2


Trust wide staffing gaps due
to national shortages in
some occupations including
Radiotherapy. Risk of
negative impact on
engagement levels and
delivery of services.

3
NEW

Risk to the delivery of safe
patient care as a result of
reduced medical cover due
to rota gaps and sickness in
the junior medical team.

4


Risk to safe recruitment of
agency workers and risk of
unauthorised agency spend
due to failure to follow
agency booking procedure
as recommended by MIAA

16

16

15

30 Apr
2019

31
May
2019

3 May
2019

5


Risk of delivery and delays in
chemotherapy treatments
due to significant rise in
demand outstripping
capacity at Withington site

15

30 Apr
2019

6


Risk to Trust reputation and
patient safety due to limited
assurance regarding the
Trust's clinical guidelines,
policies and procedures are
effectively monitored and
accessible to all staff.

15

01
May
2019

1. Recruitment & Retention (inc working longer)
2. ANPs
3. Inpatients Workforce Redesign
4. Outpatients Workforce Redesign
5. Supporting Clinical Workforce Planning & Transformation
6. Effective e-rostering and temporary staffing booking
Project Initiation Documents (PIDS) for all work streams
have been developed and more detailed project plans are in
progress.
The Workforce Committee will receive monthly reports
All regular control measures in place e.g. internal bank list,
allocation of teams/clinic days to maximize cover, flexible
rota, prioritization of OOH cover
 Introduction of Board Rounds 5 days per week (Jan 2019)
 Introduction of Physician Associates – 3 new GP Trainees
February 19
 Consultation regarding F2/JOF rota following trainee
feedback
 Use of external agency to cover in-hours where significant
shortfall.
 Use of external agency doctors to cover long term rota
gaps whilst recruiting into JOF posts
 Re-advertise new JOF vacancies
Agency booking procedure updated and communicated
Divisional leads identified
On-going communication
Monthly audit undertaken
Escalation through R&QGC
All current SLA's with outreach sites have been confirmed
and capacity reviewed.
Options for increasing outreach capacity are being
assessed, unable to proceed with expansion in Oldham and
Bolton currently.
Additional use of space in clinical trials area
Up to 10 phase III trials taken daily by clinical trial staff.
Immediate pressures discussed at March Divisional Board
and Performance Review.
Further additional accommodation to be assessed.
Document Ratification Committee meet monthly to ratify new
and updated policies, procedures and clinical guidelines
Departments and disease groups review own documentation
Review current share point and establishment of an interim
arrangement to manage policies and procedures
Business case to be prepared for Digital Board and Capital
Workforce Group to seek additional support to reduce the
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Target date for
reduction of
score

Current Score

Risk Number

Risk

Control Measures

multiple systems and processes currently in place for
managing documents across the Trust.
A centralised document management solution will be
sourced
Task and Finish group in place to relocate HIVE to the
internet to improve access to HIVE from peripheral sites.
Trust is at risk of cyberattack due to not
modernising its IT system
and conforming to NHS
digital standards.
7


8
NEW

2.4.7

Potential risk to incur
significant financial penalties
(>£1m) and reputational
damage to the trust
(including affecting CQC
ratings)
Risk to patient safety and
experience in pharmacy
dispensary due to waiting
times. Delays in dispensing
and processing inpatient,
outpatient and discharge
medications leading to
increased risk of error

15

15

03
Jun
2019

31
May
2019

Infrastructure is in place to support new operating system
New PCs being rolled out with new OS
Number of Windows 7, Windows Server 2008 devices
remaining is reported to IG panel as KPI
Review possibility to move to VDI
Business case raised to mitigate risk.

Introduction of an improved monitoring system within the
dispensary
Patients proactively advised of anticipated waiting time.
All prescriptions are checked by pharmacists in order to
maintain safety.
The environment for patients and staff to be assessed for
capital development.

Exception Reports
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3. Effective
3.1
Clinical Effectiveness
3.1.1 Treatment Survival
100.00%
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Radical XRT 90 day survival rate

Palliative XRT 30 day survival rate
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Final chemotherapy 30 day survival rate

3.1.2

30 day post surgery survival rate

Wrong Route Chemotherapy

3.1.3
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10.00%

40

8.00%
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6.00%

20

4.00%

10

2.00%

0

0.00%

Intrathecal administrations

3.1.4

Critical Care Unit Mortality Rates

Unit mortality

Wrong route chemotherapy

Total mortality

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

4.1.1

Patient Satisfaction Surveys & Outpatient Satisfaction Surveys

Patient Satisfaction – recommended

4.1.2

100.00%

4.50%

99.00%

4.00%

98.00%

3.50%

97.00%

3.00%

96.00%

2.50%

95.00%

2.00%

94.00%

1.50%

93.00%

1.00%

92.00%

0.50%

91.00%

0.00%

Recommended %

4.2

Patient Satisfaction – not recommended

Not Recommended %

Threshold

Complaints
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Threshold

4.2.1

Complaints Comparison

4.2.2

16
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14

120

12

100

10

PALS Contacts
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8
60

6
4

40

2

20

0

0

2018/19 Total

4.3
4.3.1

2017/18 Total

2018/19 Total

Friends & Family Test
Inpatients & Daycases

4.3.2

100.00%

100.00%

99.00%

99.00%

98.00%

98.00%

97.00%

97.00%

96.00%

96.00%

95.00%

95.00%

94.00%

94.00%

93.00%

93.00%

92.00%

92.00%

91.00%

91.00%

Threshold

4.3.3

2017/18 Total

% Recommended

Outpatients

Threshold

Inpatients by Ward
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% Recommended

4.4

Staff Friends & Family Test
40.0%

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

35.0%
30.0%
25.0%
20.0%
15.0%
10.0%
5.0%
0.0%

% recommend as a place to work

4.5

% response

% recommend as a place for treatment

Executive Walk rounds
th

27 March 2019 – Charity – Director of Workforce
Things to be proud of:
• They are a very strong team, they work very well together and staff support each other.
• Staff have a personalised approach when working with charity supporters.
• Staff enjoy the people contact and sharing in their personal achievements.
• Appeals are for particular projects so everyone can see what is achieved when raising money.
• Recent appointees reported that the induction was good, with a helpful introduction from the Chief
Executive.
• The Charity hub is a useful space as it gives the opportunity to mix with other staff members and the
public can call in.
• Introduction of a contactless card reader has made collection of money easier.
• Staff appreciated the opportunity to have direct contact with the Executive team and enjoyed staff
engagement events.
Challenges:
• Facilities could be improved, sometimes the building smells and there is damp which does not give a
good impression if they have visitors.
• Increasing the Christie staff understanding and involvement in the work of the Charity and encouraging
them to take part in events.
Things to take forward:
• The kitchen is small and not great for 30 members of staff – consider provision of tall fridge to replace
3 smaller fridges to create space, perhaps for a table – EL to discuss with JF.
• Provision of a bench outside so staff have somewhere besides their desks to eat at – EL to discuss
with JF.
th

20 March 2019 – Finance Team - Director of Workforce
Things to be proud of:
• Comment that as a new member of staff the organisation is a very positive place and everyone is really
helpful.
• Work / life balance is very good, new team working very well together and relationships across the
teams are getting a lot better through more cross working
• There has been a culture change in the team for the better and communication has really improved –
really positive to get to work with different areas across the Trust.
• No barriers with the executives – all very approachable.
• Management accounts are very strong – proud of the support they give to the divisions. Staff are very
friendly.
• This is like a family organisation, there is good contact with staff across the Trust and good support
within the team. Engagement across the Trust is really good.
• Length of service of many staff in the department shows how good it is to work here.
• ‘Implementing change days’ have been initiated with great success – look at how things can be done
better and more efficiently – staff have protected time and work across different departments.
Feedback has been excellent – will take place every 2 months.
• These days help staff understand other functions to enable better working & better morale as staff talk
to each other & meet new people – breaks down barriers between teams.
Challenges:
• Some frustration around NHS red tape and the steps that have to be followed to get things done in the
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NHS coming from outside of the NHS.
Some back office teams feel a bit separate and sometimes not in touch with the rest of the Trust.
Can get very hot in the offices when the weather improves and very cold in the winter but overall the
environment has really improved.
• Some anxiety about changes to the car park but staff understand it is necessary and short term.
Things to take forward:
• Shadowing / buddy across areas of the Trust, especially in the divisions the teams are working with to
get a better understanding of what other teams do and their pressures.
•
•
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12 March 2019 – Education Centre - Director of Fundraising & Corporate Affairs
Things to be proud of:
• Run successful external events e.g. Phillips ultrasound study day – very successful and they have
rebooked to use us for further events
• Work very well as a small team of 3 splitting shifts across a long day and over weekends to provide
support for the events in the centre
• The team keep up with technology and ensure they look at what others do to provide the best service
e.g. team recently attended an AV conference in Amsterdam
• The team have good connections with AV companies
• Team enjoy the work and get the opportunity to meet staff from across the Trust as well as doing lots
of technical work. Good job satisfaction.
• Proud of the high quality of the facility.
• Get lots of training opportunities through the Trust.
Challenges:
• Issues with car parking can impact on events and delegates raise this issue often. The team
understand the constraints and work closely with the car parking team to give delegates options for
travel.
• Financial pressures can make the balance between income generating external events and internal
meetings difficult. Look to maximise the potential of the facility but can be difficult.
• Heating / air handling system is a daily problem. The estates team are very helpful and responsive but
it is an issue that’s existed for a number of years.
• Staffing can be an issue as the team is 3 people which limits flexibility and ability to take time owing.
Things to take forward:
• Heating / air handling system issues.
4.5.1

Exception Reports

None
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5. Well Led
5.1

Trust Headcount & FTE

3000
2900
2800
2700
2600
2500
2400

Total Headcount

5.2

Total FTE

Establishment

Trust Sickness

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

Threshold

Trust total

65

5.3

PDRs

5.4

Essential Training

5.5

Staff Turnover

66

5.6

Exception Reports
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Workforce Report
1.

Introduction
The NHS Long Term Plan seeks to support modern employment culture within the
NHS, focusing on issues of tackling violence, bullying and harassment and promoting
flexibility, wellbeing and career development. A more detailed Workforce
Implementation Plan which will underpin the Long Term Plan is currently in
development and due for publication later this year. In September 2017 the Board of
Directors approved the Trust’s 3 year Workforce Plan. As we enter the final year of the
plan, we have reviewed our objectives to ensure they align to the workforce elements
of the Long Term Plan and the emerging themes of the Workforce Implementation
Plan.
We remain on track to deliver the objectives in the plan and the Workforce Team has
refreshed its work plan for 2019/20 to ensure further progress is made this year.
Theme
Planning

Performing

Engaging

2.

Objective
To effectively plan and resource services through the
creation of more innovative roles and structures
To attract and resource high performing staff, using
competence and values based recruitment
To support the development of staff who are skilled,
confident and empowered to make decisions and take a
lead in innovative practice and transformation
To support an effective strategy to support motivation and
retention of staff
To support staff to maintain their physical and mental
health and wellbeing

RAG

Workforce Planning & Transformation
The Trust has submitted its 2019/20 operational plan to NHSI. The submission
included a detailed workforce plan and narrative which is aligned with activity and
finance. The submission has been compiled from divisional returns which provided
staffing forecasts and details of divisional workforce risks.
The Workforce Committee continues to oversee the development of the Trust’s
workforce transformation programme. This month the Committee considered numbers
and options for the funding & deployment of Trainee Nurse Associates and agreed to
submit a bid to Heath Education England for Trainee Advanced Clinical Practitioners.
Staff retention continues to be a key focus. On Tuesday 19th March we held a nurse
retention event. Nurses were invited to share their views on how we can improve staff
retention. This information is currently being collated and will be used to inform how we
develop and shape our future nursing workforce.
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3.

Equality Diversity & Inclusion (EDI)
We are currently preparing for The NHS Workforce Disability Equality Standard
(WDES) which came into force on 1st April 2019 and is a set of specific measures
(metrics) that will enable NHS organisations to compare the experiences of disabled
and non-disabled staff. By June we must submit a data return to NHS England. We will
then use this information to develop a local action plan to support progress against the
indicators of disability equality. By August we must publish the WDES metrics and
action plan on our website
We have uploaded our gender pay gap data for 2018/2019 onto the government portal
in line with national deadlines.

4.

Health & Wellbeing
On 19th March we held our Annual Staff Health and Wellbeing day. The event was well
attended by staff from across the organisation. 120 staff members enjoyed one or
more of our mindfulness sessions, Health MOT’s, complementary massage or a wellbeing session.
We have had a fantastic response to the launch of ‘Salary Finance’ - our new
employee benefit, to support financial and mental wellbeing. Approximately 40 of our
staff have already successfully applied for financial products such as loans and
savings plans and many more have benefitted from financial advice through the on-line
portal
On 1st April we launched our new Employee Assistance Programme provided by
Health Assured. The Health Assured EAP is an employee benefit designed to help
staff deal with personal and professional problems which could be affecting their home
or work life, health and general wellbeing.

5.

Leadership
We will hold a breakfast seminar on 22nd May to formally launch the Trust’s new
Leadership Competency Framework, setting out the qualities and behaviours of an
effective Christie leader. The event is being sponsored by Tarun Kapur, Non-Executive
Director.
The Workforce Team has developed an assessment centre model aimed at improving
the way we recruit leaders into the organisation. The model incorporates our
leadership behaviours and an On-line personality questionnaire (OPQ).
The
Workforce Committee has agreed to pilot the approach.
The Workforce Committee has also supported introduction of a leadership
questionnaire. The questionnaire will enable managers to gather feedback from their
teams. In April 2019 the questionnaire will be piloted for staff at 8c and above. The
plan will then be to send out the survey twice a year (April and October) to all staff in
leadership roles.

6.

Staff Engagement
We have now received the results of the NHS Staff Survey 2018. A full report outlining
the results is at appendix 1.
Our new Staff Engagement Plan has been developed and outlines our approach to
staff engagement. It identifies 7 key enablers and a number of objectives aimed at
increasing levels of staff engagement at the Christie. The plan underpins the overall
Workforce Plan and is one of a number of enabling plans which are closely linked –
see appendix 2.
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Effective speaking up arrangements help to protect patients and improve the
experience of staff. Having a healthy speaking up culture is an indicator of a well-led
trust. Our Freedom to Speak Up Guardian continues to encourage and support
speaking up. The latest report is at appendix 3.
In a previous report we outlined the work that we were doing to support the
development of a positive working environment for staff. Work has included the
introduction of our positive working relationships policy, a new mediation service and a
series of activities to capture staff feedback which will help us develop further plans to
tackle bullying and harassment in the workplace. This work has been recognised by
the Healthcare People Management Association (HPMA), who have shortlisted the
Trust for an award for partnership working between employers and trade unions.
We can measure staff engagement by looking at levels of advocacy. The Staff Friends
and Family Test was introduced to allow staff feedback on NHS Services. Staff are
asked to respond to two questions. The ‘Care’ question asks how likely staff are to
recommend the NHS services they work in to friends and family who need similar
treatment or care. The ‘Work’ question asks how likely staff would be to recommend
the NHS service they work in to friends and family as a place to work. Staff FFT is
conducted on a quarterly basis. Until recently the Trust has partnered with an external
agent to administer the survey. From quarter 4 in 2018/9, we have brought this in
house. Results show that 95% of our staff would recommend the Christie as a place to
receive treatment and 70% said they would recommend the Trust as a place to work.
7.

Gender Pay Gap reporting
Following Government consultation it became mandatory on 31 March 2017 for public
sector organisations with over 250 employees to report annually on their gender pay
gap (GPG). The data is to be reported before 30 March each year up to and
including the pay period 31 March. We have reported our data for 2018, further details
can be found in appendix 4.

8.

Summary
This paper provides the Board of Directors with a quarterly workforce plan update
report. Progress against our plan is on track and the risks relating to the delivery of the
plan and those relating to workforce on the Board Assurance Framework are low
scoring.

9.

Recommendations
The Board is asked to note the contents of the paper and appendices and progress
with the workforce plan.
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Appendix 1
Meeting of the Board of Directors
Thursday 25th April 2019
NHS Staff Survey 2018 Results
1. Introduction
This paper reports the results for themes and questions of the national Staff Survey 2018.
The results are benchmarked and are presented in the context of the best, average and
worst results for Acute Specialist Trusts. Results have also been aligned to our workforce
plan 2017-20 to show our progress against trust objectives.
2. Changes to Reporting 2018
In 2017, the Staff Survey Coordination Centre undertook a review of the reporting outputs for
the National NHS Staff Survey. As a result there have been a number of changes to how
results have been reported in 2018. In summary the changes are:•

New summary indicators (KFs replaced by 10 themes scored on a 0-10 pt. scale)

•

Reduced number of summary indicators; question-level benchmarking

•

Focus on providing five-year trend data throughout reporting

3. Response
In 2018 a full census was carried out with 1,292 of our staff completing questionnaires. This
represents a 46% response rate. Fig 1 shows our response rates over the last 5 years
benchmarked against other Specialist Acute Trusts.

Fig 1 - Response Rate Trend & Benchmark

4. Overview of Results
Overall the Trust 2018 results are very positive. The organisation scores best in 2 thematic
areas and higher than average in 7, with only the quality of appraisals lower than the
national average. However, our improvement in this area since last year is significant.
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Theme

2017 Score

2018 Score

Change

Equality Diversity & Inclusion

9.3

9.4

Not significant

Benchmark
(Acute
Specialist)
9.3
Better than avg.

Health & Wellbeing

6.4

6.5

Not significant

6.3
Better than avg.

Immediate Managers

7.1

7.3

Not significant

7.0
Best

Morale

6.6

N/A

6.3
Better than avg.

Quality of Appraisals

5.2

5.6



5.7
Worse than avg.

Quality of Care

7.7

7.9



7.8
Better than avg.

Safe Environment – Bullying &
Harassment

8.8

Safe Environment – Violence

9.9

8.7

Not significant

8.2
Better than avg.

9.9

Not significant

9.7
Best

Safe Culture

7.2

7.3



6.9
Better than avg.

Staff Engagement

7.5

7.6



7.4
Better than avg.

Appendix 1 provides a full overview of theme results. Appendix 3 benchmarks our result
against all Acute Specialist Trusts and all Greater Manchester provider trusts. The Christie is
ranked number 1 in 9 out of 10 thematic areas of all Greater Manchester provider trusts.
5. Theme Results
Appendix 2 sets out detailed results aligned by question and theme. The following analysis
can be drawn from the results and highlights links to the Trust’s workforce plan.
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Equality, Diversity & Inclusion
• 91% of our staff stated that they believed the organisation acts fairly in relation to
career progression, promotion etc. This response was significantly better than
average for specialist trusts and very close to the best score.
•

2.3% of our staff stated they had experienced discrimination at work from patients
which compared favourably with the average (4.2%).

•

5.7% of staff stated that they had experienced discrimination from a colleague or
manager which also compared favourably to the average (7.2%).

Equality, Diversity & Inclusion will continue to be a key focus of the workforce plan in
2019/20. Our plans include ensuring BME representation on recruitment panels, running EDI
interest groups and introducing a reverse mentoring scheme.
Health & Wellbeing
• 38% of our staff believed the organisation took positive action on health & wellbeing
which was above the national average (33%).
•

36.8% of our staff said they had experienced work related stress compared to an
average of 35.9%. This highlights a need to do more to support staff to manage
stress at work which is a key strand of our health and well-being plan for 2019/20.

•

2018 result show a significant improvement on staff believing they have access to
flexible working (58% compared to 55% in 2017). The Trust has partnered with
Timewise and in 2018/9 will be doing further work to promote a flexible working
culture.

Immediate Managers
• This is an area of significant improvement in 2018. The Trust has improved in the
responses to 5 out of 6 questions in this area.
•

76% of staff reported receiving support from their managers compared to 71% in
2017. This response was also significantly above average and close to the best
score amongst specialist acute trusts.

In 2018 the Trust launched its ‘Positive working relationships’ policy and refreshed and
relaunched its mediation service. In 2019/20 further work is planned to maintain a positive
working environment for staff. Plans include the introduction of a manager feedback survey
and the continuation of our ‘Managing for Success’ development programme.
Morale
This is a new theme for 2018 with 8 of the 9 questions being asked for the first time.
•

The Trusts aggregated score of 6.6 is better than the average. Particularly pleasing is
that 77.7% of staff believed they received the respect they deserved from colleagues
at work. This was the best score in the benchmark group.

•

Fewer of our staff reported their intention to leave the Trust compared to other
Trusts. In 2019/20 the workforce division will introduce processes to capture better
information about our staffs intentions to leave.

Quality of Appraisals
This is the only theme where the Trust scores lower than the average for the benchmark
group (aggregated score of 5.6% compared to national average of 5.7%). However the 2018
score has improved from 4.9% in 2017. The results show the need to better align our PDR
process with the Trust values.
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Only 33% of staff reported discussing organisational values at the PDR conversation. The
PDR Task & Finish Group is currently reviewing our PDR processes to improve staff
participation and experience of PDRS. This work will continue with the aim of making some
changes before next year’s staff survey.
Quality of Care
• 87% of our staff are happy about the quality of care we give to our patients. This is
equal to the average of other Trusts in the benchmark group.
•

93% of our staff recognise that their roles make a different to patients compared to
an average of 91%.

Safe Environment – Bullying & Harassment.
The number of our staff who said they have experienced bullying and harassment from
colleagues or managers has increased slightly since 2017. However, our results remain
better that the national average. We are currently engaging with staff to seek feedback on
their experiences. In 2019/20 this feedback will be used to develop an action plan to further
tackle bullying and harassment at the Christie.
Safe Environment – Violence
Staff have reported very low levels of experiencing violence at work. Results in relation to
violence experienced from patients and staff are well below the national average when
aggregated up, we receive the best score in this area amongst specialist acute trusts.
Safety Culture
Our results in this area demonstrate that our staff have a higher degree of confidence when
reporting incidents than staff in other organisations. Our responses are better than the
national average in all six questions in this thematic area. Particularly pleasing is that 86% of
staff believe that the Trust acts upon patient concerns compared to a national average of
80%.
Staff Engagement
Our overall staff engagement score has improved since last year and is significantly better
than the national average. Our staff demonstrate high levels of advocacy. 91.6% of staff
would recommend the Christie as a place to receive treatment and 72.3% of staff would
recommend the Trust as a place to work. These scores are both higher than the national
average (89.6% and 72.1% respectively).
Levels of involvement and autonomy which are indicators of staff engagement are
significantly higher than the national average. We will launch our staff engagement plan in
April 2019.
6. Next Steps
The table below highlights our next steps, including plans to communicate the staff survey
results and address areas for development.
Activity

Timetable

Staff Survey results for each division to be disseminated to divisional
managers. This will also include comparison data with previous years and
will also provide a comprehensive picture in terms of HR related data
such as turnover rates, sickness rates and Employee Relations cases
Listening events held in divisions (with support from engagement team) to
test results with the division, and to identify priority areas for action
Action planning on priority areas, if the divisional results are positive the
focus should be on how to maintain and sustain positive results and staff
satisfaction.
Action plans presented as part of performance review process.
Progress monitored through monthly Workforce Committee

March – April
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April- May
May

May/June

Theme Results Overview

79

Themed Results Detailed Information
1. Equality, Diversity & Inclusion
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2. Health & Wellbeing
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3. Immediate Managers
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4. Morale
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5. Quality of Appraisals
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6. Quality of Care

7. Safe Environment – Bullying & Harassment
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8. Safe Environment – Violence
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9. Safety Culture

87

10. Staff Engagement
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Further Benchmarking
All Specialist Acute Trusts
Trust

1. EDI

2. HWB

3. Managers

4. Morale

5. Appraisal

6. Quality Care

7. B&H

8. Violence

9.4

6.5

7.3

6.6

5.6

7.9

8.7

9.9

7.3

7.6

RANKING (Out of 16)

=2

=2

=1

2

=9

=5

=2

=1

=3

=3

Alder Hey Children's NHS Foundation Trust

9.4

6.1

7.0

6.4

5.6

7.4

8.4

9.7

6.8

7.3

Birmingham Women's and Children's NHS
Foundation Trust

8.9

5.6

6.5

5.6

4.9

7.0

8.1

9.7

6.7

6.9

Great Ormond Street Hospital for Children
NHS Foundation Trust

8.9

5.7

6.7

5.9

5.6

7.5

7.9

9.7

6.7

7.2

Liverpool Heart and Chest Hospital NHS
Foundation Trust

9.4

6.6

7.3

6.4

6.2

8.1

8.8

9.7

7.6

7.7

Liverpool Women's NHS Foundation Trust

9.5

6.3

6.8

6.1

5.2

7.6

8.6

9.9

6.7

7.0

Moorfields Eye Hospital NHS Foundation
Trust

8.6

6.3

7.0

6.2

6.1

8.0

8.0

9.8

7.1

7.5

Queen Victoria Hospital NHS Foundation
Trust

9.3

6.2

7.0

6.2

5.7

7.7

8.2

9.7

6.8

7.3

Royal Brompton and Harefield NHS
Foundation Trust

8.9

6.0

6.9

6.1

5.8

7.9

8.0

9.7

7.3

7.4

Royal National Orthopaedic Hospital NHS
Trust

8.9

6.5

7.2

6.4

6.4

8.1

8.0

9.8

6.9

7.6

Royal Papworth Hospital NHS Foundation
Trust

9.1

6.0

7.0

5.8

5.4

7.4

8.2

9.7

6.8

7.2

The Clatterbridge Cancer Centre NHS
Foundation Trust

9.4

6.0

7.1

6.2

5.5

7.8

8.6

9.9

7.1

7.3

The Robert Jones and Agnes Hunt
Orthopaedic Hospital NHS Foundation Trust

9.3

6.5

6.9

6.7

5.7

7.9

8.1

9.7

7.0

7.6

The Christie NHS Foundation Trust
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The Royal Marsden NHS Foundation Trust
The Royal Orthopaedic Hospital NHS
Foundation Trust

9.2

6.3

7.3

6.5

5.9

8.0

8.4

9.8

7.4

7.7

9.2

6.3

7.3

6.4

5.9

7.9

8.1

9.8

6.9

7.4

The Walton Centre NHS Foundation Trust

9.4

6.5

7.0

6.4

5.4

7.8

8.3

9.2

6.8

7.4

Greater Manchester Provider Trusts
Trust

1. EDI

2. HWB

3. Managers

4. Morale

5. Appraisal

6. Quality Care

7. B&H

8. Violence

9.4

6.5

7.3

6.6

5.6

7.9

8.7

9.9

7.3

7.6

1

1

1

1

2

=1

1

1

1

1

Bolton NHS Foundation Trust

9.2

6.3

7.1

6.5

5.7

7.9

8.2

9.4

7.0

7.3

Bridgewater Community Healthcare NHS
Foundation Trust

9.4

6.0

7.1

6.1

5.1

7.4

8.4

9.8

6.7

7.1

Manchester University Hospitals NHS
Foundation Trust

9.1

6.0

6.8

6.2

5.3

7.5

8.3

9.6

6.8

7.1

Greater Manchester Mental Health NHS
Foundation Trust

8.8

5.8

7.1

6.0

5,4

7.1

7.9

9.1

6.7

6.9

Pennine Acute Hospitals NHS Trust

9.1

5.7

6.6

6.0

5.1

7.4

7.9

9.5

6.5

6.8

Pennine Care NHS Foundation Trust

9.2

6.2

7.2

6.3

5.2

7.4

8.3

9.6

6.7

7.1

Salford Royal NHS Foundation Trust

9.0

5.9

6.8

6.1

5.4

7.3

8.2

9.5

6.7

7.1

Stockport NHS Foundation Trust

9.2

5.6

6.7

6.0

5.3

7.2

8.2

9.5

6.6

6.9

Tameside Hospital NHS Foundation Trust

9.1

5.9

6.8

6.1

5.4

7.6

7.9

9.5

6.6

7.1

Wrightington, Wigan and Leigh NHS
Foundation Trust

9.1

5.8

6.8

6.2

4.9

7.8

8.0

9.6

6.5

7.0

Northwest Boroughs Partnership NHS
Foundation Trust

9.3

6.2

7.2

6.1

5.3

7.4

8.3

9.5

6.8

7.0

The Christie NHS Foundation Trust
RANKING (Out of 12)
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9. Safe Culture 10. Engagement

Appendix 2 – Staff Engagement Plan

Staff Engagement Plan
2019 -2021
Staff Engagement

Advocacy

Involvement
Shared Vision & Involvement
Positive Working Environment
Communication & Feedback
Recognition & Reward
Opportunities to Develop
Leadership
Health & Wellbeing
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Motivation

1.

Introduction

Staff engagement is a measure of employees’ emotional attachment to their job, colleagues,
and organisation, which profoundly influences their experiences at work and their willingness
to learn and perform. We want all employees to feel that they belong at The Christie, that
they believe in what we are trying to achieve and that they feel valued for what they
contribute.
This plan outlines our approach to staff engagement. It identifies 7 key enablers and a
number of objectives aimed at increasing levels of staff engagement at the Christie.
The plan underpins the overall Workforce Plan and is one of a number of enabling plans
which are closely linked.
2.

The Benefits of Staff Engagement

Research demonstrates that staff engagement leads to measurable improvements in
individual and organisational performance and most importantly it generates better outcomes
for patients. Benefits include:•

Improved service quality

•

Better patient and staff satisfaction

•

Reduced patient mortality

•

Improved staff health and well-being and lower levels of absence

•

Improved productivity and financial performance

•

Higher levels of innovation

•

Better staff retention

•

A safer environment for staff and patients

3.

Staff Engagement at the Christie

The Christie Staff Engagement Plan recognises 7 key enablers to enhance staff
engagement.
I.

Promote a positive work environment

II.

Create a shared vision and foster involvement

III.

Ensure good communication and feedback

IV.

Recognise & reward contribution

V.

Provide opportunities to develop

VI.

Deliver great management and leadership

VII.

Promote a healthy and safe work environment
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3.

Objectives

The following objectives have been identified and are aligned to the key enablers. Objectives
in relation to leadership and health and wellbeing are cross referenced to our Leadership
and health and wellbeing plan.
1. Promoting a positive work environment

Deliverables 2019-2021
•

Review our HR policies to ensure a positive and informal focus on resolving disputes at
work

•

Re-launch and promote the Trusts mediation service

•

Equip managers with skills to foster a positive work environment

•

Promote a flexible working culture

•

Gather staff feedback and develop an action plan aimed at reducing bullying and
harassment

2. Create a shared vision and foster involvement
Develop options for employee involvement to enable employees to be heard and have
influence.
Deliverables 2019-2021
•

Relaunch Christie Staff Pledges, Principles and Behaviours

•

Review and implement new induction programme

•

Develop a programme of listening events

•

Explore other options for gathering staff feedback and establish a process for informing
staff of actions taken (You said we did)

•

Continue with Executive Walkabouts and explore feasibility of ‘Back to Floor’ program

•

Introduce targeted ‘pulse’ surveys

3. Ensure good communication and feedback

Deliverables 2019-2021
•

Develop use of technology to support employee communications. E.g. staff app and
portal
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•

Review and relaunch Christie Commitment Champions

•

Train staff and managers on effective feedback

•

Review how we communicate with staff about matters affecting their employment

•

Develop EDI interest groups

•

Review terms of reference for Staff Forum and LNC

•

Review how we operate annual NHS staff survey to maximise participation

4. Recognise & reward contribution

Deliverables 2019-2021
•

Develop a directory of staff benefits and promote

•

Review existing recognition schemes (YMAD, Annual Staff Awards)

•

Develop non-pay reward packages for staff

5. Provide opportunities to develop

Deliverables 2019-2021
•

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

•

Undertake a full review of PDR systems and processes aimed at improving quality and
participation

6. Deliver great management and leadership

Deliverables 2019-2021
•

To ensure that all staff have leadership skills in line with the vision, principles and
behaviours of the Trust

•

To ensure a culture is created in which goals and expected standards of performance
are clear and align to the Trust overall strategic objectives

•

Support staff to innovate in their job roles

•

See Leadership Plan
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7. Promote a health and safe work environment

Deliverables 2019-2021
•

Ensure that workplace support is available for staff to maintain and manage good
mental health

•

Ensure that workplace support is available for staff to both proactively manage and
maintain good musculoskeletal health

•

Ensure that workplace support is available for staff to maintain good health and
manage conditions

•

Ensure that where necessary staff have access to clinically sound and timely support

•

See Health & Wellbeing Plan

4.

Measuring Staff Engagement
We will measure levels of staff engagement by measuring advocacy, motivation and
involvement. These will be measured through the NHS Staff Survey, Friends and
Family Test and local bespoke engagement surveys. Specific questions in the NHS
staff survey are aligned to these 3 measures and an overall engagement score can
be calculated.
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Appendix 3
Meeting of the Board of Directors
Freedom to Speak Up report 1st October 2018 to 31st March 2019
1. Background
The Freedom To Speak Up Guardian’s role is to support staff to effectively raise concerns.
This report provides an update on activity and action.
2. Activity
The FTSUG has continued to raise the profile of the role and the message for speaking up
safely. This has involved attendance at team meetings, satellite sites, staff induction, staff
health and wellbeing day. Activity includes
•

October 2018 – display in foyer for Freedom to Speak Up month

•

January 2019 – attendance and supporting at manager investigation training

•

February 2019 – attendance at regional meeting

•

March 2019 - attendance at the FTSUG national conference

•

January 2019 – attendance at whistleblowing session by Browne Jacobson solicitors for
Workforce

•

Involvement in the Anti bullying and harassment project

•

Member of the Equality, Diversity and Inclusion Group

3. National guidance and reports
Throughout the last six months a number of reports and guidance have been issued relating
to staff speaking up and raising concerns. All reports have been reviewed and where
applicable learning has been identified that we have incorporated into our workplan. The
action plans are monitored by the Workforce Committee.
The reports are as follows:
a. December 2018 – Case review at Royal Cornwall NHS Trust of the speaking up
processes, policies and culture, in response to information received that the Trust’s
response to the concerns raised was not in accordance with good practice.
b. NGO annual report 2018 – 7000 cases received by FTUGs in trusts, almost one third
had an element of patient safety and nearly a half had an element of bullying and
harassment.
c. The self assessment of our policy and programme of work has been reviewed by Mersey
Internal Audit Authority.
d. Proposed involvement as a study site for research into Freedom to Speak Up, conducted
on behalf of the NGO. The research team plan to observe the guardian’s day to day
work and also interview other staff about their perception of the role. They will speak to
those who have raised concerns as well as staff who have not used the FTSUG.
e. Kark report – upheld whistleblowing complaints will be part of the data set held for
executive and non-executive directors.
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4. Contacts
The numbers of contacts are shown below.

Number of contacts
20
15
10
5
0
Q1

Q2
2016/17

Q3
2017/18

Q4

2018/19

5. Activity
The table below describes the activity from 1st October 2018 to 31st March 2019.
Descriptions of concerns are recorded according to the person raising concern.
Quarter
2018/19
Q3

Number of
contacts
4

Category

Description

Action

Quality and safety

Policy not followed

Self referred to
manager

Attitudes and
behaviour (x2)

Staff member
behaviour

Referred
anonymously to
manager

Staff member
behaviour

Received
anonymously, sent to
manager

Service change
2018/19
Q4

5

Attitude and
behaviour (x5)

Service change*

Manager relationship
with member of staff

Self referred to
manager
Advice provided

Relationship with team
members

Referred to senior
manager/HR

Sexual harassment

Referred to senior
manager and HR

Relationship with
manager

Provided advice

Relationship with
member from another
team

Not to be shared
unless further concern
raised

Service provided not
consistent across all
team members

Self referred to
manager
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*one person raised two concerns
In summary throughout the last six months, one contact had a patient safety element, 7
related to attitude and behaviour, of these 5 related to bullying and harassment.
6. Staff survey results
The results from the national staff survey 2018 relating to staff speaking up are outlined
below. The percentage of staff reporting they feel more confident raising concerns has
increased since 2017.

I would feel secure raising concerns
about unsafe clinical practice
I am confident that my organisation
would address my concern

2016
77.5%

2017
75.3%

2018
78.1%

72.0%

70.1%

70.2%

7. Objectives – the Freedom to Speak Up plan
Appendix A outlines progress with actions from FTSU plan 2018/2019.
8. Conclusion
The board of directors is asked to note the detail in the report and receive a further update in
six months’ time.
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Appendix A
Freedom to speak up plan – 6 month progress on action – April 2019
Deliverables

Action points

Comment

Deadline Progress
date By

a. Raising awareness
Develop effective awareness
training for all staff (e-learning)

Some training
available on
intranet. NGO to
develop training

30/06/19

On Track

Develop a management guide
on the roles and
responsibilities when handling
concerns

Investigation
training for
managers taken
place

30/06/19

In
developm
ent

Deliver regular
communications to staff on
how to raise concerns

Chinwag article

30/11/18

Complete

30/04/19

On Track

30/04/19

On Track

31/03/19

Complete

Display in OR
for Freedom to
Speak Up week
Induction and
team meetings

b. Ensuring a positive raising concerns culture
Review processes for raising
concerns to ensure we offer a
range of different channels to
enable staff to raise issues
easily and confidently
Ensure FTSU is embedded in
our approach to recruitment,
induction, appraisal and
training

a. Consider how
and
appropriateness
of including link
to speaking up
when reviewing
HR policies

To be included
as each policy
reviewed

b. Update
disciplinary
policy to include
reference to
Speaking Up
Carry out an annual Trust
board review of leadership and
governance arrangements in
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relation to speaking up
Include speaking up within
workstreams focussing on
engaging with the Trust’s
diverse staff

a. Review
results of FTSU
survey by
personal
characteristics
to identify if any
barriers
b. Discuss with
Head of
Engagement/E&
D lead how
vulnerable staff
could be
approached and
barriers
overcome

a. Review
carried out

b. FTSUG
member of
Equality,
Diversity and
Inclusion Group

30/11/18

On Track

31/07/19

c. Support
Review support mechanisms
for staff who raise concerns
and raise awareness

Support
updated as part
of raising
concerns policy
review

30/04/19

On Track

Develop a guide for staff

The positive
working
relationships
page tiger
provides
guidance as
well as raising
concerns policy

01/11/18

Complete

Review and develop mediation

Mediation
process
launched.
Mediators
trained

30/11/18

Complete

a. Date of
Schwarz
session to be
reorganised

30/06/19

On Track

d. Learning
Develop Trust processes that
provide ongoing opportunity
for reflective practice and
learning

a. Deliver a
Schwarz round

b. Quality of
investigation
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b. Raising
concerns policy

31/10/19

and lessons
learned to form
part of annual
review of the
raising concerns
policy.
Sharing learning points from
concerns raised via usual
Trust processes

reviewed and
presented to
Quality
Assurance
Committee

a. Development
of formal
process to
record the
learning from
HR employee
relations/Speak
Up issues

31/12/18

b. Develop
mechanism to
record learning

30/09/19

b. Use usual
trust
mechanisms to
share learning
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31/12/18

On Track

Appendix B
NHSI Board Self Assessment
Self review indicator
(Aligned to well-led KLOEs)

To what
extent is
this
expectati
on being
met?

What are
the
principal
actions
required
for
developm
ent?

How is the board assured it
is meeting the expectation?
Evidence

Our expectations
Leaders are knowledgeable about
FTSU
Senior leaders are knowledgeable and
up to date about FTSU and the
executive and non-executive leads are
aware of guidance from the National
Guardian’s Office.

Full

Executive FTSU lead provides
updates and shares reports
with executive colleagues at
weekly executive team
meeting.
Process developed to share
reports from NGO.
Executive FTSU lead regular
quarterly meetings with
FTSUG.
FTSUG meetings with CEO,
non-executive lead for FTSU.

Senior leaders can readily articulate
the trust’s FTSU vision and key
learning from issues that workers have
spoken up about and regularly
communicate the value of speaking up.

Full

FTSUG annual report shared
at Trust board, Management
board, Staff forum, Workforce.
Six monthly report produced to
provide progress update
FTSU plan produced and
agreed.
Information included in the
Quality accounts.
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They can provide evidence that they
have a leadership strategy and
development programme that
emphasises the importance of learning
from issues raised by people who
speak up.

Full

Senior leaders can describe the part
they played in creating and launching
the trust’s FTSU vision and strategy.

Full

Freedom to Speak Up 20182019 plan developed.
Competency framework for
leadership includes reference
to speaking up and its
importance.

Development of FTSUG Job
description and interview in
line with guidance. Involved in
extension of role.
Renewal of FTSUG role and
increase in protected time to
carry out role.
FTSU annual report and FTSU
plan discussed at Trust board,
which outlines forward plan
and activity to date.

Leaders have a structured approach
to FTSU
There is a clear FTSU vision,
translated into a robust and realistic
strategy that links speaking up with
patient safety, staff experience and
continuous improvement.

Full

FTSU plan outlines the
forward plan for 2018/2019.
FTSUG within Quality and
Standards team with access to
incidents, complaints and
concerns.
Staff encouraged to carry out
projects to improve quality.
Patient stories shared at Trust
board.

There is an up-to-date speaking up
policy that reflects the minimum
standards set out by NHS
Improvement.

Full

Policy updated and approved
via Staff Forum, available on
HIVE. Policy reviewed by
Browne Jacobson and
contains elements.
MIAA self assessment form
completed.
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The FTSU strategy has been
developed using a structured approach
in collaboration with a range of
stakeholders (including the FTSUG )
and it aligns with existing guidance
from the National Guardian.

Full

Forward plan discussed at
Trust board and Staff Forum
and Workforce.

Progress against the strategy and

Full

Annual audit of raising
concerns policy review
completed and presented to
the Quality Assurance
Committee.

All senior leaders take an interest in the
trust’s speaking up culture and are
proactive in developing ideas and
initiatives to support speaking up.

Full

Senior leaders involved in
executive walk rounds and
refer to speaking up message,
coffee with CEO.

They can evidence that they robustly
challenge themselves to improve
patient safety, and develop a culture of
continuous improvement, openness
and honesty.

Full

Patient safety issues
escalated from Patient Safety
Committee to Risk and Quality
Governance committee.

Survey on raising concerns
results informed forward plan.

compliance with the policy are regularly
reviewed using a range of qualitative
and quantitative measures.
Leaders actively shape the speaking
up culture

Reports from ERG go to
Patient Safety and Risk
Committee.
Quarterly patient safety and
experience report (with safety
and experience issues) goes
to Patient Safety Committee,
Patient Experience
Committee, Risk and Quality
Committee and Quality
Assurance Committee.

Senior leaders are visible,
approachable and use a variety of
methods to seek and act on feedback
from workers.

Full

Senior leaders involved in
executive walk rounds.
Coffee with the CEO,
advertised via Team brief
Executive and non-executive
visit departments and work
clinically.
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Senior leaders prioritise speaking up
and work in partnership with their
FTSU Guardian.

Full

Regular meetings with key
contacts within senior
management team.
FTSUG attendance at the
board twice yearly.
Job description – key
principles – direct access to
the executive team, authority
to speak to anyone within the
Trust.

Senior leaders model speaking up by
acknowledging mistakes and making
improvements.

Full

Weekly executive review
group (ERG) meeting –terms
of reference to “The review
provides an opportunity for the
members to challenge the
outcome of the investigation
seeking further detail, to ask
for further information /
clarification and to agree to the
action plan.”
Serious Incident Panel – terms
of reference “The review
provides an opportunity for the
Board of Directors’ panel to
challenge the outcome of the
investigation seeking further
detail, to ask for further
information / clarification and
to agree to the action plan.”
Serious incidents learning
shared at Grand Round.

The board can state with confidence

Full

that workers know how to speak up; do

Annual report evidences
activity to raise awareness of
FTSUG and speaking up.

so with confidence and are treated
Raising concerns survey
report gives staff views.

fairly.

Attendance of FTSUG at
induction and other team
meetings.
Information on intranet.
Leaders are clear about their role
and responsibilities
The trust has a named executive and a
named non-executive director
responsible for speaking up and both

Full
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Named executive and nonexecutive and regular
meetings with FTSUG. Non-

are clear about their role and
responsibility.

executive member has
attended FTSU training.
Responsibilities outlined in the
Raising concerns policy.

They, along with the chief executive
and chair, meet regularly with the
FTSU Guardian and provide
appropriate advice and support.

Full

Regular meetings scheduled.

Other senior leaders support the FTSU
Guardian as required.

Full

Raising concerns policy.
FTSUG can provide evidence.

Senior leaders have ensured that the
FTSU Guardian has ready access to
applicable sources of data to enable
them to triangulate speaking up issues
to proactively identify potential
concerns.

Full

FTSUG as part of the Quality
and Standards team has
access to incidents,
complaints and concerns.

The FTSU Guardian has ready access

Full

FTSUG able to approach any
senior leader – in job
description. Example can be
provided.

Full

Speaking up survey.

Leaders are confident that wider
concerns are identified and
managed

FTSUG has role within PALS
and complaints and national
patient surveys.

to senior leaders and others to enable
them to escalate patient safety issues
rapidly, preserving confidence as
appropriate.
Leaders receive assurance in a
variety of forms
Workers in all areas know, understand
and support the FTSU vision, are

Intranet page.

aware of the policy and have

National staff survey results.

confidence in the speaking up process.

Triangulation of information
from staff feedback.
“Face of The Christie” poster.
October FTSU month –
display in Oak road. reception.
Annual and six monthly report
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outlining activity.
Attendance at Health and
Wellbeing day and induction.
Articles in Chinwag and team
brief.
Video link.
Posters in departments.
Steps are taken to identify and remove

Partial

barriers to speaking up for those in
more vulnerable groups, such as Black,
Asian or minority ethnic (BAME),
workers and agency workers

Speak up issues that raise immediate

Full

patient safety concerns are quickly

FTSUG to
work with
Equality,
Diversity
and
Inclusion
manager
to
combine
FTSU with
their
planned
activity

Christie Commitment
Champions working on the
ground to promote the
avenues for staff support both
informal and formal
Establishment of Equality,
Diversity and Inclusion Interest
group

Facility for FTSUG to speak
with senior leaders as
required.

escalated
No evidence as not yet
occurred.
Action is taken to address evidence

Full

that workers have been victimised as a

Facility for FTSUG to speak
with senior leaders as
required.

result of speaking up, regardless of
Those raising concerns are
asked if they have suffered
detriment as a result of raising
concerns.

seniority

No evidence as not yet
occurred.
Lessons learnt are shared widely both

Full

within relevant service areas and
across the trust

No examples yet from FTSU
however lessons from
incidents or complaints
shared, similar process would
be used.
Schwarz round developed to
explore emotional aspect of
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raising concerns.

The handling of speaking up issues is

Full

Raising concerns policy is
audited annually and
presented to the Quality
assurance committee.

Full

Raising concerns policy
discussed at staff forum.
Question relating to policy in
survey.

routinely audited to ensure that the
FTSU policy is being implemented
FTSU policies and procedures are
reviewed and improved using feedback
from workers

Those raising concerns are
asked for their views.

The board receives a report, at least
every six months, from the FTSU
Guardian.

Full

Annual and six month report
provided.

Full

Raising concerns survey
action plan and actions
identified.

Leaders engage with all relevant
stakeholders
A diverse range of workers’ views are
sought, heard and acted upon to shape
the culture of the organisation in
Freedom to Speak Up plan
2018 2019 developed.

relation to speaking up; these are
reflected in the FTSU vision and plan.
Issues raised via speaking up are part
of the performance data discussed
openly with commissioners, CQC and
NHS Improvement.

Full

Discussion of FTSU matters regularly
takes place in the public section of the
board meetings (while respecting the
confidentiality of individuals).

Full

Concerns raised are logged.
Contacts are reported on a six
monthly and yearly basis.
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Annual report and six monthly
report discussed in the public
section of the Trust board.

The trust’s annual report contains high
level, anonymised data relating to
speaking up as well as information on
actions the trust is taking to support a
positive speaking up culture.

Full

Information included in the
annual quality accounts.
Information included in annual
and six monthly reports and
presented at Trust board,
Management board, Staff
forum and Workforce
committee.

Reviews and audits are shared

Full

Regional networks share
knowledge and experience.
Reviews and audits would be
shared externally.

Senior leaders work openly and
positively with regional FTSU
Guardians and the National Guardian
to continually improve the trust’s
speaking up culture

Full

Relevant information from the
National Guardian shared with
board members.

Senior leaders encourage their FTSU

Full

FTSUG attends regional and
national network meeting.

externally to support improvement
elsewhere.

Guardians to develop bilateral

FTSUG has senior leader
support.

relationships with regulators, inspectors
and other local FTSU Guardians
Full

Would happen if required.
Historical examples available.

Senior leaders use speaking up as an
opportunity for learning that can be
embedded in future practice to deliver
better quality care and improve
workers’ experience.

Full

Sharing learning in general,
transformation of service,
ideas to deliver better care.

Senior leaders and the FTSU Guardian
engage with other trusts to identify best
practice.

Full

FTSUG networks at regional
and national meetings with
opportunity to share best
practice as it arises.

Executive and non-executive leads,
and the FTSU Guardian, review all
guidance and case review reports from
the National Guardian to identify
improvement possibilities.

Full

FTSUG reviews guidance and
case review reports.

Senior leaders request external
improvement support when required.
Leaders are focused on learning and
continual improvement
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Full

Feedback from incidents,
complaints shared.

Full

FTSUG and executive FTSU
lead meet quarterly. Annual
and six monthly report
discussed.

The FTSU policy and process is
reviewed annually to check they are fit
for purpose and realistic; up to date;
and takes account of feedback from
workers who have used them.

Full

Raising concerns policy
updated and on rolling
programme for Workforce
committee.

A sample of cases is quality assured to
ensure:

Full

Formal concerns raised
audited formally and
presented to the Quality
Assurance Committee.

Senior leaders regularly reflect on how
they respond to feedback, learn and
continually improve and encourage the
same throughout the organisation.
The executive lead responsible for
FTSU reviews the FTSU strategy
annually, using a range of qualitative
and quantitative measures, to assess
what has been achieved and what
hasn’t; what the barriers have been
and how they can be overcome; and
whether the right indicators are being
used to measure success.

•

the investigation process is of
high quality; that outcomes and
recommendations are
reasonable and that the impact
of change is being measured

•

workers are thanked for
speaking up, are kept up to
date though out the
investigation and are told of the
outcome

•

Investigations are independent,
fair and objective;
recommendations are designed
to promote patient safety and
learning; and change will be
monitored
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Positive outcomes from speaking up
cases are promoted and as a result
workers are more confident to speak
up.

Full

Article complete.
Schwarz round organised.
FTSU week in October in main
reception to promote
messages. At Oldham and
Salford.
Reflective articles on website.

Individual responsibilities

Chief executive and chair
The chief executive is responsible for
appointing the FTSU Guardian.

Full

CEO and senior team leaders
involved in process for
recruiting FTSUG.

The chief executive is accountable for
ensuring that FTSU arrangements
meet the needs of the workers in their
trust.

Full

Accountability in Raising
concerns policy.

The chief executive and chair are
responsible for ensuring the annual
report contains information about
FTSU.

Full

Information included in annual
report.

The chief executive and chair are

Full

Through FTSUG.

Full

Regular meetings have been
arranged.

responsible for ensuring the trust is
engaged with both the regional
Guardian network and the National
Guardian’s Office.
Both the chief executive and chair are
key sources of advice and support for
their FTSU Guardian and meet with
them regularly.
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Executive lead for FTSU
Ensuring they are aware of latest
guidance from National Guardian’s
Office.

Full

FTSU executive lead on NGO
mailing list.
FTSUG and FTSU executive
lead discuss guidance at the
regular quarterly meetings.
NGO reports shared with
executive and non-executives.

Overseeing the creation of the FTSU
vision and strategy.

Full

Freedom to speak up plan
developed. FTSUG and FTSU
executive lead discuss work
plan when they meet.

Ensuring the FTSU Guardian role has

Full

Job description and process
agreed with Staff forum.

been implemented, using a fair

Role was advertised and
applicants interviewed.

recruitment process in accordance with
the example job description and other
guidance published by the National
Guardian.
Ensuring that the FTSU Guardian has

Full

a suitable amount of ring fenced time
and other resources and there is cover
for planned and unplanned absence.
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FTSUG has allocated time and
budget.

Ensuring that a sample of speaking up
cases have been quality assured.

Full

FTSU executive lead has
overall responsibility for
review.
Quality assurance review of
raising concerns policy is
audited annually and reported
to the Quality Assurance
Committee.

Conducting an annual review of the
strategy, policy and process.

Full

Review of the policy on annual
programme.

Operationalising the learning derived
from speaking up issues.

Full

Learning shared in HR
process.
Process for learning from
FTSU in place.

Full

If occurred, support would be
available. Contained within
FTSUG job description role.

Full

FTSU executive lead provides
information to the Board.

Ensuring they are aware of latest
guidance from National Guardian’s
Office.

Full

FTSUG and non-executive
lead FTSU meetings. FTSU
non-executive attended
national FTSU training.

Holding the chief executive, executive

Full

Non-executive lead FTSU at
board meeting when FTSU
report discussed.

Robustly challenge the board to reflect
on whether it could do more to create a
culture responsive to feedback and
focused on learning and continual
improvement.

Full

Workforce metrics, executive
walkrounds and quarterly
reports discussed at Board of
Directors. Non executives can
ask questions and challenge.

Role-modelling high standards of

Full

FTSUG and non-executive
lead FTSU meetings.

Ensuring allegations of detriment are
promptly and fairly investigated and
acted on.
Providing the board with a variety of
assurance about the effectiveness of
the trusts strategy, policy and process.
Non-executive lead for FTSU

FTSU lead and the board to account
for implementing the speaking up
strategy.

conduct around FTSU.
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Acting as an alternative source of

Full

FTSUG and non-executive
lead FTSU have regular
meetings.

Full

Would oversee if required.

Full

Example could be provided.

advice and support for the FTSU
Guardian.
Overseeing speaking up concerns
regarding board members.
Human resource and organisational
development directors
Ensuring that the FTSU Guardian has
the support of HR staff and appropriate

FTSUG involvement in
mediation task and finish
group and the anti-bullying
and harassment project.

access to information to enable them to
triangulate intelligence from speaking
up issues with other information that
may be used as measures of FTSU
culture or indicators of barriers to
speaking up.
Ensuring that HR culture and practice

Full

Management training.

Full

Management training.

Full

Example could be provided.

encourage and support speaking up
and that learning in relation to workers’
experience is disseminated across the
trust.
Ensuring that workers have the right
knowledge, skills and capability to
speak up and that managers listen well
and respond to issues raised
effectively.
Medical director and director of
nursing
Ensuring that the FTSU Guardian has
appropriate support and advice on

FTSUG part of Quality and
Standards team responsible
for risks, incidents,
safeguarding, complaints,
concerns

patient safety and safeguarding issues.

Ensuring that effective and, as

Full

appropriate, immediate action is taken
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Example could be provided.

when potential patient safety issues are
highlighted by speaking up.
Ensuring learning is operationalised

Full

Example could be provided.

within the teams and departments that
they oversee.

Action Plan from NHSI Board self assessment
Recommendation
Action
Lead
Ensure contact,
Regular meetings
Trust secretary
support and
to be arranged
CEO secretary
information between with CEO, Trust
Senior team and
chair and nonFTSUG
executive lead for
FTSU.
Ensure Senior team Trust secretary to
Trust
awareness
send National
secretary/FTSUG
Guardians’ Office
reports to nonexecutive leads.
Process
developed.
Develop
FTSU executive
Executive lead
communication on
lead to provide
FTSU and FTSUG
speak up issues
FTSU six monthly
with senior leaders
activity reports
Board of directors
Supporting
Review leadership Deputy Director of
managers to deal
competency
Workforce/Head
effectively with
framework plan for of Engagement
concerns raised
other opportunities
to reinforce
message
Regular reviews of
Add review of
Senior HR
policy
raising concern
business partner
policy to rolling
programme for
Workforce
committee
Ensuring robustness Quality of
Deputy Director of
of investigations and investigation and
Workforce/Senior
lessons learned
lessons learned to HR Business
form part of annual Partner
review of the
raising concerns
policy.
Promoting speaking At executive
Senior leaders
up message
walkrounds,
executive directors
to refer to
speaking up
message
Obtaining views
Review
Freedom to Speak
questionnaire for
Up Guardian
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Timescale
June 2018

Complete

January
2019

Complete

From June
2018
onwards

Complete

August 2018

Complete

June 2018

Complete

February
2019

Complete

June 2018
onwards

Complete

July 2018

Complete

Promoting speaking
up message

the Raising
concerns survey to
include question
relating to policy
Develop a
Schwarz round to
promote positive
messages

Executive lead for
FTSUG and
FTSUG

September
2018

Complete

July 2018
Produce article for
Chinwag to
promote positive
messages
FTSUG to work with
Equality, Diversity
and Inclusion
manager to combine
FTSU with their
planned activity

Ensuring staff have
support to raise
concerns
Learning from
concerns raised

Development of
E&D and Inclusion
work plan with
reference to FTSU
FTSU to support
the E&D& Human
rights week across
the organisation in
May.
Review options for
cover when
FTSUG not
available
Development of
formal process to
record the learning
from HR employee
relations/Speak Up
issues

EDI manager and
FTSUG

June 2019

On track

Executive lead for
FTSUG and
FTSUG

July 2018

Complete

Deputy Director of
Workforce/Senior
HR Business
Partner/FTSUG

August 2018

Complete
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Appendix 4

Gender Pay Gap Report
2018-19
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1. Overview
Since the Equality Act 2010 (Specific Duties) Regulation 2011 (SDR) came into force
in September 2011, there has been a duty for public bodies with 150 or more
employees to publish data information of the diversity of their workforce. Although
the SDR did not require mandatory Gender Pay Gap reporting, the Government
Equalities Office and the Equality and Human Rights Commission (EHRC) provided
guidance that made it clear that employers should consider including gender pay gap
information in the data they already publish.
It was evident that not all employers did this, so the Government made Gender Pay
Gap reporting mandatory by amending the SDR so that all public sector employers
with more than 250 employees have to measure and publish their gender pay gaps.
It became mandatory on 31st March 2017 for public sector organisations with over
250 employees to report annually on their gender pay gap.
2. Reporting Information
This report identifies the gender pay gap for employees who are employed under a
contract of employment, a contract of apprenticeship or a contract personally to do
work. This will include those under Agenda for Change terms and conditions,
medical staff and very senior managers.
The organisation is required to report on a pay period relating to a snapshot date
which is 31 March 2018. The calculations undertaken to produce this report are:
•

Calculate the hourly rate of ordinary pay relating to the pay period in which the
snapshot falls

•

Calculate the different between the mean hourly rate of ordinary pay of male
and female employees, and the difference between the median hourly rate of
ordinary pay of male and female employees

•

Calculate the difference between the mean (and median) bonus pay paid to
male and female employees

•

Calculate the proportions of male and female employees who were paid
bonus pay

•

Calculate the proportions of male and female employees in the lower, lower
middle, upper middle and upper quartile pay bands by number of employees
rather than rate of pay.

3. Workforce Context
The statistical information that follows is taken from a snapshot date of 31st March
2018 and will not necessarily represent the current profile of the workforce.
At 31 March 2018, our workforce was split into gender as follows, 72% females
which equates to 2023 members of staff and 87% male which equates to 772
members of staff. Figure one illustrates the gender split by banding. From this
information, it is clear that the highest female percentage work in bands 4, 5 and 6,
whereas the highest male percentage work in Bands 8d, specialist doctor and
consultant grades.
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Figure One: Gender profile by banding

Gender profile banding as at 31st March 2017 - to be
updated
Female
22%

37%

25%

74%

22%

77%

16%

83%

13%

86%

18%

81%

25%

74%

33%

66%

Male

40%

45%

60%

54%

64%

35%

50%

50%

33%

66%

50%

50%

25%

75%

52%

57%

47%

42%

4. Pay Profile
The pay profile of staff as illustrated in figure two, demonstrates that the highest
variances are between the lower middle and upper middle quartiles. The highest
percentage of female staff are in the upper quartile, which is also reflected in figure
one.
Figure Two: Overview of Pay Profile

Pay Profile as at 31st March 2018
Female

Male

29%

21%

22%

71%

79%

78%

Lower quartile

Lower middle quartile Upper middle quartile
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38%

62%

Upper quartile

5. Gender Pay Gap: Mean Average
The mean average hourly rate is illustrated in table one. This calculation is based on
the average hourly rate of 2023 female staff compared to 772 male staff. There is a
20.24% pay gap between female and male pay based on a total of 2795 staff, which
is a slight increase of 0.62% in comparison with the previous year.
Table One: Mean Hourly Rate

Year

Male

Female

2018
2017

£20.03
£19.41

£15.97
£15.61

Difference
£
£4.05
£3.81

Pay Gap %
20.24%
19.62%

6. Gender Pay Gap: Median Average
The median hourly rate is illustrated in table two. This calculation is based on the
mid-point hourly rate of 2023 female staff, compared with 772 male staff. There is a
5.58% pay gap between female and male pay based on a total of 2795 staff, which is
a slight increase of 0.84% based on the previous year.
Table Two: Median Hourly Rate

Year

Male

Female

2018
2017

£14.96
£14.56

£14.13
£13.87

Difference
£
£0.83
£0.69

Pay Gap %
5.58%
4.74%

7. Gender Pay Gap: Bonus Pay profile
As an NHS organisation the only pay elements that fall within the bonus pay criteria
are clinical excellence awards. These awards are a recognition and reward scheme
to consultants contributing most towards the delivery of safe and high quality care to
patients 1.
Due to the nature of these awards, they are only applicable to certain groups of
medical staff. Table three demonstrates the percentage difference between the
number of males and females in receipt of a bonus as prescribed by the bonus pay
calculations. It is clear to see that there are a higher proportion of males receiving
bonus payment than females, which is an area that needs to be improved upon.

1

https://www.bma.org.uk/advice/employment/pay/clinical-excellence-awards-for-nhs-consultants
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Table Three: Bonus Pay Profile Comparisons

Male
medical
staff
overall
55%

Male
proportion
receiving
bonus
43%

%
difference

Female
medical
staff
overall
44%

-12%

Female
proportion
receiving
bonus
17%

%
difference

-27%

8. Gender Pay Gap: Bonus Pay Mean Average
In terms of mean bonus pay average, the gap is 5.88% between male and female
colleagues, as articulated in table four which is a decrease of 6.16% which
demonstrates that the gap is being closed between male and female colleagues in
relation to bonus pay in comparison with the previous year.
Table Four: Mean Bonus Pay Overview

Year
2018
2017

Male

Female

£16,512.96 £15,541.79
£17,950.49 £15,789.03

Difference
£
£971.17
£2,161.46

Pay Gap %
5.88%
12.04%

9. Gender Pay: Bonus Pay Median Average
In terms of median bonus pay average; there is no gap between male and female
colleagues, as articulated in table five which is a significant improvement on the
previous year.
Table Five: Median Bonus Pay Overview

Year

Male

Female

2018
2017

£12,053.96 £12,053.96
£10,442.53 £15,664.49

Difference
£
0.00
£5,221.96

Pay Gap
%
0.00
33.34%

10. Conclusions
The statistics in this report demonstrate that we have a higher proportion of female
staff in bands 4-6 and our highest proportion of male staff work in Bands 8d, as well
as specialist doctor and consultant levels.
Our pay gap between our female and male members of staff has increased slightly
but plans are in place to address this. It is promising that the gap has decreased in
relation to bonus pay, but it is important to note that this only relates to a smaller
proportion of our medical staff group in receipt of clinical excellence and distinction
awards.
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It is clear that improvements need to continue to be made to understand the disparity
and to develop collaborative actions, through the newly formed equality, diversity
and inclusion group to reduce our gender pay gap across the whole organisation.
11. Results and Next Steps

Measure
Pay Profile

Gender pay gap as a
mean average
Gender pay gap as a
median average

Gender pay hap
bonus pay profile

Gender pay gap
bonus pay mean
average
Gender pay gap
bonus median
average

Action planned
Utilising new equality,
diversity and inclusion group
as well as talent plan for
organisation, develop range
of initiatives to encourage
diverse pay profile on the
basis of gender.
Utilising new equality,
diversity and inclusion group
as well as the initiatives from
the talent management plan
to decrease gap as part of
approach to recruitment
process and retention. In
addition, analysing data from
the NHS staff survey to
identify any trends relating to
pay.
Results of report shared with
LMC. In addition Medical and
Clinical Directors to continue
to encourage CEA
applications from all doctors.
Results of report shared with
LMC and Medical Director to
develop collaborative
initiatives within equality,
diversity and inclusion group
to continue to sustain the
decreasing gender bonus
pay gap.

Timescales
Actions developed: Spring
2019

Actions / initiatives
developed: Summer 2019
Actions reported on: March
2020

Results shared: Spring 2019

Results shared: Spring
2019.

12. Reporting Requirements
As an organisation, we are required to report on our gender pay gap via the online
government portal and publish by 30th March 2019. The information contained within
this report will be published on a website that is accessible to employees and the
public free of charge. The information will remain on our website for at least three
years and will be made fully searchable. The data contained in this report will be
uploaded onto the Government’s online reporting service by 30th March 2019.
It is anticipated that regional benchmarking will take place in April 2019 via the
regional Equality and Diversity leads in the North West, and national benchmarking
will be made available in Summer 2019.
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13. Further Details
For further information about this report, please contact Rebecca Patel, Head of
Engagement on the details below:
Rebecca Patel
Head of Engagement (HR)
T 0161 918 7861
Rebecca.patel@christie.nhs.uk
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Agenda item 14/19b

Meeting of the Board of Directors
Thursday 25th April 2019

Subject / Title

Register of matters approved by the board – 1st
April 2018 – 31st March 2019

Author(s)

Company secretary

Presented by

Chief Executive

Summary / purpose of paper

For the board of directors to note the matters
approved by the board from 1st April 2018 – 31st
March 2019

Recommendation(s)

For the board to note

Background Papers

Complete register from April 2007 (available to
directors on request from the company
secretary)

Risk Score
Link to:



Trust’s Strategic Direction



Corporate 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.

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

CQC
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care quality commission
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Register of matters approved by the board of directors in public– 1st April 2018 to 31st March 2019
Item

Date of meeting

Agenda item

212
213

26th April 2018
26th April 2018

13/18a
14/18a

Slavery and human trafficking statement
Annual compliance with the Care Quality Commission (CQC) requirements

Remarks/
Follow up
Approved
Approved

214

24th May 2018

20/18a

Annual report & accounts 2017/18

Approved

215

24th May 2018

20/18b

NHS Improvement self-certification declarations

Approved

216

24th May 2018

20/18c

General Data Protection Regulations (GDPR) action plan

Approved

08/19a

Board governance:
i
Fit & proper persons declaration
ii
Register of directors interests
iii Directors letters of representation
iv. Declaration of independence (non-executive directors only)
v. General Data Protection Regulation (GDPR)

217

th

28 March 2019

Subject and minute

All approved for
signature

218

28th March 2019

08/19b

Annual reporting cycle 2019/20

Approved

219

28th March 2019

08/19c

Corporate objectives and board assurance framework 2019/20

Approved
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Agenda item 15/19a
Meeting of the Board of Directors
Thursday 25th April 2019

Subject / Title

Annual compliance with the Care Quality Commission
(CQC) requirements

Author(s)

Chief Nurse & Executive Director of Quality

Presented by

Chief Nurse & Executive Director of Quality

Summary / purpose of paper

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

Recommendation(s)

For Approval
Health and Social Care Act 2008 (Regulated Activities)
Regulations 2014

Background papers
Care Quality Commission (Registration) Regulations
2009
Risk score
Link to:

 Trust strategy
 Corporate 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.

1.

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

CQC

Care Quality commission
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Agenda item 15/19a
Meeting of the Board of Directors
Thursday 25th April 2019
Annual Compliance with the Care Quality Commission requirements
1.

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

2.

CQC Routine and Well Led Inspections
Throughout July 2018 the CQC carried out a routine and well led inspection of the Trust as
part of its planned activities. In contrast to the comprehensive inspection of 2016 where all
services were reviewed this routine inspection focused on three core services:
•
•
•

Chemotherapy
Surgery
Outpatients

These core services were chosen, as at the last inspection, there had been areas identified
for safe in surgery that required improvement, as a trust we considered there were areas for
improvement in outpatients. Chemotherapy was chosen as it is a significant part of the service
we provide. This inspection took the form of a three day unannounced on-site inspection,
including interviews with staff and patients.
The well led inspection was a three day on-site announced inspection, including interviews
with the executive, non-executive, general management and clinical leadership teams. The
premise of the well led inspection is based on the strong link between the overall
management of a Trust and the quality of its services.
On the 12th October 2018 The Trust was rated as ‘Outstanding’ by the Care Quality
Commission (CQC) for both the quality of services provided and for well led.
The CQC described the culture across all the services as ‘extremely positive’. With staff at all
levels being very proud of the organisation and the work they do. The report noted that the
Trust values patients consistently as individuals; they saw and heard examples of staff going
the extra mile to meet the needs of patients and their families.
In relation to the well-led domain they reported compassionate, inclusive and effective
leadership at all levels, demonstrating the high levels of experience, capacity and capability
needed to deliver excellent and sustainable care. Across all the areas visited, staff described
a leadership team that was visible and approachable.
They noted a stable and well-established trust board with the skills and experience to lead the
organisation. Leaders across the organisation had a deep understanding of issues,
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challenges and priorities in their service, and many were influential at a local, regional and
national level.

The Trust was judged to be compliant in all but one regulated activity and received a breach
of a legal requirement which we must correct which was Regulation 17 HSCA (RA)
Regulations 2014 Good Governance and this related to surgery. The CQC also noted some
actions that the Trust should make to further improve our services. The improvement plan of
actions was completed and approved by the Board of Directors in January 2019 and the
completed plan and evidence will be submitted to the CQC on the 26th April 2019.
3.

On-going CQC monitoring
The outcome compliance standards have been reviewed and there have been no changes in
our services, treatment and care that would suggest that this is different than during the CQC
inspection in July 2018 and therefore it is asserted that the Trust remains compliant with the
outcome standards.
CQC Outcome Standards and Compliance
Outcome Standard

Compliance

Outcome 1: Respecting and involving people who use services

 Compliant

Outcome 2: Consent to care and treatment

 Compliant

Outcome 4: Care and welfare of people who use services

 Compliant

Outcome 5: Meeting nutritional needs

 Compliant

Outcome 6: Cooperating with other providers

 Compliant

Outcome 7: Safeguarding people who use services from abuse

 Compliant

Outcome 8: Cleanliness and infection control

 Compliant

Outcome 9: Management of medicines

 Compliant

Outcome 10: Safety and suitability of premises

 Compliant

Outcome 11: Safety, availability and suitability of equipment

 Compliant

Outcome 12: Requirements relating to workers

 Compliant

Outcome 13: Staffing

 Compliant

Outcome 14: Supporting workers

 Compliant
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Outcome Standard

Compliance

Outcome 16: Assessing and monitoring the quality of service provision

 Compliant

Outcome: 17 Complaints

 Compliant

Outcome: 21 Records

 Compliant

The CQC in July 2017 commenced regular reporting to Trusts through their Insight report.
Insight is a tool designed to make CQC more intelligence-driven as outlined in their 2016-21
strategy. It is designed to monitor where the performance of services may have improved or
declined so that the CQC can target their resources on where the risk to the quality of care
provided is greatest and to point to areas where the quality of care may be improving. CQC is
using the Insight dashboards for monitoring purposes and for informing engagement visits.
During our engagement visits over the last year there has been one request for further
information on one area in the insight report which was with regards to stoma reversal rates in
the National bowel cancer audit (NBOCAP). This matter was closed following information
provided to the CQC by the clinical lead.
The CQC in the Insight publication provides an acute Trust composite indicator score based
on all the quality and governance evidence they have on organisations. For December 2018
to March 2019 the Trust’s composite indicator score was 5.7 in a range from -4.9 to 5.75 with
a mean score of -0.59.
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More information on the methodology of the insight report can be found at:
https://qrp.cqc.org.uk/20180313%20Indicator%20guidance%20v1.12%20(PDF%20v1).pdf
Throughout 2017/18 Mersey Internal Audit, the Trust’s internal auditors have reported on a
number of quality audits which have tested CQC outcomes and the outcomes were as
follows:

Internal audit report

Pressure Ulcers
Five Steps to Safer Surgery (WHO
Checklist)

Meeting issued

Audit assurance

Recommen
dations

June 2018

High

None

November 2018

Moderate

1 high, 3
medium & 1
low

November 2018

Moderate

1 high, 4
medium & 1
low

November 2018

Substantial

3 medium &
1 low

Quality Spot Check (Palatine Ward)

Quality Spot Check (Oncology
Assessment Unit)

The NHS Improvement Quality Assurance Framework has also been reviewed twice in
2018/19 (June/November) by the Quality Assurance Committee and there were no gaps in
assurance. Thereby providing another level of assurance around the well led domain.
4.

Conclusion and Recommendation
The Trust has met for 2018/19 and continues to meet the outcomes required by the CQC
under the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 and the
Care Quality Commission (Registration) Regulations 2009.
The Board is asked to approve this assurance position.
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Agenda item15/19b
Meeting of the Board of Directors
Thursday 25th April 2019

Subject / Title

Author(s)

Improvement Plan following the Care Quality
Commission Routine and Well Led Inspection
Outcome 2018
Associate Chief Nurse & Deputy Director of Quality
Chief Nurse & Executive Director of Quality

Presented by

Chief Nurse & Executive Director of Quality

Summary / purpose of paper

To provide the completed improvement plan following
the routine and well led Care Quality Commission
inspection in 2018

Recommendation(s)

The Board is asked to approve the improvement plan
for submission to the CQC.

Background papers

Care Quality Commission Inspection Report
https://www.cqc.org.uk

Risk score
Link to:

Christie Commitment



Trust’s Strategic Direction

Christie 5 year Strategy



Corporate Objectives

Corporate Objectives

You are reminded not to use acronyms
or abbreviations wherever possible. CQC – Care Quality Commission
However, if they appear in the attached
paper, please list them in the adjacent
box.
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Appendix 1
th

Improvement Plan:

Date issued: 18
October 2018

Care Quality Commission Routine Inspection Report 2018
– areas for Improvement

Improvement Plan Lead:

Improvement Plan
Review Dates:

Jackie Bird – Chief Nurse & Executive Director of
Quality

st

31 December 2018
st

Results
Objective

Approach
Action required
Improvement Lead
(reference to detail)
responsibility

Deployment
Action
Start (S) Target
implementation
Completion (TC)
strategy (reference to Review (R) Completion
detail)
(C) date

31 March 2019
Assessment and Review
Progress and Outcomes
Embed evidence

Surgical services
1. To have established systems
in place to ensure critical
information is shared across
disciplines and reaches all
staff who might benefit and
who might be in a position to
prevent similar incidents from
recurring in the future.

Review the divisional
governance system

th

Vijay Sangar
Rob Duncombe
Annie Dewberry

12 October 2018 (S)
th

30 November 2018 (R)

Include all incidents in
the Theatre Team
huddles at 8am &
cascaded at Team
briefings within each
theatre

st

31

st

December 2018 (TC)

31 March 2019 (C)
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Agenda.doc

Quality &
Governance Meetings

2. To have an established
system to ensure the surgical
directorate can always
recognise, share and
demonstrate effective
learning from incidents in a
timely way.

To agree and
implement a system
for learning from
incidents

th

Vijay Sangar
Rob Duncombe
Annie Dewberry

12 October 2018 (S)
st

31 December 2018 (R)

Staf meeting
template.doc

st

31 March 2019 (C)
staff meeting
agenda Oct.doc

Staff meeting
agenda.doc

Staff meeting
minutes Nov.doc

Staff meeting
minutes.doc

Theatres safety
huddle 12th dec.docx

Theatres safety
huddle 28th dec.docx
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3. All audit systems in place are
robust enough to identify
potential safety issues and
provide adequate assurance
in high risk processes.

Review current
compliance against the
the Association for
Perioperative
Practice (AfPP) audit
tool

th

Vijay Sangar
Rob Duncombe
Annie Dewberry

12 October 2018 (S)
st

31 December 2018 (R)

WHO Observational
audit.docx

st

31 March 2019 (C)
WHO Audit IPU.docx

Review current
compliance against the
World Health
Organisation (WHO)
checklist

WHO Checklist
021118.pdf

Identify and address
areas for improvement
WHO Checklist
071118.pdf

WHO Checklist
161118.pdf

WHO
Checklist251018.pdf

WHO Checklist
291118.pdf
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4. The Local Safety Standards
for Invasive Procedures
(LocSSIPs) based on the
National Safety Standards for
Invasive Procedures
(NatSSIPs) as recommended
by the National Patient Safety
Agency are fully implemented

Undertake a gap
analysis
Identify and address
actions required

th

Vijay Sangar
Ben Taylor
Rob Duncombe
Annie Dewberry

12 October 2018 (S)
st

31 December 2018 (R)
st

31 March 2019 (C)

locsipp v1.doc

As of April 2019
100% of Theatre SOPs are
completed (117 / 117)
100% of Interventional
Radiology SOPs are
completed (11 / 11)
Integrated Procedure Unit
have one overarching SOP
Haematology Transplant
Unit SOPs fall outside of
this process as they have
to adhere to strict criteria to
maintain JACIE
accreditation (last
accredited in 2016 for a
four year period)

5. To have an established
system to ensure all the
patients information is
available in one place to
minimise the risk that some
information may be missed.

Review the divisional
patients’ record
systems

Vijay Sangar
Rob Duncombe
Annie Dewberry

th

12 October 2018 (S)
Implementation of
corporate electronic
inpatient noting
Risk identified on
CSSS Risk Register
as 16 No. 2599
ERAS documentation
planned to become
electronic April 2019
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st

31 December 2018 (R)
st

31 March 2019 (C)

Inpatient noting system to
th
go live 13 May 2019

Chemotherapy
1. All treatment protocols are
reviewed in a timely manner.

Undertake a gap
analysis

th

Bernie Delahoyde
Jackie Wrench

12 October 2018 (S)

Completed

st

31 December 2018 (R)
Identify and address
actions required

st

31 March 2019 (C)

Protocols October 18
(3).docx

All required information has
been sent to disease group
teams, this includes:
Current regimens without a
protocol.
Regimens that require
review.

SACT Protocol
Escalation Plan.doc

Escalation process in place
st
as of 31 December, with
weekly monitoring.

SACT ACTION PLAN
2019.docx

As of April 2019
93% of Nurse led protocols
are completed (181 / 194)
72% of non-nurse led
protocols (excluding
Haematology &
Lymphoma) are completed
(272 / 376)
Haematology & Lymphoma
protocols fall outside of this
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process as they have to
adhere to strict criteria to
maintain JACIE
accreditation (last
accredited in 2016 for a
four year period)

SACT Protocol
Policy.pdf

2. All staff required to administer
Systemic Anti Cancer
Treatment (SACT) are
trainined and competency
assessed

Review current
programme &
compliance.

th

Bernie Delahoyde
Jackie Wrench
Annie Dewberry

12 October 2018 (S)
st

31 December 2018 (R)
Address any
deficiencies

st

31 March 2019 (C)

UKONS SACT passport
theory training commenced
18/11/18
SACT delivery and intro to
the passport study Day has
now been set up to run
monthly and staff are
booked on. First SD held
th
on 19 November and
booked monthly from there.
UKONS passports ordered
to cover all current staff in
st
the trust.1 300 passports
already in use.
Visual aids to show process
for in patient regimens are
now available on the wards.
Examples:

VIDE.doc

TPF.doc

140

nd

2 check for chemotherapy
introduced for all Ward staff
until the passport has been
completed.
Monthly update meetings
th
started 29 August 2018,
taking place to monitor
training and staff support.

minutes of meeting
28th Nov.doc

School of Oncology
working with Practice
educators to track staff
completing training.

Training Needs
Analysis for UKONS.d

3. To have an approved service
level agreement for the
ongoing maintenance of
weighing scales

Undertake a gap
analysis

th

John Adams
Shaun Atherton

12 October 2018 (S)
st

31 December 2018 (C)
Identify and address
actions required
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Trust weighing scales are
now under a service and
calibration contract. The
first inspection was carried
out in October 2018
(invoice attached).
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Agenda item 16/19a
Meeting of the Board of Directors
Thursday 25th April 2019
Subject / Title

Review of corporate objectives and board assurance framework 2018/19

Author(s)

Louise Westcott, Company secretary

Presented by

Chief executive

Summary / purpose of
paper

This paper outlines the progress against the corporate objectives and the
corresponding final board assurance framework position for 2018/19.

The board are asked to note:

Recommendation(s)

• the achievements against the corporate objectives for 2018/19 and
the closing position of the risks associated with those objectives as
set out in the Board Assurance Framework;
• the actions taken against the 14 objective components not fully
achieved.

Background Papers

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

Risk Score

See Board Assurance Framework

Link to:

•
•
•
•

 Trust’s Strategic


Direction
Corporate 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.

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

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

Chief operating officer
Executive medical director
Executive director of nursing & quality
Executive director of finance & business development
Director of workforce
Intensity modulated radiotherapy
Central nervous system
Magnetic resonance
Computed tomography
Biomedical research centre
Allied health professionals
Manchester Academic Health Science Centre
Patient administration system
Integrated procedures unit
Greater Manchester & Cheshire Cancer Network
Young oncology unit/Haematology transplant unit
Commissioning for quality & innovation
Care Quality Commission
Friends & Family Test
Electronic staff record
Manchester City Council
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Agenda item 16/19a
Meeting of the Board of Directors
Thursday 25th April 2019
Review of Corporate Objectives and Board Assurance Framework 2018/19
1.

Introduction
The attached paper (appendix 1) sets out our achievements against the annual executive
objectives to deliver the overall corporate objectives for 2018/19.

2.

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

3.

Exception report
Overall the corporate objectives from 2018/19 have been achieved, however 14 of the 83
components have not been fully achieved. These are:

1.6

1.8

2.1
2.2

2.4

3.3
4.4

Objective component
Implement Enhanced Supportive Care Strategy
in line with plan
Implementation of patient care plans and
recovery package towards completion of
treatment, and modelling new after care
pathways
To complete the business case for Phase 2 Out
Patients

Improved Capability: Deliver Phase 3 of the
Academic Investment Plan (AIP)
Deliver Big Data Platform Project
Deliver the Innovate UK sponsored iMATCH
project for advanced therapy treatment
Develop a cancer discovery commercialisation
programme
Develop proton beam research portfolio
Develop and deliver the CRF ‘outreach’ service
to reduce social inequality and increase science
quality
Deliver the apprenticeship strategy to meet the
target of 60 apprenticeship starts annually
Improve Christie Research status internationally
through EACS membership
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Comment / action
To continue in 2019/20 with
further revision to strategy
Implementation underway and
will continue in 2019/20

Full evaluation of phase 1 to be
completed prior to development
of business case. To complete in
2019/20

Work underway to deliver
objectives and continues into
2019/20

Not achieved in year (35/65), 3
year target in progress
Accreditation progressing, roll
over into 2019/20

5.1

Objective component
Establishment of GM Prostate Centre

7.1

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

4.

Comment / action
Phase 1 implemented, phase 2 in
progress
Target missed in 2018/19 –
reported through integrated
performance report

Board assurance framework 2017/18
The board assurance framework (BAF) 2018/19 was presented to the Board and Quality
Assurance Committee in March. This is attached at appendix 2. Further review of the board
assurance framework has taken place by the executive team since the board meeting as part
of the review of the corporate objectives.
The following updates have been made to the BAF since it was presented to Board in March;
•
•
•
•
•

The year-end risk score position has been added to all risks;
Adjustments have been made to these risk scores to reflect achievement / non
achievement of 2018/19 performance targets;
Updates to key controls and gaps in control;
5.2 Non-delivery of our refreshed chemotherapy strategy – risk score increased from 12
to 16;
Removal of risk 5.6 - Potential impact of NHSI consultation about Wholly Owned
Subsidiary model impacting on financial viability of The Christie Pharmacy.

All the risks identified are scored 12 or under with the exception of 2 risks that are scored at
16 and 20 (5.2 - Non-delivery of our refreshed chemotherapy strategy and adverse impact on
patient experience and 6.5 - Trust reputation from non-achievement of the 62 day target
following implementation of the new national breach allocation policy).
The final version of the 2018/19 BAF indicates where risks have achieved their risk score
and which risks are being carried over into the 2019/20 board assurance framework.
5.

Recommendations
The board is asked to note:
•

The achievements against the corporate objectives for 2018/19 and the closing position
of the risks associated with those objectives as set out in the Board Assurance
Framework;

•

The actions taken against the 14 objective components not fully achieved.
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Appendix 1
Strategy themes and draft corporate objectives 2018/19

Strategy theme

2018/19 corporate objective

1. Leading cancer
care

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

2. The Christie
experience

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

3. Local & specialist
care

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

4. Best outcomes

7. To be an excellent place to work and attract the best staff
8. To play our part in the local health care economy and community
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Executive Objectives 2018/19
1. To demonstrate excellent and equitable clinical outcomes and patient safety, patient experience and clinical effectiveness for those patients living with
and beyond cancer
Annual objective

Measure

Timescale

Director

Progress

31.3.19

CN&EDoQ

Complete

31.3.19

CN&EDoQ

Complete

31.3.19

CN&EDoQ

Complete

31.3.19

CN&EDoQ

Complete

1.1

Develop standards for patient and public
experience

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

1.2

To support the divisions in the delivery of
the Quality Strategy

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

1.3

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

Maintain Peer Review standards and undertake selfassessment of IOG and Quality Standards for cancer.

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

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

Ensure all wards provide high quality care
and treatment

To continue ward CODE re-accreditation scheme
assessments.

31.3.19

CN&EDoQ

Complete

To commence the development of a Team CODE accreditation

31.3.19

CN&EDoQ

Complete

Implement Enhanced Supportive Care Strategy in line with
plan

31.3.18

EMD

Exception report

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

31.3.19

EMD /
CN&EDoQ

Exception report

31.3.19

EMD

Achieved

1.4

1.5

1.6

1.7

1.8

Ensure patients receive excellent
supportive care

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

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

To deliver improvements to the patient
environment

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

30.9.18

EDoF&BD/
COO

Complete

To complete the business case for Phase 2 Out Patients

31.12.18

COO

Exception report

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

28.2.19

COO
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Complete

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

Measure

Timescale

Director

Progress

To improve access to emergency services (ESC / OAU)

31.3.19

COO

Complete

Increase the access to the latest imaging services

31.3.19

COO

Complete

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

31.3.19

EDoF&BD

Complete

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

2.2

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

Deliver Christie Research strategy

Measure

Timescale

Director

Progress

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

31.3.19

EMD

Exception report

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

31.08.19

EMD

Complete

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

31.12.18

EMD

Complete

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

31.03.19

EMD

Complete

Deliver Big Data Platform Project

31.03.19

EMD

Exception report

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

31.03.19

EMD

Complete

Deliver the Innovate UK sponsored iMATCH project for
advanced therapy treatment

31.09.19

EMD
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Exception report

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

Measure

Timescale

Director

Progress

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

31.03.19

EMD

Develop a cancer discovery commercialisation programme

31.03.09

EMD

Exception report

Develop proton beam research portfolio

31.08.19

EMD

Exception report

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

31.03.19

EMD

Complete

Complete

2.3

Performance - increase research activity
and income

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

31.03.19

EMD

Complete

2.4

Reduce disparity in research participation

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

31.03.19

EMD

Exception report

2.5

Deliver agreed infrastructure plans to
facilitate World leading research

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

31.03.19

EDoF&BD

Complete

Develop financial model to fund the development of the
Paterson Building

31.03.19

EDoF&BD

Complete

Timescale

Director

Progress

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

31.3.19

EMD

Achieved

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

31.3.19

EMD

Achieved

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

31.3.19

EMD

Achieved

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

31.3.19

EMD

To deliver a coordinated international fellowship programme

31.3.19

EMD

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

To increase the provision and range of
professional education and training

Measure
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Achieved
Achieved

3. To be an international leader in professional and public education for cancer care
Annual objective
3.2

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

Measure

Timescale

Director

Progress

To expand the footprint of Gateway-C across the north

31.3.19

EMD

Achieved

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

31.3.19

EMD

Achieved

To implement a comprehensive cancer education strategy for
Greater Manchester

30.9.18

EMD

Achieved

3.3

Deliver of education apprenticeship
strategy

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

31.3.19

EMD /
DoW

Exception report

3.4

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

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

31.3.19

EMD

Achieved

4. To integrate our clinical, research and educational activities as an internationally recognised and leading comprehensive cancer centre
Annual objective
‘Develop and measure agreed clinical
standards for all disease groups’

4.2
4.3

4.1

4.4

Measure

Timescale

Director

Progress

Publication of Clinical Outcomes Unit papers

31.3.19

EMD

Complete

Development of the Clinical Outcomes Centre capabilities

31.3.19

EDoF&BD

Complete

Attract high quality overseas staff to The
Christie

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

31.3.19

EMD

Complete

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

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

31.3.19

EMD

Complete

Achieve European Academy of Cancer
Sciences (EACS) status

Improve Christie Research status internationally through EACS
membership

31.3.19

EMD

Exception report

Timescale

Director

Progress

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

Measure

5.1

Implement the GM Urology Strategy

Establishment of GM Prostate Centre

31.3.19

COO

Exception report

5.2

Refresh of chemotherapy delivery

Align localisation of chemotherapy with the refreshed strategy

31.3.19

COO

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

Measure

Timescale

Director

Progress

strategy

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

31.3.19

COO

Complete

5.3

Development of Haematology strategy

Develop Haematology Strategy in line with Manchester Cancer
plans

31.3.19

COO

Complete

5.4

Implement Radiotherapy Strategy

Development of business case for south sector provision

31.3.19

EDoF&BD /
COO

Complete

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

31.3.19

EDoF&BD /
COO

Complete

Delivery of year 3 partnership plan with Alliance Medical

31.3.19

COO

Complete

Develop PET strategy to address phase 2 of the national
procurement

31.3.19

COO

Complete

31.3.19

EMDS

Achieved

Timescale

Director

Progress

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

31.3.19

EDoF&BD

Achieved

Successful implementation of the CPP LPP

31.3.19

EDoF&BD

Complete

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

31.3.19

EDoF&BD

Achieved

Production of TCPC strategic plan for next 5 years.

31.3.19

EDoF&BD

Achieved

Agreement of 18/19 commissioner contract with NHSE and
CCG which secures activity growth

31.3.19

EDoF&BD

Achieved

Meaningful engagement with GM commissioning hub

31.3.19

EDoF&BD

Achieved

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

31.3.19

COO

Achieved

5.5

5.6

Delivery of National PET Service

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

Agree service model

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

6.2

6.3

To develop and deliver our financial
strategy

Continue to improve relationships with
commissioners
To identify and deliver transformational
change

Measure
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6. To maintain excellent operational, quality and financial performance
Annual objective
6.4

6.5

6.6

6.7

Achieve and sustain upper quartile
performance targets

To deliver and implement Operational
Plan in line with NHSI guidance and
GMCA
Implementation of the International
Business Strategy
Establish digital strategy and deliver the
first year.

Measure

Timescale

Director

Progress

Deliver trust wide recurrent efficiency savings of £6.5m

31.3.19

COO

Achieved

Achieve performance targets:
• Maintain rating of 1 and segmentation of 1 within the Single
Oversight framework
• Delivery of control total
• Delivery of Finance and Performance control total
• Achieve national and local CQUIN targets
• Achieve national research performance metrics for clinical
trials
• Maintain a low level of clinical negligence claims.
• Quality Impact Assessments undertaken for all efficiency
schemes signed off by Medical Director / Chief Nurse
• No breaches of national agency cap rates
• Survey results place The Christie in the top decile of
performance nationally (friends & family, staff and patients)

31.3.19

Exec team

Achieved

All Guidance requirements for operational planning fulfilled

31.3.19

EDoF&BD

Achieved

Secure overseas contracts

31.3.19

EMDS

Achieved

Ensure future communication materials fully capture the work
delivered to date

31.3.19

EMDS

Achieved

Approval of refreshed IT Strategy

31.3.19

EDoF&BD

Achieved

Implement plans to improve digital maturity

31.3.19

EDoF&BD

Achieved

Timescale

Director

Progress

31.3.19

DoW

Achieved

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

Measure

7.1

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

Deliver Workforce Plan year 1 objectives
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7. To be an excellent place to work and attract the best staff
Annual objective

Measure

Timescale

Director

Progress

PDR levels to be compliant with Trust threshold

Exception report

Essential Training levels to be compliant with Trust threshold

Exception report

Retention rates to benchmark equally against NHS average

Achieved
Achieved

Sickness rates to be compliant with Trust threshold
To develop an effective strategy to support motivation,
engagement and retention of staff

31.3.19

DoW

Complete

To refresh the Health & wellbeing strategy

31.3.19

DoW

Complete

7.2

Promoting equality and diversity in the
work place

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

31.3.19

DoW

Complete

7.3

Deliver Leadership Plan year 1 objectives

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

31.3.19

DoW

Complete

7.4

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

To gain a baseline understanding of the key workforce
planning priorities
To establish a clinical workforce task group
Reduction of 2017 workforce risks (Nursing, ANPs, Junior Drs)

31.3.19

EMD & DoW

Complete

Timescale

Director

Progress

Proactively engage with Greater Manchester Combined
Authority

31.3.19

Exec team

Achieved

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

31.3.19

DoW

Achieved

Implement Green Travel Plan

31.3.19

EDoF&BD

Achieved

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

31.3.19

EDoF&BD

Complete

Regularly engage local residents regarding the Trust’s plans

31.3.19

EDoF&BD

Achieved

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

8.2

Play our part as a corporate citizen

Promoting The Christie as a good local
neighbour

Measure
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BOARD ASSURANCE FRAMEWORK 2018-2019

Opening Position

Position at end of Q1

Position at end of Q2

Position at end of Q3

Position at end of Q4

Carried over

Target risk score

12

12

12

12

9

✓

6

Monthly patient satisfaction survey undertaken and reported through performance report. Negative
comments fed back to specific area and plans developed by ward leaders to address issues. Action None identified
plans developed and monitored from national surveys. Complaints and PALs procedures in place.

4

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

None identified

8

8

8

8

4

✓

4

2

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

8

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

8

8

8

8

8

✓

8

12

Regular reports to Quality Assurance committee and board
(through the integrated performance report).

None identified

12

12

12

12

12

✓

9

None identified

12

Regular reports to Board. CQC Outstanding rating for
outpatients.

None identified

12

12

12

12

12

✓

8

None identified

12 Agreed contract for 18/19

None identified

12

12

12

12

12

✓

9

Gaps in assurance

Opening Position

Position at end of Q1

Position at end of Q2

Position at end of Q3

Position at end of Q4

Carried over

Target risk score

None identified

6

6

6

6

6

✓

6

None identified

8

8

8

10

10

✓

10

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

CN&EDoQ

3

3

1.2

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

CN&EDoQ

1

4

1.3

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

CN&EDoQ

4

Number
1.1

Principal Risks

1.4

Risk of exceeding the thresholds for harm free care
indicators (falls, pressure ulcers)

1.5

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

Exec Lead

Key Control established
Key Gaps in Controls
Patients with known or suspected HCAI are isolated. Medicines management policy contains
prescribing guidelines to minimise risk of predisposition to C-Diff & other HCAI's. Need to maintain
low levels of Gram negative bacteraemia. RCA undertaken for each known case. Induction training None identified
& bespoke training if issues identified. Close working with NHS England at NIPR meetings. C Diff
target achieved. 1 MRSA in year.

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.
VTE assessment com0pliance
Tissue viability nurse appointed. System for assessment of ulcers / grading used. Training across
dipped to 93% in Q4. Recovery
the trust (focus on theatres/critical care). New criteria for assessment & expectations released by
plan in place.
NHSI around pressure ulcers - internal review undertaken.New NHSI requirments for reporting
pressure ulcers from Nov 18 to be reported in Dec 18. Maintain low rates of catheter associated
UTI's and maintain 95%+ VTE assessments.

COO

3

4

Outpatient Board regular updates on progress to Management Board. Transfer of services
commenced. Patient satisfaction surveys taking place.

Commissioning decision making impacting on
Monthly meetings with CCGs & NHSE. Agreed contract for 18/19. Monthly meetings with
EDoF&BD
4
3
patient care
commissioners.Negotiations with commissioners for 19/20 contract commenced.
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

2.1

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

EMD

2

2.2

Failure to deliver the Paterson building replacement

EDoF&BD /
EMD(S)

2

Impact

Exec Lead

Likelihood

1.6

Principal Risks

Failed to meet Q4 for critical
care step down resulting in
£18k financial impact.

Key Control established
Key Gaps in Controls
New performance management system implemented (Jan 17) to track real time delivery; new set-up
review group established (Aug 2017) to make recommendations for improvements; regular review
None identified
3
at disease team quarterly assurance meetings; SLAs established with each service department
involved in set up and delivery.
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. Draft full
5
None identified
business case (FBC) to November Board, FBC approval Jan 19 Board. Additional board sessions to
disucss complex case.
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Current Risk Score

None identified

Impact

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

Likelihood

9

Current Risk Score

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

6

Assurance

Assurance
Weekly review of 70 day performance. All industry metrics
reported through to the Research Divisional Board and
Management Board; quarterly review of Disease Group
performance. 6 monthly reports to Board.

10 Regular reports to Board

Gaps in assurance

Carried over

Target risk score

School of oncology board reports to Management Board. 6
monthly reports to Board.

Position at end of Q4

9

Gaps in assurance

Position at end of Q3

Continuing difficulty in back
filling senior staff despite
funding availability

Assurance

Position at end of Q2

3

Key Gaps in Controls

Position at end of Q1

EMD

Key Control established
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
3 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

Current Risk Score

Non delivery of the School of Oncology strategy due
to increased pressure within operational service
delivery and misalignment of divisional goals

Impact

Exec Lead

Opening Position

3.1

Principal Risks

Likelihood

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

None identified

6

6

6

9

9

✓

9

3

Target risk score

Availability of comprehensive
data with which to compare
ourselves

Carried over

Reaccreditation by OECI . Baseline measures identified and presented to Board of Directors.
3 Discussion at time out in March 2017. Looking at how we can be part of International
Benchmarking.

15

15

15

12

12

✓

12

6

6

6

3

3

✓

3

None identified

12

None identified

Position at end of Q4

1

Continue to provide commissioned services

Gaps in assurance

Position at end of Q3

EMD(S)

2 different service delivery
models in GM.

Current Risk Score

3

Assurance

Position at end of Q2

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

COO

Key Gaps in Controls

Position at end of Q1

4.2

Delays in implementation of commissioned service
specification impacting on patient experience

Key Control established
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
4 service delivery.
Urology - commissioning decision made. Christie to provide prostate services as key provider
under agreed specification.

Opening Position

4.1

Exec Lead

Impact

Principal Risks

Likelihood

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

Commissioner led review completed. Programme of transfer of
None identified
services agreed.
Designated as the most technologically advanced cancer centre
in the world outside North America. In segment 1 (Single
oversight framework). Board discussion. MCRC Strategy. Prof None identified
Sir Mike Richards external assurance on Paterson business
case.

5.3

Impact of GM pathology on The Christie Pathology
Partnership objectives

COO/
EDoF&BD

3

5.4

Tariff structure resulting in a recurrent loss of
income

EDoF&BD

2

5

5.5

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

COO

2

Weekly reports to Executive Team. Quarterly reports to Board of Directors. Non executive chair in
4 place. Internal and external auditors appointed. MIAA governance audit - significant assurance.
Waiting times reported monthly through Integrated Performance report

8

8

8

4

4

x

4

None identified

12

12

12

12

16

✓

12

12

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

12

12

12

12

12

✓

8

10

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

10

10

10

15

10

✓

10

8

Regular reports to Board and Audit Committee

16

16

16

8

8

✓

4

Key Gaps in Controls

Uncertainty around impact.

4

Option appraisal of mobile unit versus static/hospital based provision. Refreshed chemotherapy
strategy approved. Option appraisal undertaken for new sites. Approval of business case for
4 Christie @ East Cheshire June 18. Regular updates to Board. Project Board with partners in place. None identified
Strategy on track but constrained by other trusts. Expansion on Withington site. Further capacity
availability being sought in Wigan, Bolton and Oldham.
The Christie Pathology Partnership board established. Operational management reviewed.
4 Attendance at meetings. Working with partners in GM around HMDS and Genomics services.
None identified
HMDS operational from November 2019.
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
Changes in specialist
chemotherapy and radiotherapy tariff. Trust response to specialist commissioning intentions
commissioning
2019/20. Trust response to national tariff changes 2019/20. Monthly meetings with commissioners.
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Target risk score

4

Carried over

COO /
EDoF&BD

Position at end of Q4

5.2

Non-delivery of our refreshed chemotherapy
strategy

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

Position at end of Q3

1

Position at end of Q2

EMD(S)

Position at end of Q1

GM devolution changes have an adverse impact on
The Christie objectives

Opening Position

5.1

Key Control established

Current Risk Score

Exec Lead

Impact

Principal Risks

Likelihood

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

None identified

Assurance
Gaps in assurance
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
None identified
Provider Federation Board approved. The Christe excluded
from Theme 3 and 4 work.

16 Reports to Management Board

None identified

6.6
6.7

Position at end of Q4

Carried over

Target risk score

8

8

8

8

✓

4

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

None identified
16

16

16

16

2

✓

4

Current Risk Score

Position at end of Q3

None identified

Position at end of Q2

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. Executive led recovery plan in place
monitored through weekly meetings, performance review, Management Board and Board.

Position at end of Q1

Changes in specialist
commissioning as a
consequence of GM Devolution

8

2
Monthly board report. Portfolio board reviewing progress on CIP
None identified
delivery

2

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

None identified

16

16

16

20

2

✓

4

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

8

Reports to Digital Maturity Board, Management Board & Board
of Directors.

None identified

8

8

8

8

8

✓

8

4

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 &
5
Quality Governance. Monthly reports to Management Board & Board of Directors. Report to Quality
Assurance Committee in Nov 18 on patient imapct.

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

20

20

20

✓

8

EDoF&BD

2

4

JV Board meetings. Approval of CPC strategy. Approval of capital investment to expand theatres.
John Logue appointed as medical advisor. Business case for new theatre approved Oct 18.

None identified

8

Regular reports to Board

None identified

8

8

8

8

8

✓

8

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

4

4

✓

4

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

Gaps in assurance

Target risk score

6.5

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

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.

None identified

Carried over

Current EPR unable to support delivery of
operational objectives

None identified

Continued achievement of all key performance targets

Position at end of Q4

6.4

2

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 monitored weekly.

8

Position at end of Q3

Non delivery of transformation schemes (CIP)

1

None identified

Position at end of Q2

6.3

EDoF&BD

2

Gaps in assurance

Assurance

Position at end of Q1

Financial performance target not achieved

COO

Key Gaps in Controls

Opening Position

6.2

Key performance targets not achieved

Key Control established

Executive led monthly divisional performance review meetings. Integrated performance & quality
4 report to Management Board and Board of Directors monthly. Digital Maturity board meeting
monthly (includes cyber security).

Opening Position

6.1

Exec Lead

Impact

Principal Risks

Likelihood

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

None identified

9

9

9

9

3

✓

9

COO

1

2

EDoF&BD

2

COO

Failure to implement Christie Private Care strategy
resulting in detrimental impact on profit share
Introduction of a system control total resulting in a
deterioration of our SOF score

1

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

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

DoW

5

Regular report to board

None identified

9

9

9

9

9

✓

9

Trustwide performance at
85.2%

10

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

6

6

6

10

10

✓

6

Target risk score

7.3

9

Carried over

3

Trust potential to exhaust
apprenticeship offer to current
staff. Development of a
workforce strategy on recurrent
apprenticeship positions

Position at end of Q4

DoW

3

Position at end of Q3

Underutilisation of the apprenticeship levy

None identified

Position at end of Q2

7.2

Monthly monitoring us usage in School of Oncology, quarterly reports to Workforce committee.
Development of apprenticeships positions built into vacancy process. Agreement in workforce
3
planning meetings to include apprenticeships in workforce plans. School of Oncology leading in
maximising higher level apprenticeships and usage of clinical apprenticeship opportunities. School
leading on external partnership for development of higher apprenticeships.
Performance review meetings. Information shared with managers on compliance. Redesigned
2
systems and paperwork.

Current Risk Score

DoW / COO

Key Gaps in Controls

Position at end of Q1

Target reductions in sickness levels not achieved

Key Control established

Opening Position

7.1

Exec Lead

Impact

Principal Risks

Likelihood

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

9

9

9

15

5

✓

6

8.1

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

EDoF&BD

1

Key Control established

Key Gaps in Controls

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. Communication with residents through the Neighbourhood Forum and newsletters. Green
5 travel plan and sustainability plan in place. Car park business case approved and planning granted. None identified
Expansion of controlled parking zone approved. Monthly meetings with Manchester City Council
planning team and extensive engagement programme in place. Addendum to strategic planning
framework agreed by MCC Feb 19.
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Current Risk Score

Exec Lead

Impact

Principal Risks

Likelihood

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

5

Assurance

Gaps in assurance

Met the 15/16, 16/17 & 17/18 green travel milestones.
Agreement by MCC of strategic development plan. 5 year
Capital Plan delivery. Monitored through Management Board &
None identified
Board of Directors. Continue to meet green travel targets.
Monthly meetings with Manchester City Council (MCC). Capital
programme shared with MCC and Board of Directors. Plans for
tiered car parking approved Jan 18.

Chairman: Christine Outram
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