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DRAFT Public minutes of the meeting of the Board of Directors of The Christie NHS Foundation
Trust held on Thursday 25th April 2019 at 12.45pm in the trust administration meeting room centre,
The Christie NHS Foundation Trust
Present:

In Attendance:

Presentation:

Christine Outram (CO)
Kathryn Riddle (KR)
Robert Ainsworth (RA)
Jane Maher (JM)
Tarun Kapur (TK)
Roger Spencer (RS)
Fiona Noden (FN)
Jackie Bird (JB)
Joanne Fitzpatrick (JF)
Wendy Makin (WM)
Eve Lightfoot (EL)
Louise Westcott (minutes)
Wes Dale (WD)
John Radford (JR)
Sue Mahjoob (SM)
Roger Bowman (RB)
David Makin (DM)

Chairman
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Chief Executive
Chief Operating Officer
Chief Nurse and Executive Director of Quality
Executive Director of Finance & Business Development
Executive Medical Director
Director of Workforce
Company secretary
Research
Research
Freedom to Speak Up Guardian
Governor
Governor

Realising the benefits of e-Proms: patient and hospital perspective – Professor
Janelle Yorke (JY), Nada Khalil (NK) and Phil Rust (PR)

JY introduced the ePROMs programme that has now started. PROMs stands for patient reported
outcome measures. This presentation gives a summary of where we are up to and where this can go.
Nada Kahil and Phil Rust were introduced as key to the work. JY explained that ePROMs are electronic
questionnaires completed by the patient, this gives insights into the physical and mental impacts of
treatment. These are used to trigger alerts that are then used to navigate patients to particular care
pathways. This is also being used to determine follow up practice. There are believed to be many
benefits including improved quality of life and improved survival.
The ambition is to have this available across all patient pathways to help improve efficiency and most
importantly patient care. JY outlined the group that are progressing the work. A lot of time was spent in
the development of the questionnaires and 4 clinical pathways have been done so far. An electronic
platform supplier has been chosen and this went live in clinic in January.
The aim is to have a core set of symptom questionnaires that are relevant to all disease areas, there
are also standard questionnaires on cross cutting issues such as pain / mental health etc.
The patient pathway and how the questionnaires link in to this was explained. The communication with
the patients was also explained and the way the process is triggered through text messages to the
patient. Example questions were shown and the response that patients would receive based on their
answer. The alerts were outlined and what action is recommended to the patient as a result of each
level of alert.
Initial data from the project was shared showing that up until 21st April over 400 PROMs have been
completed. Patient feedback was shown with some negative and some positive feedback, the
communication to patients was one area that needs to be improved so that patients fully understand the
ePROMs system.
Evaluation work is underway with patients who have scored as a level 3 on the feedback (requiring an
action for them to get in touch) but didn’t call the hotline.
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Going forward there needs to be the ability to do ad hoc feedback where the patient can report
symptoms so that this is a responsive system. This requires changes to how we manage a response
ensuring that service changes are appropriate to do this. The second stream of work is around patientcentred follow up pathways. This would look at virtual follow up clinics. The potential is for us to lead
this across GM in the future.
DM asked if there is a facility for patients to do this with carers / spouse etc. JY responded that they can
do this with their family or whoever is supporting them. It is acknowledged that this isn’t for everyone
and JY stressed that the team are working to look at other groups including those where English is not
their first language, have visual impairments etc.
JM commented that the trigger systems we use are crucial. JY agreed and noted that the team use
nationally recognised terms from the EORTC Quality of Life Group Item Library (a database of items
used in quality of life questionnaires) and that the team are engaging with patients on the wording of
symptoms to ensure patients are able to accurately describe their physical & mental health.
JM asked about workforce as this kind of quality of life work requires more staff. She asked how many
additional staff have been required to do this. JY responded that the team have a couple of approaches
in mind and are about to put out an advert for volunteers to come and help. A business case is being
developed for band 5’s to support clinicians with this work.
JM asked about uptake as lots of places found they get stuck at about 30-50% uptake. JY responded
that we are in this range and are looking at those who don’t respond as well as looking at completion
rates. This has to be a proper service transformation.
JM noted that self-managed follow up can be done without ePROMs and has been achieved in other
places.
CH commented that this is fantastic work and that we need to address things across the whole of the
Christie pathway to avoid inequity across our patient population. JY responded that the pathway boards
are being targeted to push this out to other sites. CH added that Christie staff are working at other sites
providing Christie activity.
FN asked what help is needed to make this happen quicker, we have a new outpatients department
and need to provide a different model of care. Phil Rust responded that we need to pilot virtual clinics
and need to identify the staffing resource required. The CFC business case is being produced currently
as well as looking at the opportunity for innovation funding from GM. The work of engaging clinicians in
different disease groups is ongoing. WD commented that it is important to demonstrate value from this
continuously.
CO concluded that this is very exciting and the board fully support the work with ePROMs, there is
much to do and an enormous amount of potential.
No
12/19
a

b
c
d

Item
Standard business
Apologies
Apologies were received from Neil Large (NL) and Kieran Walshe (KW) – non-executive
directors
Declarations of interest
RA declared his interest in item 13/19c as chair of the Christie Pharmacy Company.
Minutes of the previous meeting held on 28th March 2019
The minutes of the meeting held on 28th March 2019 were accepted as a correct record.
Action plan rolling programme, action log & matters arising
All items are on the agenda or complete. There were no actions from the last meeting.
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Action

No
13/19
a

Item
Key reports
Chief executive’s report

RS drew attention to the following items;
The Modern Slavery Act declaration is detailed and board are asked to approve the
statement to be included on the website. Approved.
NHSI monitoring is now on a 6 monthly basis rather than quarterly and we have been
allocated to segment 1 of the single oversight framework (SOF), the best possible
assessment.
The staff survey results for 2018 have been released and ours are very strong results
both compared to the national results and compared to previous performance.
CO congratulated everyone for the staff survey results, as well as the patient safety
awards shortlisting and the NHSI assessment.
No questions were raised.
b

Executive Medical Directors report – research update
WM introduced WD and JR.
WD gave an overview of the 6 monthly report and noted that this gives a sense of the
breadth and depth of work that is going on at the moment.
JR commented that performance has been excellent against the research key
performance indicators including the number of trials open, number of patients in trials
and time to study opening, all of which have improved. Income has also increased. This
is all very pleasing. To sustain and grow we also need to look at investment in the
infrastructure. There is a newly formed Research Strategy Committee and this will be
used as a vehicle to develop the strategy for the future in order to sustain and continue
to grow.
The position with the BRC was outlined. We have been awarded 3 themes that are
going very well. We are now looking to the next round of funding in 2022 and living with
& beyond cancer is the big focus. There are 3 PHD students in place and another 3
coming through in this theme. We want to be in the best place for having a living with
and beyond cancer centre. There is great support for this ambition.
JR noted that Tim Illidges’ award of senior investigator was very exciting.
JB asked JY to talk in a little more detail about the Christie Patient Centred Research
(CPRC) work. JY noted that the Christie clinical academic pathway for nurses and
AHPs has been launched. We now have a selection of people applying for internships,
PHD fellowships etc. The medical school has ratified funding for two of the NIHR
postdoctoral places so a bid between the Professors of Nursing at The Christie and
Manchester Foundation Trust was accepted to appoint non-medical applicants. This will
continue in future years.
JR stressed that academic research is really moving forward quickly for non-medical
professionals in line with the nursing and AHP research plans.
JM asked about the chair in surgery and whether anyone has been identified. JR
responded that there are names in the frame but a chair has not been identified yet.
JR thanked the board for the opportunity to report.
CO thanked the team for the report.

c

Integrated performance report – month 12
FN introduced the performance report for month 12.
Performance was noted at 99.2% in the patient satisfaction survey, 89.1% for
chemotherapy treatment on the day this is under significant pressure with the current
increase in activity in chemotherapy. There were no cancelled operations in month and
staff PDRs are at 85.2%. There is no pharmacy waiting time data this month due to the
implementation of the new patient flow system.
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Action

No

Item

Infection Control
• 1 case of MRSA bacteraemia in March. JB noted that this is the first in very many
months and that this was environmental and not due to cross infection. A full
investigation is under way. The patient is doing well and has been discharged.
• 0 case C.diff. JB noted that the national objective has changed, we have to declare
cases that occurred within 48 not 72 hours. We also have to report around recent
inpatient stays. Our objective will be no more than 31 in year (was 18 last year under
previous counting methodology).
• 8 cases E-Coli pre 48 hours
• 4 case E-Coli post 48 hours
Quality
Safe staffing levels were achieved in month.
There were no SI panels or SI incidents. 7 executive reviews, 10 complaints and 7
inquests
Operational Risks
5 risks 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 the detail around the work that is going on to achieve
this target will be brought back to Quality Assurance Committee in June.
62 days performance is at 73.7% against the new policy and 78.2% against the old
policy. FN noted that the Trust is continuing to focus on treatment within 24 days for all
patients.
Length of stay is at 6.81 days, patients treated YTD is over plan by 4.59% and sickness
absence is 3.46%.
The NHSI expenditure ceiling was breached in month at 144%. This is due in a large
part to junior doctors and chemotherapy nurses.
Finance
EBITDA surplus of £59,8761k, £11,090k below plan, I&E surplus is £25,049k, £18,257k
over plan, cash balance is at £103.918m. We have debtor days of 21.
CIP we have 100% achieved in year and 97.5% achieved recurrently which is better
than last year. Staff have done a fantastic job in achieving this target.
Single Oversight Framework
1 Governance
1 Financial sustainability risk rating
RA asked about the CIP target for 19/20. FN noted that planning has started early and
things are clear at this stage around what we need to do to achieve in year.
14/19 Other reports
a Workforce update
EL introduced the workforce report.
We are in the final year of the 3 year workforce plan and we remain on track with the
objectives in the plan. This is monitored through the workforce committee.
The Staff survey results are our best in over 5 years, this shows very positive
comparison internally and when we benchmark nationally.
The quality of appraisals and staff feeling comfortable in incident reporting were our
lower scoring areas and a more detailed analysis will be taken forward in the divisions
to look at the detailed information and actions to improve this position.
A staff engagement plan has been developed that outlines the approach to staff
engagement. The plan includes metrics.
Questions were invited on this section.
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Action

No

Item
KR asked about the appraisals. EL responded that from the analysis undertaken the
issue is around staff having the time to do the appraisal.
JM noted that this may be because people don’t value the process.
EL noted that there will be a piece of work to promote the value of the process. TK
added that the work on leadership is progressing to make an impact on this.
CO asked for more insight into the work that’s actually been done and some of that
detail would be helpful.
CO commented that the staff survey results in the context of pressure in the system is
very impressive.
JM asked about the figure of 72% of staff would recommend us as a place to work, and
whether we understand this. EL noted that this doesn’t show any particular hot spots or
trends when you break down the responses.
RS commented that there has been some feedback that explains people’s response
that isn’t because they have any issues with the organisation.
TK also agreed that however good your organisation is there are always outliers.
Having fewer of these responses makes them possible to address.
EL noted that we are working with Trade Unions on respect at work.
TK added that the low levels of violence at work is very good and that it is very
important that people feel safe. CO agreed that any level of aggression towards staff
must be taken very seriously.
SM was introduced to present the FTSUG report.
SM noted that this is the 6 monthly report. The number of contacts was outlined, 1
related to patient safety and 5 related to bullying and harassment. Work has been
undertaken with listening events on this subject.
Our progress with staff feeling secure in raising concerns is very good but we now want
to explore further into this to understand where the specific issues are. A patient safety
culture survey is about to be undertaken to help with this understanding. Confidence in
the organisation addressing concerns is static, SM stressed that word of mouth is
important here in spreading the positive experiences of how issues have been
managed.
External assessment and reviews have been undertaken and a further self-assessment
will be done. MIAA have audited the raising concerns policy and some changes have
been advised and actioned.
SM noted that The National Guardians office are undertaking a research project around
what makes a good speaking up culture and they have asked The Christie to be one of
the study sites, which we have accepted.
The FTSU plan continues to be followed, raising awareness of the policy and training
staff in how to deal with concerns that are raised. An App is being developed to allow
people to raise issues from home.
SM is part of the E&D group to look at what we can do differently to improve the
experience for all groups of staff.
Sharing learning was discussed. SM does this with senior managers and sometimes
staff perceive senior staff as ‘scary’, concerns need to be dealt with early, and we
should make the most of the opportunity to address concerns, people need to ask for
advice and help in dealing with issues.
RA asked to what extent the problems are picked up by SM and where things are
diverted. SM responded that she deals with about half of the issues raised to
completion and the rest are diverted with support to existing trust processes.
KR asked how feedback is received. SM responded that she asks the person that
approached her as well as the managers.
RA asked if we are deficient in our processes to deal with these problems. SM
responded that this is not the issue but rather that some staff are overwhelmed by a
written process and need support from SM to raise an issue. Support allows staff to be
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Action

EL

No

Item
put on the right track.
RS noted that the work SM has done here has allowed us to be part of the research
project which reflects the excellent work. RS also noted that SM telling the MB that they
were scary people was very powerful.
EL noted that the gender pay gap report is presented. The information shows that plans
are in place to address the gap and this has been uploaded onto the national system.
TK noted that the nature of your organisation determines the results of this survey.
b Register of matters approved by the board

RS presented the summary of the matters approved by the board in 2018/19. This is
part of the normal governance arrangements. Board were asked to note the report.
Noted.
15/19 Approvals
a Annual compliance with the Cater Quality Commission (CQC) requirements
b CQC action plan
JB presented both reports. The first paper demonstrates we meet the requirements of
the CQC standards. In October we had our 2nd CQC Outstanding rating. We have
reviewed the CQC key lines of enquiry (KLOEs) and believe we are as compliant as we
were at the point of inspection. We take advice from the CQC through their insight
report that is published. Trusts composite scores have been updated recently and 5.76
is the highest and we are now rated as 5.8. This is excellent and shows we are rated as
top performing.
Board asked to approve the assurance position and that we are meeting the
requirements.
Approved
JB presented the final version of the improvement plan following the last CQC
inspection. She commented that the work done through this plan has moved us on. The
work relates to management of chemotherapy protocols and NATSIPS / LOCSIPS
(interventional procedures). The work on chemotherapy protocols has been a very big
piece of work and we are now in a much better position.
In relation to the WHO checklist, we can show that we are conforming with the
requirements and the newly appointed practice educator has been very successful in
their role.
JB confirmed that the CQC have seen this plan and board are asked to submit the final
version of the action plan following approval.
JB added that we will be inspected again before the end of Q4 19/20. We can expect
board meetings to be observed and that the well-led review will, we have been advised,
be a lighter touch. The CQC noted that they have no concerns about the organisation
and they acknowledged the evidence presented reflects the work we have done to
address the actions outlined.
JB noted that staff are very happy to showcase the work they do to the CQC. Our
usual process of mock inspections will be undertaken before the next CQC inspection.
Board approved both items.
16/19 Board assurance
a Review corporate objectives and board assurance framework 2018-19
RS presented the year end position of the progress against the corporate objectives
and the BAF year-end position.
There is an exception report that shows where we haven’t completed some of the
objectives in year and most relate to work that’s on going in 2019/20.
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Action

No

Item
CO commented that it is great to note our progress against the objectives.
No issues for the board to be concerned with – issues are those known.
17/19 Any other business
No items raised.
Date of the next meeting:
Thursday 23rd May 2019
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Agenda item 18/19d
Public Meeting of the Board of Directors - 2019
Action plan rolling programme after April 2019 meeting
Month

From Agenda No

May 2019

Annual reporting cycle
Annual reporting cycle
Annual reporting cycle

Monitor provider licence
Annual reporting cycle

Issue

Responsible
Director

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

Action

COO
Monthly report
Committee chairs Assurance
EDoF&BD
Approve

EDoF&BD
DoSoO

To approve the declarations
Review

To Agenda no

19/19c
22/19b&c
21/19a

21/19b
19/19b

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

Sepember 2019

Annual reporting cycle
Annual reporting cycle

October 2019

November 2019

Annual reporting cycle
Annual reporting cycle

Annual reporting cycle
Annual reporting cycle

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)
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Monthly report
Six month review
Annual review
Quarterly progress report

CEO
DoR

Interim review
Six month review

DoW
FTSUG

Quarterly review
Annual report

COO
DoSoO

Monthly report
Six month review

Month

From Agenda No

December 2019 - no meeting
Annual reporting cycle
January 2020

March 2020

April 2020

Issue

Responsible
Director

Integrated performance report
Integrated performance report
Workforce update
Digital strategy

COO
COO
DoW
CIO/CCIO/CCIO
(nursing)

Annual reporting cycle

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

Annual reporting cycle
Annual reporting cycle

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

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

Action

Monthly report
Monthly report
Quarterly review
Quarterly progress report

Executive directors Approve next year's annual plan

Workforce update
Freedom to speak up Guardian report

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

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

COO
CN&EDoQ
CEO
DoR

Monthly report
Declaration / approval
April 2018 to March 2019
Review

CEO
CEO
Chairman

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

DoW
FTSUG
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Quarterly review
Quarterly update

To Agenda no

By email

Action log following the board of directors meeting held on
Thursday 25th April 2019
Public
No.

Agenda

Action

By who

Progress

1

14/19a

Workforce update – provide more detail on the plan to
promote the value of the appraisal process

DoW

EL to discuss with CO. Update to be
included in a future quarterly report to
board
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Board review
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Agenda item 19/19a
Meeting of the Board of Directors
Thursday 23rd May 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.

BAPIO - British Association of Physicians of
Indian Origin
PROMS - Patient Reported Outcome Measures
NIHR - National Institute for Health Research
FLIER - Future Leaders in Innovation,
Enterprise and Research
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Agenda item 19/19a
Meeting of the Board of Directors
Thursday 23rd May 2019
Chief executive’s report
1.

Academy of Medical Sciences
Professor Rob Bristow and Professor John Radford have been elected to The Academy of
Medical Sciences. 50 of the UK’s leading figures within biomedical and health sciences
were elected to the Fellowship. The Academy of Medical Sciences is the independent
body in the UK representing the diversity of medical science.
The new Fellows have been selected for their outstanding contributions to advancing
medical science, cutting edge research discoveries, and translating developments into
benefits for patients and wider society. Many of the new Fellows have also made a
contribution to medical science through outstanding leadership, public engagement and
supporting the career advancement of junior trainees.
This year's elected Fellows have expertise spanning global health, virology, women’s
health, medical statistics, health policy, cancer genetics, allergy and emergency care
medicine, among many other fields.
The new Fellows will be formally admitted to the Academy at a ceremony on 26th June
2019.
Further information can be found at https://acmedsci.ac.uk/

2.

One Day Every Patient
On the 16th May 2019 we held a trust wide event to gain the views of our patients and
listen to their experiences of being cared for at The Christie. During the day, 46 trust staff
visited clinical wards and departments across the whole trust to talk to as many of our
patients as possible. We wanted to hear from our patients on what we do well, who
exceeded their expectations or excelled in giving care and where could we improve? The
research tells us that Patients who have a better experience of care have better health
outcomes – so we need to know what experiences our patients are having and ensure we
continue to meet, improve upon and exceed their expectations. ‘One Day Every Patient’
provided us with a significant amount of patient feedback which we will use to enhance
our patient survey questions.
Further information can be found at https://www.christie.nhs.uk/about-us/news/press/oneday-every-patient-the-christie-s-largest-ever-patient-feedback-event/

3.

Equality, Diversity and Human Rights Week
The Trust celebrated the eighth Equality, Diversity and Human Rights Week, 13th -17th
May 2019. Co-ordinated by NHS Employers, this is a national platform for organisations
to highlight their work to create a fairer, more inclusive NHS for patients and staff. This
year’s theme was diverse, inclusive, together and has been chosen to reflect the move
across the health and social care sector towards even greater collaboration and
integration.
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A number of activities took place during the week, including the launch of our Disability in
Employment Policy and the launch of our Respect Campaign.
Further information can be found at https://www.nhsemployers.org/yourworkforce/plan/diversity-and-inclusion/campaigns-and-events/eqw2019
4.

British Association of Physicians of Indian Origin (BAPIO)
The British Association of Physicians of Indian Origin (BAPIO) is a voluntary organisation
for doctors/clinicians of Indian sub-continental origin in the United Kingdom. It was
established in 1996.
On the 12th May, BAPIO held a midyear national meeting at the Christie. The theme of
this conference was ‘NHS Long term plan – Delivery and implementation’. The meeting
was attended by over 90 delegates. There were two key note speeches. One by
Professor Clare Gerada on the newly established “NHS Assembly- Key Roles and
Responsibilities” and the 2nd by Mr Alastair McLellan, Editor, Health Service Journal
“Health First, Politics Next.”. There were few lively discussions throughout the
conferences. Professor Chris Harrison, Medical Director for Strategy at The Christie
delivered a presentation giving an overview on cancer as discussed in the NHS Long term
plan. There were some generic health topics like the workforce challenges, role of
research and innovation, impact on new generation by the long term plan and doctors in
difficulty.
There was a poster session for trainees to display their academic work and prizes were
given for the three best posters.
The meeting has been a huge success and the initial feedback is very good. The
organisation committee thanked The Christie for providing an excellent venue which was
easily accessible and thanked the support provided by The Christie school of oncology
team.
Further information can be found at https://www.bapio.co.uk/

5.

Chief Financial Officer NHSE/I to Greater Manchester
Julian Kelly, Chief Financial Officer for NHSE/I visited the Trust on the 14th May. He had a
review/tour of the new Proton therapy service together with the opportunity to discuss the
key issues in specialised cancer service development and there strategic financial
consequences. In addition he was able to discuss current and medium term
considerations in the NHSI/E management of the capital with our Finance Director and
Chief Executive.
Further information can be found at https://www.england.nhs.uk/2018/12/nhs-englandand-nhs-improvement-announce-new-senior-leadership-posts/

6.

Canadian High Commission Visit
The Science and Innovation team from the High Commission of Canada brought a
delegation of leading companies and research organisations in the A.I / technology /
healthcare space to Manchester for the Eureka Global Innovation Summit held between
13-16th May 2019. The team are seeking to build partnerships between leading
companies and research organisations in Canada and the UK. As a part of their visit to
Manchester, they requested a meeting with The Christie visit to explore the potential for
research collaborations, identifying some specific areas of interest:
•
•
•

breast cancer
research using data mining
observational and supportive research
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•

patient centric research.

The Canadian team visited the Oglesby Manchester Cancer Research Centre and met
with colleagues from The Christie research, digital and international teams for a round
table discussion.
Further information can be found at
https://www.canadainternational.gc.ca/united_kingdomroyaume_uni/index.aspx?lang=eng
7.

The Doctor as Investigator in the current environment
The Christie was represented at this joint meeting of the Medical School Council and
University Hospital Association which focussed on the impact on the NHS Long Term
Plan on clinical academic careers and relationships between the NHS and Universities.
We were able to describe the success of our joint investment plan for the cancer
programme, an approach which is not found elsewhere other than at Imperial Healthcare
in London. Amongst a wide ranging discussion it was confirmed that Biomedical
Research Centres and other associated National Institute for Health Research (NIHR)
infrastructure are likely to be given high priority in future funding strategies. There was
also discussion of the review of funding by the Wellcome Trust, the Future Leaders in
Innovation, Enterprise and Research (FLIER) programme, the future development of
Comprehensive Research Networks, and demonstration of practical examples of research
into the impact of health services policies including the evaluation of changes to stroke
services in London and Manchester.
Further information can be found at www.universityhospitals.org.uk /
www.medschools.ac.uk

8.

Patient Reported Outcome Measures
The Christie has initiated the roll out of patient reported outcome measures (PROMS),
that allows patients to feed back to their clinical teams from their computer or mobile
device on the factors that are important to them. This supports the clinical teams and the
patients in the decisions associated with their care. This development is the first stage of
transforming how patients engage with the hospital and how we can lead the way in
personalised follow up care based on individual clinical need.

9.

Greater Manchester Developments
The Greater Manchester Health & Social Care Partnership bulletin is attached
Further information can be found at http://www.gmhsc.org.uk/

10.

Estate Developments
Tiered Parking
Tenders are being evaluated and a design and build contractor will be appointed at the
end of June 2019. The main car park construction is planned to commence in September
2019, with completion currently scheduled for August 2020.
In advance of the main construction works commencing there will be a number of
enabling packages of works being undertaken including the demolition of accommodation
blocks B and C. These works and enabling works will be complete by August 2019.
During the construction period there will be limited on site parking.
Park and Ride sites have been confirmed at Withington Community Hospital, Burnage
Rugby Club and Hough End Rugby Club. A staff survey has been undertaken to help
support the operational planning of the bus service. Full details of arrangements for these
services will be available in June.
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The Christie @ Macclesfield
The Design Team have commenced stage 3 design work and are submitting a planning
application in May. Site investigation works are currently being procured and planned to
help inform the design activities.
Paterson Redevelopment
The stage 2 design is progressing well and a clinical reference group has been
established to formalise the integration of research teams into the new building.
Strategic Planning Framework and Planning application
Manchester City Council closed their public consultation on the addendum to the strategic
planning framework on the 16th May. We await the decision on this addendum.
The planning application for the Paterson redevelopment will be submitted at the end of
May 2019.
For more information, please visit: www.patersonredevelopmentproject.co.uk.
Demolition of Existing Paterson Building
The external demolition of the main building commenced Monday 29th April with the
removal of the single storey office extension and glazed stair tower. Demolition will
continue until August 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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Greater Manchester Health & Social Care Partnership sent this bulletin at 03-05-2019 10:40
AM BST
GMHSC Partnership: May news

This week has seen the launch of #shiningalightonsuicide, a brand new campaign to raise
awareness of suicide and reduce the stigma that stops people talking about it.
People who have considered suicide have told us that talking honestly and openly about
their problems helped to save their lives.
Which is why we are encouraging everyone across Greater Manchester to talk openly
about suicide, so that no one sees it as a solution to their problems.
More than 200 people a year take their own life in Greater Manchester, and for every
suicide that occurs there are up to 20 more attempts.
Suicide remains the biggest killer of men under 49 and women aged between 20-34.
The campaign launched with a short film, personal stories, social media content and toolkit.
Partners and businesses across Greater Manchester are supporting the campaign, that
uses arresting images of iconic locations in the city-region, such as The Plaza in Stockport
and Oldham Coliseum.
Each image has projected messages about suicide and signposts people to seek further
information and download the campaign toolkit at www.shiningalightonsuicide.org.uk
Find out more
Free 20 minute training on how to save a life
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The Greater Manchester Walking Festival is back, and this year’s programme is bigger and
better than ever.
The festival kicked off on Wednesday 1 May and will run for the entire month - offering up
more than 400 free walks that explore all the city-region has to offer.
There are walks to suit all tastes and abilities, with guided strolls through cityscapes and
parks, along canal and river paths, and ambles across the countryside.
The festival offers a great way for everyone to rediscover their local area and reconnect
with friends and neighbours while getting a bit of gentle exercise.
The festival has been organised by Greater Manchester Moving in partnership with
Transport for Greater Manchester.
Find out more

Getting fit to tackle cancer
Exercise and good nutrition are essential for everyone
but if you’ve been diagnosed with cancer they become
even more important, as being as fit as possible helps
during treatment and recovery.
That’s why the new Prehab4Cancer programme,
unveiled on 25 April, is helping people with a cancer
diagnosis get more exercise while also giving advice
about diet and wellbeing.
Anyone referred to Prehab4Cancer can use leisure facilities close to their home for free,
with support from GM Active fitness instructors - who have had specialist training in
cancer rehabilitation.
Research suggests that patients who undergo prehab can potentially benefit from
improved survival rates, have greater tolerance to radical treatments and fewer
complications after operations – reducing the amount of time they spend in hospital.
The programme is being run by GM Active (a collective of leisure and community
organisations from across Greater Manchester).
Find out more
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People in Greater Manchester are becoming more active
New research from Sport England has found that 6,300 more people across Greater
Manchester are active or fairly-active compared to this time last year.
Across the city-region 73.2% of adults are now active for 30 minutes each week - though
this is still below the national average of 74.9%.
Physical inactivity causes 1 in 6 deaths and costs the NHS in Greater Manchester
approximately £26.7 million per year. To tackle this, we’ve set the ambitious goal of getting
75% of people in the city active by 2025.
To achieve that aim organisations across Greater Manchester are working together
through GM Moving.
Progress is already being made and some of the things the work has already led to
include:
£10 million being awarded from Sport England to focus on communities and target the
inactive.
£2 million invested by the Greater Manchester Health and Social Care Partnership to
create the country’s first walking city-region
And extra support being provided to over 55s through the Active Ageing programme.
Find out more

Upcoming Events
Health and Care Board
Friday 31 May 10am- 11:30am, Trafford Town Hall
The Health and Care Board meeting is open to the public, if you are unable to attend but
would like to watch the meeting is streamed here.

Stay connected with Greater Manchester Health & Social Care Partnership:

SUBSCRIBER SERVICES:
Manage Subscriptions | Unsubscribe All | Help
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School of Oncology Report to the Board of Directors
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Director of Education
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To provide an update on the activity of the School of Oncology
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progress on delivery of strategic and operational objectives
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Link to:

 Trust strategy
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You are reminded not to use
acronyms or abbreviations
wherever possible. However, if
they appear in the attached
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adjacent box.

To demonstrate excellent and equitable clinical
outcomes and patient safety, patient experience and
clinical effectiveness
 To be an international leader in education
 To integrate our clinical, research and educational
activities as an internationally recognised and leading
comprehensive cancer centre.
 To maintain excellent operational and financial
performance
 To be an excellent place to work and attract the best
staff
 To play our part in the local community
HEE (NW): Health Education England (North )
ANP: Advanced Nurse Practitioner
PGME: Post graduate Medical education
HR: Department of Human Resources
CPD: Continuing Professional Development
NMC: Nursing and Midwifery Council
CPCR: Christie Patient Centred Research Group
GM : Greater Manchester
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Agenda item 19/19b
Meeting of the Board of Directors
Thursday 23rd May 2019
School of Oncology Report to the Board of Directors

This May 2019 Board of Directors Report on The School of Oncology will provide an update on
 Key achievements against our strategy
o In developing our workforce
o Regional success
o International development success
 An update on strategic Goal 1: to develop a multiprofessional fellowship programme and
future world leaders
The school of Oncology has agreed annual objectives to move forward our strategy which is
symbolised below:

To develop all staff and
students at The Christie to
achieve their full potential

Premium
Educational
Content

To lead the development of
cancer education for
Greater Manchester

Expert
Educators
Excellent Infrastructure

To support the education of
cancer professionals
nationally

Innovative
delivery

To develop the Christie
International School of
oncology

Robust Financial
Model

Additionally we have 5 new 2025 strategic goals.
Our 2025 strategic goals

1

• To establish a multidisciplinary international fellowship programme

2

• To develop academic education led through a chair in cancer education

3

• To create a structure for ensuring translation of research into practice

4

• To become a centre of excellence for technology enhanced learning

5

• To be an institution who develops world renowned leaders
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Developing all staff and students at The Christie to achieve their full potential

Get In

Opportunities for people to start their career at The Christie through work experience
placements, as university or college students or as medical trainees

Increasing number of undergraduate nursing placements
Creating more opportunities for the placement aspects of nurse training is a key part of the
government’s strategy to expand the nursing workforce to meet the NHS Long-term Plan; they
have committed to expand numbers by 25% in 2019-20. In preparation for this, The Christie has
been working in collaboration with HEE, the local nurse training universities, and Tameside and
Glossop on a pilot to explore a new model of “Place Based Funding” and placements offered by
Trusts.
The pilot aims to increase placement capacity for non-medical students by a minimum of 25% and
to enable clinical learning to fit the population health needs by developing new pathways. The
Christie is working with Tameside and Glossop to increase placements at Christie@ sites.
Physicians Associates: Supporting development of new roles
Last year The Christie developed placements for trainee Physician Associates in order to review
how they might support and strengthen the inpatient care team. Following on from this successful
pilot, the Trust appointed four qualified Physician Associates. The new staff will start in May 2019.
The School has worked to create an induction and education programme, as well as supervision
guides to support their integration into the workplace.

Get On

Supporting the workforce to develop and be the best that they can be in the job
that they do

Staff perception of investment in their development
The School continues to try to ensure that all staff feel they have access to education and training
to support their development. The Team support HR health and wellbeing events, and continually
update HIVE to try to publicise opportunities.
During 2018-9, one hundred and forty five members of staff were supported to undertake
educational courses outside of apprenticeships. Of these 3% were in bands 1-4, 40% were in band
5, and 57% were in band 6+. The split across staff groups is largely due to the availability of
apprenticeship levy funding, and the Trust decision to prioritise cash funding available for nonmedical prescribing training, mentoring training to allow us to take students, and the training to
become advanced nurse practitioners.
The recent staff survey results (2018) give some insight to how the workforce feel their education
and development needs are recognized and to Trust support for their training. They show that of
those who responded;
 69% of the staff who responded felt that their learning needs were identified in their PDR,
compared with 66% in 2017
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 93% then felt they were subsequently supported to undertake learning compared with 55%
in the previous survey
 70% of staff reported having training, learning or development experience in the last 12
months (outside of mandatory training) compared with 73% in 2017. This reduction might
be a function or more restricted training budgets and pressure on staffing time. It may also
be a reflection of having relatively new staff team who are less likely to access formal
training.

Apprenticeships
Progress against Target: The Trust public sector apprenticeship target for 2018-19 was 65. It
achieved 39 new starts against this target. HEE consider apprenticeship targets on a four year
basis, therefore we have 2 years to make up the current deficit of 27 although this will be on top of
the annual target of 65.
Year
Target Achieved Deficit
2017- 2018
62
61
1
2018 – 2019
65
39
26
2019 – 2020
66 (+27)
2020 – 2021
68(?)
4 year total
261
102
162
Twenty four of the 39 apprenticeship starts were existing staff, 15 were new recruits to the Trust.
The reduction in apprenticeship starts is partially due to relatively low levels of staff turnover,
saturation of capacity in bands 1-4 roles, pressure in the system where there are recruitment and
retention issues, and a skill mix in our workforce meaning we have relatively hi numbers of well
qualified staff. It is by no means a function of lack of engagement from the workforce, managers,
HR or School of Oncology teams. Going forward achieving the target will require the trust to
consider changing the make-up of the workforce and introducing “rolling” apprenticeship posts.
CMPE are the first area to do this. Their apprentice radiotherapy engineer has just qualified and
taken up a substantive post. They are now recruiting a second apprentice engineer into the 4½
year training post. The School are now looking at establishing a “rolling” apprenticeship post.
Experience of apprenticeships in the Trust: Evaluation surveys were sent to all apprentices and
their managers in 2018. The manager’s survey was sent to 46 managers with a response rate of
47%.
 95% of respondents either agreed or strongly agreed that undertaking an apprenticeship
programme was a positive experience for the staff member and 76% felt it was a positive
experience for the team or department.
 100% of managers would recommend supporting apprenticeships in the department to
others.
 81% of managers felt able to support 20% off the job training time.
 95% reported that the apprenticeship had been manageable for the department.
Of the negative comments these largely related to supporting 20% off the job training and the
impact on service areas.
Use of the Levy: The Trust pays a monthly levy based on headcount, which stays live in the
system for 2 years. In 2018-19 we paid £520,885 into the levy. This is added to our current unused
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levy from 2017-8 making a spending total of £732,097.
17/18

18/19

Total Levy contribution 2018-9

£422,965

£520,884.11

Projected spend by March 2019

£33,527

£198,592.72

7.6%

38%

Metrics on the apprenticeships

Spend as a % of payment
Cumulative funds available to spend

£732,097

Committed spend 2019-20

£236,143.45

Committed spend 2020-21

£146,276.80

(£198,643.45 training costs & £37,500 completer payments)
(£62,529.80 training costs & £83,747.00 completer payments)

In 2017-8 we used only 7.6% of the levy subscriptions, our target in 2018-9 was to use 30%; we
achieved 38% spend.
The increase has been achieved by broadening the scope of apprenticeships beyond bands 1-4,
and improving on the number of degree and higher level degree apprenticeships. Degree level
apprenticeships carry a fee of approximately £7,000-9,000 per year; these include trainee nurse
associate, advanced nurse practitioner pathways, management degrees and MBAs.
Metrics on the apprenticeships

17/18

18/19

Standard apprenticeships (Level 1-5)

89%

74%

Degree level apprenticeships (Level 6 degree)

11%

18%

Higher degree level apprenticeships (Level 7 MSc)

0%

8%

Currently there is a debate nationally about the use of the apprenticeship levy for higher degrees,
especially those in management. There has been a call for the withdrawal of levy funding for level
6 and 7 (Degree & MSc level apprenticeships), on the basis that funding should be prioritized for
lower-level skills. However, others have advocated that the NHS and employers should be in
charge of identifying their skills gaps and determining what the levy is spent on.

UKONs Systemic Anti Cancer Therapy passport
The Trust has a very experienced and highly skilled team of staff who deliver systemic anti-cancer
therapy (SACT). To date the training system for new staff has involved a number of different
elements including study days, simulation and practice based assessment. To ensure continued
improvement and alignment with leading best practice, the Trust has amended its training to bring
it in line with the externally validated UKONS Systemic Anti-Cancer Therapy (SACT) competency
passport.
The passport was launched in 2018, and its implementation across the Trust is supported by a
robust training plan which consists of study days followed by assessment of competencies in
clinical practice. All teams, no matter how experienced, will be going through the passport. The
Clinical Skills team have worked closely with the SACT team to develop the face to face training,
and to develop assessors in each clinical area. The School technology enhanced learning team
(TEL-Team) are also working to develop eLearning to support the passport going forward.
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Go Further

Providing opportunities for career progression at The Christie

Academic Development of Nurses and AHPs
Under the leadership of Professor Janelle Yorke, a Christie Charity business case (December
2018) to develop the Christie Clinical-Academic Pathway (CCAP) for nurse and allied health
professionals (AHP) was successful. CCAP was officially launched 1 April with 40 people attending
to hear more about opportunities. A monthly forum has now been set-up to provide ongoing
support and networking.
CCAP will support the first cohort of nurse and allied health professional doctoral research
fellowships commencing September 2019 including 2 full-time PhD fellowships (funded through the
School of Oncology and facilitated by the MCRC doctoral programme) and 3 part-time PhD
fellowships. Another fully funded nurse/AHP PhD is confirmed to commence September 2020 via
Professor Bristow’s ICED CRUK award. This cohort will work with Professor Yorke and CPCR
team to develop the next wave of nurse/AHP clinical-academics who will apply for NIHR/CRUK
doctoral fellowships. Two of these part-time PhDs have been secured through a commitment to
establish the posts as consultant nurse/AHPs, where 40% of the job description is dedicated to
research.
Another recent development has, for the first time in England, enabled nurses and allied health
professionals to apply for University of Manchester NIHR post-doctoral Academic Clinical
Lectureships. Christie appointed Dr Yatman Tsang (radiology) and MFT appointed a Nurse
Consultant. It has now been agreed by Faculty that two post-doctoral awards will be ring-fenced for
nurses and allied health professional candidates each year.

Leading development of Cancer Education for Greater Mancehster

In November 2018, we reported that HEE had made a one-year commitment to roll GatewayC out
across the 7 northern cancer alliances. We also reported that two of the three London and also
Wessex cancer alliances had recognised the potential and bought GatewayC for their areas. Our
dashboard shows good uptake in the southern regions and in some of the northern alliances,
although difficulties are still being experienced in some regions.
 Currently there are 1971 individuals signed up to use GatewayC, from 941 different
practices.
 75% (1490) of those enrolled are within the 7 northern cancer alliances, 25% (481) in the
other alliances in the South of England
 Of those enrolled, 1179 (60%) are accessing and using GatewayC
o 641 (56%) of GM professionals enrolled
o 174 (49%) of professionals in the other 6 northern cancer alliances
o 364 (75%) of rest of England professionals enrolled
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GatewayC continues to show evidence of impact. Two formal evaluations have recently been
reported, one focusing on health economic impact, commissioned at the end of the Vanguard, and
one looking at roll out, commissioned by CRUK. They have shown consistently that GatewayC as
a platform has the ability to:
 Significantly impact on confidence in decision making about referral, and therefore
outcomes
 Demonstrate significant return of investment with only small changes in behaviour, from its
target group.
Qualitative feedback also continues to be excellent:


“It feels more robust in terms of learning, a two-hour module on GwC has more value than the BMJ




approach”
“The specialist videos are very good … they give insight into things that don’t appear in NICE”
“I did the module, then a few days later saw a person who I referred with and turned out to have
lymphoma. I would not have referred him if I had not done the module”

To further engage primary care and to support NHS wide difficulties in achieving 62 day
performance GatewayC produced a generic “improving the quality of your referral” module, which
was launched in February 2019. This has been very well received, especially in GM. Manchester
CCG incentivised its use during March 19, whilst other CCGs have made use of GatewayC part of
quality standards
HEE commitment to new funding : In March 2019 GatewayC was successful in winning a two
year grant of £1,258,000 to roll GatewayC out nationally.
This will involve
 Launching GatewayC nationally
 Enhancement of the current offering to cover all diagnostic pathways, supporting patients
through treatment, and survivorship and palliative care
 Regional areas to allow different cancer alliance to provide region specific details about
pathways
 Cancer Conversations, lite-bite short films answering key questions for GPs and primary
care practitioners about new developments or key issues in oncology, eg proton therapy or
CAR-T
Plans are now underway for a national launch in July 2019
Greater Manchester Cancer

GM Cancer Education

Cancer Education Board

The School continues to host and support the GM Cancer Education Board. The new GM
Education Team are now in post, housed alongside GatewayC. Work has begun to define the
deliverables and objectives of the transformation bid.
The 2nd GM Cancer Conference: The second GM cancer conference will be a 2 day integrated
conference for service and research focusing on:
Integration - Innovation – Collaboration
One Manchester improving patient services and outcomes
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The School will provide the secretariat to support the GM Education and senior team in developing
and delivering the event, which will provide opportunity for up to 600 people each day to be part of
the discussions and hear from expert patients, researchers, clinicians and managers. Break out
opportunities will be available for up to 15 smaller sessions focused on service provision,
innovation and research.
The event will be held on
th

th

Tuesday 19 & Wednesday 20 November
Venue : The Hilton, Manchester

To support the education of cancer professionals nationally & internationally

The Manchester International Cancer Fellowship Programme
Fellowships in cancer are offered in a number of different forms at The Christie, and across the
MCRC and Paterson Institute. Currently there is little opportunity for fellows from these different
programmes to inter-relate, establish networks and learn from each other.
The new Christie International Fellowship Programme aims to
• Create an infrastructure to define, support and promote fellowship opportunities
• Support development of new opportunities at The Christie
• Ensure the quality of opportunities, providing core education and pastoral programme
• Ensure liaison between different types of cancer fellowships across the Withington campus
We have defined a fellowship as a “time limited opportunity for an individual to come to the
Christie-MCRC campus to learn specific skills and develop their professional career”.

There are basically three types of fellows on the campus.

Clinical Reserach Fellow
•Primarily a clinical
practice opportunitiy
•can be combined with a
clinical qualification
•some are purely service
focused
•can be externally or
internally funded
•Aim for an 80:20 split in
favor of service

•Primarily a research
opportunity for a clinical
professional
•Can be PhD or non PhD
•Currently mainly medical
•Many are Christie Charity
funded
•Some are MCRC funded
•May be 20:80 or 50:50 service
: reserach

Clinical Training Fellow

•Primarily an academic
opportunity
•include PhD Scientist
programmes
•Integrated Undergraduate
PhDs
•Non clinical MD/PhDs

•Mainly MCRC, MI and
MRC funded
Non Clinical Research
Fellow
(PhD Fellow)

The focus for The Christie Fellowship programme will initially
be Clinical Training and Clinical Research Fellowships
33

Progress
The Trust has established a Christie International Fellowship Programme Board, which has
brought together representatives from across the Trust where fellowship opportunities have been
offered, as well as representatives from the MCRC and MI fellowship programme to ensure a “One
Manchester” approach. Our first action was to define the concept of fellows, which is summarised
above.
Scoping of Fellows at The Christie
The team then scoped all fellows at the Trust and engaged with them to try to identify the
• type of fellow they are
Countries
• where they come from
• UK
• Malta
• funding sources
•
Italy
• Romania
• quality of experience
• Greece
• Switzerland
• Germany
• Jamaica
Currently there are 68 fellows at The Christie
•
Cyprus
• Jordan
(this number fluctuates monthly):
• India
• Sweden
• 40% are primarily undertaking a clinical
•
Portugal
• Republic of Ireland
training fellow role,
• Sudan
• Sri Lanka
• 60% are primarily undertaking a research
• Estonia
• Antigua and Barbuda
role, which may involve them in some
•
Ireland
• Malaysia
clinical practice. Some of these fellows
• Australia
will be studying for a PhD or MD
Currently all fellows are medical, although the first non-medical clinical research fellows will start in
practice under Janelle Yorke’s professorship in September. Fellows come from 21 different
countries.
Seventy percent of fellows engaged with the scoping, and are funded from
• 22% Christie Charity (mainly research fellows)
• 17% external funded (mix of research and training fellows)
• 31% Trust NHS funded (mainly training fellows)
Defining the Offer
The Board has worked to agree the principles for fellowships at The Christie. Key aspects include:
 Model of practice : All fellows should have a minimum of 20% protected time for fellow-led
activities.
o For those who are on training fellowships this should involve protected time for
research or education.
o For those on research fellowships this should be protected time for activities agreed
with the supervisor
 Pastoral support : All fellows will receive pastoral support through the fellowship office,
with a clear escalation process mirroring the Medical Trainee process. This has now been
defined and processes are in place.
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 Quality assurance: The Fellowship Office will ensure all fellows have clear objectives, and
that they receive induction, 3, 6 and 12 month assurance checks, with a clear escalation
process when difficulties arise. Over the last 6 months the fellowship office has
o
o
o

Provided inductions for 17 fellows
Undertaken 11 x 3 month, 7 x 6 month and 4 x end of fellowship quality monitoring
assessment
Key messages:
 At 3 months: 40% of fellows reported not receiving access to sufficient resources,
but 90% felt they had access to welfare and professional support when needed
 At 6 months: many fellows were not aware of the support available via the
Fellowship Office, and reported they would like more sessions covering broad
topics that are open to all specialties
 General Feedback:
 Concerns were raised about a lack of protected time for research or
professional development.
 Fellows noted differences between specialties regarding a fellow’s relative
responsibilities for research and service
 Some fellows have been disappointed with their experience

The team are now working with individual fellows, supervisors and the Fellowship Board to
review these findings and improve experience through standardisation of the core
fellowship offering
 Education : All fellows will have access to an integrated core learning programme working
across all fellows on campus, enabling integration, development of relationships across
specialties and disciplines through networking.
Additionally the Fellowship Office and Fellowship Board are exploring development of a
leadership programme for all fellows to meet the aspiration of developing “world leaders”.
The unique selling point of Christie Fellowships will be the leadership training each
individual will have opportunity to receive alongside their clinical or research training. We
are currently exploring options for accreditation of this programme.
All fellows receive regular “what’s-on” updates signposting them to other education and
training opportunities
Proposed Core Training Programme

35

 Marketing and support through recruitment: The Fellowship and Medical Staffing Office
mapped the steps for recruitment of an international fellow and can provide advice and
support to the clinical teams throughout the process
Next steps: Having scoped and assessed the current fellowship activities, the Programme Office
and Fellowship Board are now working on a programme to improve and extend fellowships at The
Trust. A number of models are being considered, including:
 Work with each team; clinical oncology, medical oncology surgical oncology, pathology, to
define the format and learning experience of clinical training fellowships
 Work with the clinical divisions to look at ‘fellow’ posts that are currently 100% service
focused; consider how these posts can become more of a development and learning
opportunity for the individual, and how the 20% development time can be realised without
impacting on service provision
 Specific work with Pathology to develop fellowships to complement the service and
enhance the research agenda
 Consider developing additional clinical training fellowship posts through The Christie
Charity, mirroring the nine research fellow posts recently funded
 Explore opportunities to develop GP fellowships with HEE, and teaching fellows with
medical education.

Successes of previous fellows
In early March the Christie School of Oncology visited Penang to run a 2 day FRCR (Fellow of the
Royal College of Radiologist) course for trainee oncologists from Malaysia and Singapore. This
was the first such course to be delivered in this part of Asia and builds on the highly successful UK
course which the School has run for UK trainees for several years.
This project was particularly successful in that it allowed the Christie team of Clinical Oncologists
to work alongside 8 of our previous clinical fellows who have since returned to Malaysia and play a
critical role in delivering cancer care across the country. Our joint faculty also included a fellow who
is now the president of the Malaysian Oncological Association.
This venture in addition, provided us with an opportunity to set up a collaboration with the
University Sains Malaysia and participate in the Malaysian Annual Oncological Scientific
conference. This conference was opened by the Minister of Health who thanked the Christie for
our important contribution and emphasised Malaysia’s commitment to further links in the fields of
education and cancer research.

Integration and fellows in The Paterson Redevelopment
The School has proposed a vision to support integration of services on the 7th Floor of the
Patterson. It encompasses, a number of differing types of spaces which will support the clinical
and research teams to come together, discuss ideas, share experiences and form collaborative
relationships. The “Hub on the 7th” space will be supported by access to knowledge management
services through a virtual library, and the fellowship office to coordinate fellowship activities.
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Our Vision
•
•
•
•
•
•

Library without walls
Fellows office
An informal, collaborative space
A quiet zone for private study
A lecture room for 50
A facility for the public

Plans have been well received by the clinical reference group as they bring together the
aspirations of all teams, thought facilitating integrated working, and ensuring the leaders of the
future get opportunities to work across traditional boundaries and develop working relationships
which they can take forward in their careers.

The Christie International Bursaries
The international bursary programme was originally designed to support Christie staff in
developing formal partnerships in both education and research to the benefit the Christie and its
patients.
Each year the School and R& D come together to offer bursaries to individuals or small groups of
staff to travel to gain knowledge and insight and bring innovation to The Christie in education or
research. The Tomkinson bursary also supports this aspiration and is available to any member of
staff.
In 2018-9 five individuals or teams who won bursaries to travel and to connect with teams
undertaking similar work to themselves. The groups presented their experiences at a recent grand
round, demonstrating the huge potential of such opportunities not only to innovate our services, but
also to created networks and relationship with other world leading cancer centres. The bursaries
supported:
 Prostate Cancer Specialist Nursing an Australian Experience – Helen Johnson (Christie
uro-oncology CNS)
 Advanced Nurse Practitioners in clinical research a US experience– Lorraine Turner (ANP
for ECMT and Breast Oncology) & Vicky Lau (breast clinical research nurse team leader)
 Immune effector cell therapy, a US experience – Michelle Davies (ANP Advanced
immunotherapy research), Susan Neeson (Lymphoma research team lead) & Dr John
Barnes (Consultant in anaesthesia and critical care)
 Working together in PET-CT with Australia – Anita Garvey (PET-Ct Education programme
lead) Dr Rohit Kochhar (Consultant Radiologist)
 Workforce education & development an Australian experience – Julia Owen (Head of
workforce education)
The presentations demonstrated great opportunities to learn by spending time in other units, as
well as the benefits of forging global relationships. Many of the teams reported intended reciprocal
visits, opportunities to collaborate on research, and forging of new professional friendships.
Acknowledgment: The School is very proud of the achievement of all members of the team and is
very grateful for the support of the Board and of the expert clinical staff in the Trust without whom
this work would not be possible.
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Integrated Performance &
Quality Report
April 2019

Caring

Safe

Responsive

Effective
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Well Led
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Month 1 (April) 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 April has seen a forecasted 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 slightly increased but remains below plan. There is one risk rated at 20 which is
related to our 62 day performance, three 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 97.8% positive response score.
Patient safety
There have been no cases of MRSA bacteraemia in April and four cases of healthcare attributable
C-difficile, of which none of these were deemed due to a lapse in care.
Finance
The Trust is exceeding the NHSI Control Total by £189k 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 £913k, which is £357k above plan.
Our recurrent and in-year CIP positions are on trajectory with recurrent performance at 4.5% and in
year performance at 17.7% delivered.
Under the Single Oversight Framework, our Use of Resources score is 1.
Agency spend is below the NHSI ceiling both in month and cumulatively.
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2019/20 Dashboard
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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
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62 Days (New Breach Allocation Policy)
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62 Day Standard

1.1.2

24 Day Standard
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1.1.5

Cancer Standards – 62 Days – (Clinical
Support & Specialist Surgery) – New Breach
Allocation Policy
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31 Day Performance
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85%

1.1.6

18 Weeks Incomplete Pathways
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1.1.7
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1.1.8
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Diagnostic Waiting Times - MRI
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Radical Threshold

1.2

1.2.1

Trust Internal Standards

Pharmacy Waiting Times

100.0%
95.0%
90.0%
85.0%
80.0%
75.0%
70.0%
65.0%
60.0%
55.0%
50.0%
Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Waiting Time Compliance
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Mean

UCL

LCC

1.2.5

Number of PET Scans

1.2.6
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1.2.9

Inpatient Length Of Stay - (Days) - Emergency

Longest Inpatient Length of Stay (LOS) (at month end)
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Patient admitted as an emergency on 12 December and as of 30 April had been an inpatient for 143 days.
1.2.10 Transfers (Rolling 12 Months LOS)

1.2.11 LOS Over 30 Days
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1.2.13 Patients Recruited to Trials
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Predicted

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

Activity
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1.3.1

Summary Activity – In Month & YTD

1.3.2

1 Cut Data & Refresh Variance

1.3.3
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1.5
1.5.1

Financial Summary In Month
Income & Expenditure

• The month 1 EBITDA position has a surplus of
£2,949k (£320k above plan).
• The month 1 I&E surplus is £913k (£357k above
plan).
• The Trust has achieved (£189k above plan) the
NHSI Control Total and our position assumes
meeting all criteria for Provider Sustainability
Fund core funding.
• Under the Single Oversight Framework, the
Trust’s finance score is 1.
• CIP delivery stands at 17.7% in year and 4.5%
recurrently.
• Agency spend is below the NHSI ceiling.

1.5.2

Trust Performance against NHSI Control
Total
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0

Control Total - Actual (£000's)

1.6

Balance Sheet & Liquidity

•

Cash balances stand at £117,330k (116.3% of
plan).
Debtor days have decreased to 16 in line with
year-end and quarterly trend.
Capital expenditure stands at 95.2% of the
plan.

•
•

Trust Plan
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Plan

1.6.1

Exchequer Cash Balances

1.6.2
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1.6.3

Medical staff

Cash Flow Plan
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Nurse staff

Clinical staff

Non clinical staff

Total agency/other

1.7

CIP

The annual target for CIP in 2019-20 is £8.6m in year and £6.6m recurrently. At the end of month 1, 4.5% of
recurrent and 17.7% of in year efficiency savings against the targets have been identified and removed from
budget.
• Within month 1, 4 PIDs were submitted and completed in month.
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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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2.3.3
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2019/20 Total

19/20 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
Review of all breach pathways
Review of referral pathways
Task and Finish Group established to review administration
functions
Mitigation delivery plans being developed
Trajectory for improvement in place
The Workforce Committee has revised its terms of reference
to focus more 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.

16

30
Jun
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
development.
The Workforce Committee will receive monthly progress
reports
Streamlined process for PIDs, involving Finance and the
Transformation team, to ensure accurate recording,
monitoring and reporting of CIP position
New governance structure of congresses and boards to be
accountable for improved efficiency / CIP delivery
Monthly joint performance review for 2 clinical divisions with
Digital Services
Ensure performance against clinical contracts and reduce
operational cost
Key risk areas to be identified for investigation and resolution
Recurrent gap £6.670m
PIDs to be transacted in month 1 reporting total £0.300m
All regular control measures in place e.g. internal bank list,
allocation of teams/clinic days to maximize cover,
prioritization of OOH cover.
Addition of GP Trainees from Feb 19
Introduction of Physician Associates in May 2019
Rota frequency reduced to minimise slot gaps
Use of external agency doctors to cover long term rota gaps
pending JOF start dates.
JOF recruitment for August 2019

3
NEW

Recurrent Financial Risk
2019-20 - failure to achieve
recurrent cost improvement
programme and not improve
efficiency. Risk of adversely
impacting Trust's risk rating
with NHSI.

16

31 Jul
2019

4


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.

16

31
May
2019

15

10
Jun
2019

Agency booking procedure updated and communicated
Divisional leads identified
On-going communication
Monthly audit undertaken
Escalation through R&QGC

31 Jul
2019

Document Ratification Committee meet monthly to ratify new
and updated policies, procedures and clinical guidelines
Departments and disease groups review own documentation
A review of the current sharepoint has taken place, a
company has been employed to decommission both
sharepoints and move to a supported platform. Policies &
procedures have been locked down on Hive and a review is

5


6


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

15

60

Target date for
reduction of
score

Current Score

Risk Number

Risk

Control Measures

now underway.
A business case is on the Digital Board May agenda for a
project manager and analyst support to deliver a new system
for managing documents across the Trust.
A centralised document management solution will be
sourced as part of this project.
The Task and Finish group that is in place will be reviewing
current policy and procedures and tidying up current content
until the future direction is established.

7


8


9


Trust is at risk of cyberattack due to not
modernising its IT system
and conforming to NHS
digital standards.
15
This could 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

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

15

15

03
Jun
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.

31
May
2019

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

28
Jun
2019

March 2019 - All current SLAs 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.
Agreement to use Ward 3 from June 2019

2.4.7

Exception Reports

None
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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

80

16.00%

70

14.00%

60

12.00%

50

10.00%

40

8.00%

30

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%
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94.00%
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93.00%
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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
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PALS Contacts
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4.3
4.3.1

2018/19 Total

2019/20 Total

Friends & Family Test
Inpatients & Daycases

4.3.2
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4.3.3

2018/19 Total

% Recommended

Outpatients

Threshold

Inpatients by Ward
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% Recommended

4.4

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

4.5

% response

% recommend as a place for treatment

Executive Walk rounds

th

4 April 2019 – Speech & language Therapy – Director of Fundraising & Corporate Affairs
Things to be proud of:
• Following and supporting patients through their care pathway – mainly head and neck patients. This
works very well and the team has received good feedback from both patients and clinicians
• The team members have their own specialist areas, but can contribute and provide cover for
colleagues
• Implementation of IDDSI in conjunction with Dietetics. This involved a lot of work to respond to a
patient safety alert and to ensure staff training was addressed
• No incidents reported for a long time (3½ years)
Challenges:
• The team is very small, currently short-staffed, with some long-term sickness. They would like some
understanding from the trust on why they cannot be more proactive at present
• The team has experienced a turbulent 2 years where, from the service development perspective, there
have been few opportunities for personal and service development
• Team feel guilty at not having been able to get involved in projects
• Space for the team is an issue – the staff are currently split geographically and would function even
more effectively if they are co-located. They need to discuss the estates strategy with Divisional
Director of the surgical directorate, to ensure their service is included in future plans and where it sits
• Ensuring activity is recorded in the right way – activity figures have been set and activity that is not
currently being recorded will be from 2020
Things to take forward:
• Team is going ‘back to basics’ to rebuild and move forward
• Team is looking forward to an Away day planned for May 2019. This will provide an opportunity to plan
a strategy for the team and how to move forward
• Clinical effectiveness work is currently being planned – suggest contacting the Clinical Audit and
Quality Improvement Team for support and guidance
• Have coffee with the CEO – he would love to meet the team and hear about what they are doing
• Consider use of a volunteer to support the speech & language therapists
th

16 April 2019 – Acute Oncology Outreach Nurses - Director of Finance & Business Development
Things to be proud of:
• The team is exceptionally busy and at times have been very short staffed, due to sickness. Despite this
the team feel they are supportive of each other and are always willing to help.
• Team is well managed and staff feel well supported by their manager
• Excellent support for education and training. There are team days where training for new
developments/techniques is offered to staff. Staff have attended the ALS course and Paediatric
Course.
• Outreach nurses feel that ward staff are very appreciative of them. They are considered helpful and
approachable and are often sought for advice or support when on wards if medical staff are not
available. For example, support in DNAR cases.
• Communication is excellent within the team. The manager attends many committees and information
is disseminated to the team well.
• There is good handover between day and night staff.
Challenges:
• The main challenge is that of staffing and this matter was raised at the previous Executive Walk
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Round. There has been sickness in the team and cover has been managed between existing staff.
This can mean that staff are working extra shifts to ensure cover. This is a significant risk to patient
and staff. One suggestion was to make more staff permanent. The matter has been escalated to
divisional board.
• CCU has also been short staffed. As a result the outreach team have been escalated at times
meaning additional pressure on an already overstretched team. It also means that there is no outreach
cover at times. The manager is seeking to resolve this.
• NEWS2 the new early warning score system has been rolled out across the Trust and this has led to
an increase of calls to the team as more patients are scoring as high risk.
Things to take forward:
• There are not enough computers for use on wards and the use of hand held devices for the outreach
nurses is being looked into. This would make documentation timely and speedy.
• The kitchen by the outreach nurses is used by lots of teams and this needs to be reviewed. Staff often
eat in the office.
th

9 April 2019 – Pat Seed Department - Medical Director
Things to be proud of:
• Strong supportive team who always help each other.
• Delivering excellent patient care to more than 100 patients a day in an environment that was designed
for fewer patients.
Challenges:
• Staff are extremely patient-focussed and working towards improving the environment to enhance
patient flow and experience
• Reception/clerical staff feel overwhelmed by increased workload that includes the need to book scan
slots face to face, answer phone calls for re-booking slots, teams requesting slots within core hours for
patients such as those requiring a blood test for the next clinic appointment and scheduling around
these requirements
• Additional impact from demand on CT reporting capacity leading to additional telephone enquiries
adds to pressure on clerical team.
• The tele-tracking system is frustrating and disempowering porters who want to be responsive to patient
care needs, and causes delays for radiographers and patients
• Shortage of radiographers and difficulty recruiting, particularly to part time roles that still need to cover
full time hours extended days one week a month; uncertainty about departmental recruitment plans
• Unnecessary delays and rescheduling of inpatients because patients not prepared for their CT scans
when staff arrive to collect them
• Congested environment with temporary solutions for patient waiting areas
Things to take forward:
• Reminder/education to wards regarding the importance of timely preparation of inpatients for CT scans
to avoid impact through a knock on effect on other patients and staff
• Review processes to book CT biopsies with IPU, particularly in the afternoon when IPU admin staff
have left and ensure patients are fully informed
• Review of how well tele-tracking is working within CT department, with survey of inpatient experience
of portering; consider how this can be made more flexible and responsive to immediate needs.
• Review with managers and estates the use of vacant space within the department as a better interim
solution for patient comfort and privacy while waiting, particularly to relieve pressures around mixed
sexes / gowned patients
• Help staff feel listened to by reviewing communication between managers and staff around progress
with recruitment to vacancies and responses to staff suggestions
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
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5.3

PDRs

5.4

Essential Training

5.5

Staff Turnover

5.6

Exception Reports

None.
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Owners
Fiona Noden, Chief Operating Officer
Wendy Makin, Medical Director
Joanne Fitzpatrick, Director of Finance & Business Development
Jackie Bird, Chief Nurse & Executive Director of Quality
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Marie Hosey, Assistant Chief Operating Officer – Performance & Operational Standards
Report Produced by Andrew Gibson – Senior Performance Lead
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Agenda item 20/19b
Meeting of the Board of Directors
Thursday 23rd May 2019

Subject / Title

NHS Improvement self-certification declarations

Author(s)

Company Secretary

Presented by

Chief Executive
NHS foundations trusts are required to undertake the
following self-certification declarations:
•

G6 (systems for compliance with licence conditions) &
CoS7 (continuity of service – availability of resources)

•

FT4 (corporate governance statement)

•

Training of governors

Summary / purpose of paper

Recommendation(s)

To approve the declarations

Background papers

NHS Improvement’s annual plan review

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.

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

CoS – continuity of service
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Agenda item 20/19b
Meeting of the Board of Directors
Thursday 23rd May 2019
NHS Improvement self-certification declarations

1.

Introduction
NHS foundation trusts are required to self-certify whether or not they have complied
with the conditions of the NHS provider licence (which itself includes requirements to
comply with the National Health Service Act 2006, the Health and Social Care Act
2008, the Health Act 2009, and the Health and Social Care Act 2012, and have regard
to the NHS Constitution), have the required resources available if providing
commissioner requested services and have complied with governance requirements.
Providers therefore need to self-certify the following after the financial year end:
NHS provider licence condition
• The provider has taken all precautions necessary to comply with the licence, NHS
Acts and NHS Constitution (Condition G6)
• If providing commissioner requested services, the provider has a reasonable
expectation that required resources will be available to deliver the designated
service (Condition CoS7)
• The provider has complied with required governance arrangements (Condition
FT4)
• Governor training
The aim of self-certification is for providers to carry out assurance that they are in
compliance with the conditions.
We are no longer required to return our completed provider licence self-certifications or
templates to NHS Improvement. Instead NHS Improvement will contact a select
number of NHS foundation trusts to ask for evidence that they have self-certified. This
can either be through providing the completed templates or relevant board minutes
and papers recording sign-off.

2.

Recommendation
The board is asked to note and approve the self-certifications for:
•
•
•

G6 systems for compliance with licence conditions and CoS7 (continuity of
service) – availability of resources (appendix 1)
FT4 corporate governance statement (appendix 2)
Governor training (appendix 3)
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Appendix 1

2018-19

Worksheet "G6 & CoS7"

Financial Year to which self-certification relates

Please complete the
explanatory information in cell
E36

Declarations required by General condition 6 and Continuity of Service condition 7 of the NHS provider
licence
The board are required to respond "Confirmed" or "Not confirmed" to the following statements (please select 'not confirmed' if confirming another
option). Explanatory information should be provided where required.

1&2
1

General condition 6 - Systems for compliance with licence conditions (FTs and NHS trusts)
Following a review for the purpose of paragraph 2(b) of licence condition G6, the Directors of the Licensee are Confirmed
satisfied that, in the Financial Year most recently ended, the Licensee took all such precautions as were
necessary in order to comply with the conditions of the licence, any requirements imposed on it under the NHS
Acts and have had regard to the NHS Constitution.

3

Continuity of services condition 7 - Availability of Resources (FTs designated CRS only)

3a

After making enquiries the Directors of the Licensee have a reasonable expectation that the Licensee will have Confirmed
the Required Resources available to it after taking account distributions which might reasonably be expected
to be declared or paid for the period of 12 months referred to in this certificate.

3b

After making enquiries the Directors of the Licensee have a reasonable expectation, subject to what is
explained below, that the Licensee will have the Required Resources available to it after taking into account in
particular (but without limitation) any distribution which might reasonably be expected to be declared or paid for
the period of 12 months referred to in this certificate. However, they would like to draw attention to the
following factors (as described in the text box below) which may cast doubt on the ability of the Licensee to
provide Commissioner Requested Services.

OK

EITHER:

Please fill details in cell E22

OR

Please Respond

OR

3c

In the opinion of the Directors of the Licensee, the Licensee will not have the Required Resources available to
it for the period of 12 months referred to in this certificate.
Statement of main factors taken into account in making the above declaration
In making the above declaration, the main factors which have been taken into account by the Board of
Directors are as follows:
We have maintained our Single Oversight Framework rating of 1 for finance and use of resources and we
have exceeded our NHSI control total.

Signed on behalf of the board of directors, and, in the case of Foundation Trusts, having regard to the views of the governors

Signature

Name Christine Outram
Capacity Chairman
Date 23rd May 2019

Signature

Name Roger Spencer
Capacity Chief Executive
Date 23rd May 2019

Further explanatory information should be provided below where the Board has been unable to confirm declarations under G6.
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Please Respond

Appendix 2
Worksheet "FT4 declaration"

2018-19

Financial Year to which self-certification relates

Corporate Governance Statement (FTs and NHS trusts)
The Board are required to respond "Confirmed" or "Not confirmed" to the following statements, setting out any risks and mitigating actions planned for each one

Corporate Governance Statement

Response

Risks and Mitigating actions

1

The Board is satisfied that the Licensee applies those principles, systems and standards of good corporate
governance which reasonably would be regarded as appropriate for a supplier of health care services to the
NHS.

Confirmed

No material risks identified. CQC Inspection of the 'Well Led' Domain assessed as 'Outstanding'.

2

The Board has regard to such guidance on good corporate governance as may be issued by NHS Improvement
from time to time

Confirmed

No material risks identified. Assurance as above.

3

The Board is satisfied that the Licensee has established and implements:
(a) Effective board and committee structures;
(b) Clear responsibilities for its Board, for committees reporting to the Board and for staff reporting to the
Board and those committees; and
(c) Clear reporting lines and accountabilities throughout its organisation.

Confirmed

No material risks identified. The CQC reviewed the effectiveness of the Board of directors and its Committees as part of the
'Well Led' review, assessed as 'Outstanding'. There are a wide range of controls in place including the Scheme of Delegation
and Standing Financial Instructions. There are clear terms of reference for all committes and we undertake an annual
committee effectiveness review. All board members are subject to an annual appraisal (the NEDs and the CEO have
appraisals led by the chairman, the chairman has an appraisal led by the senior independent NED and the executive directors
have appraisals led by the chief executive). There is a clear organisational structure with clear reporting lines.

4

The Board is satisfied that the Licensee has established and effectively implements systems and/or processes:

Confirmed

There are a range of systems and/or processes in place which evidence the Trust's on-going compliance. The trust holds
monthly board of directors meetings and receives a monthly Integrated Performance Report structured to reflect performance
against key indicators. The trust also holds monthly meetings of its assurance committees (Quality Assurance and Audit) in
line with the trust's constitution. The board also receives and approves the Annual Plan and receives monthly updates from the
Executive Director of Finance & Business Development.

(a) To ensure compliance with the Licensee’s duty to operate efficiently, economically and effectively;
(b) For timely and effective scrutiny and oversight by the Board of the Licensee’s operations;
(c) To ensure compliance with health care standards binding on the Licensee including but not restricted to
standards specified by the Secretary of State, the Care Quality Commission, the NHS Commissioning Board and
statutory regulators of health care professions;
(d) For effective financial decision-making, management and control (including but not restricted to
appropriate systems and/or processes to ensure the Licensee’s ability to continue as a going concern);
(e) To obtain and disseminate accurate, comprehensive, timely and up to date information for Board and
Committee decision-making;
(f) To identify and manage (including but not restricted to manage through forward plans) material risks to
compliance with the Conditions of its Licence;
(g) To generate and monitor delivery of business plans (including any changes to such plans) and to receive
internal and where appropriate external assurance on such plans and their delivery; and
(h) To ensure compliance with all applicable legal requirements.

5

The Board is satisfied that the systems and/or processes referred to in paragraph 4 (above) should include but
not be restricted to systems and/or processes to ensure:

The Board Assurance Framework is discussed at each meeting of the board and the assurance committees and has received
a green rating from our internal auditors.
Further assurance is gained via the external audit opinion, Internal Audit annual plan (approved by the Audit Committee) and
the risk & quality governance committee meetings. The clinical divisions feed into monthly management board meetings,
attended by senior clinicians and managers, which in turn feeds into the board of directors.
In regard to the Single Oversight Framework our finance and use of resources score has again been rated as 1.

No material risks identified. There are a range of systems and/or processes in place which evidence the Trust's on-going
complaince with this requirement, including the composition of the board of directors (there are no vacancies on the board).

Confirmed

The quality assurance committee reviews quality of care including approval of the annual clinical audit plan, learning from
deaths, reports on patient safety and experience, health & safety and updates from the risk & quality governance committee.
We were once again rated as Outstanding by the health regulator becoming the first specialist trust in the country to be given
their highest accolade twice.

(a) That there is sufficient capability at Board level to provide effective organisational leadership on the quality
of care provided;
(b) That the Board’s planning and decision-making processes take timely and appropriate account of quality of
care considerations;
(c) The collection of accurate, comprehensive, timely and up to date information on quality of care;
(d) That the Board receives and takes into account accurate, comprehensive, timely and up to date information
on quality of care;
(e) That the Licensee, including its Board, actively engages on quality of care with patients, staff and other
relevant stakeholders and takes into account as appropriate views and information from these sources; and
(f) That there is clear accountability for quality of care throughout the Licensee including but not restricted to
systems and/or processes for escalating and resolving quality issues including escalating them to the Board
where appropriate.

6

The Board is satisfied that there are systems to ensure that the Licensee has in place personnel on the Board,
reporting to the Board and within the rest of the organisation who are sufficient in number and appropriately
qualified to ensure compliance with the conditions of its NHS provider licence.

Single Oversight Framework - we have again been rated as 1 for all of the five themes of:
• Quality of care
• Finance and use of resources
• Operational performance
• Strategic change
• Leadership and improvement capability (well-led)

There are a range of controls in place to mitigate staffing risks. These include ward staffing reviews, e-rostering for all ward
staff and a centralised bank for nursing posts. The board of directors receives a monthly safe staffing update via the
integrated performance report.

Confirmed

Signed on behalf of the Board of directors, and, in the case of Foundation Trusts, having regard to the views of the governors

Signature

Name Christine Outram

Signature

Name Roger Spencer

Further explanatory information should be provided below where the Board has been unable to confirm declarations under FT4.
A
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Appendix 3
Worksheet "Training of governors"

Financial Year to which self-certification relates

2018-19

Please Respond

Certification on training of governors (FTs only)
The Board are required to respond "Confirmed" or "Not confirmed" to the following statements. Explanatory information should be provided where required.

Training of Governors
1

The Board is satisfied that during the financial year most recently ended the Licensee has provided the necessary training to its
Governors, as required in s151(5) of the Health and Social Care Act, to ensure they are equipped with the skills and knowledge they
need to undertake their role.

Confirmed

Signed on behalf of the Board of directors, and, in the case of Foundation Trusts, having regard to the views of the governors

Signature

Name Christine Outram
Capacity Chairman
Date 23rd May 2019

Signature

Name Roger Spencer
Capacity Chief Executive
Date 23rd May 2019

Further explanatory information should be provided below where the Board has been unable to confirm declarations under s151(5) of the Health and Social Care Act
A
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Agenda Item 21/19a
Meeting of the Board of Directors
Thursday 23rd May 2019

Subject / Title

Board Assurance Framework 2019/20

Author(s)

Louise Westcott, Company Secretary

Presented by

Chief Executive Officer

Summary / purpose of paper

This paper provides the board with the latest version of the
Board Assurance Framework that summarises the risks to
achievement of the corporate objectives 2019/20. The cover
paper gives detail of any recent changes and risks that
require further consideration.

Recommendation(s)

To note the refreshed Board Assurance Framework (BAF)
2019/20 and consider any further updates

Background papers

Board assurance framework 2018/19. Corporate objectives
2019/20, operational plan and revenue and capital plan
2019/20.

Risk score

N/A

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.

•

Trust’s strategic direction

•

Divisional implementation plans

•

Our Strategy

•

Key stakeholder relationships

BAF
Board assurance framework
CN&EDoQ Chief nurse & executive director of quality
EDoF&BD Executive director of finance & business
development
EMD
Executive medical director
COO
Chief operating officer
DoW
Director of workforce
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Agenda Item 21/19a
Meeting of the Board of Directors
Thursday 23rd May 2019

Board Assurance Framework 2019/20

1

Introduction
The draft board assurance framework (BAF) 2019/20 was presented to the Board in March
and to the Audit Committee in May. Further review of the board assurance framework has
taken place by the executive team since the draft was produced.
The following updates to the BAF have been made since it was presented to Board in March;
•

New risk added 2.2 - Risk to research profile and output through reduced funding &
changes to clinical trial legislation as a result of EU Exit

•

New risk added 6.8 - Reputational damage, service disruption and financial loss due to
cyber-attack as a result of out of date IT systems / not conforming to NHS digital
standards.

2

Suggested updates
There are no suggested updates to the risks identified in the Board Assurance Framework in
May.

3

Recommendation
The Board is asked to note the board assurance framework (BAF) 2019/20 that reflects the
risks to achievement of the corporate objectives.
The Board is also asked to consider feedback from the Audit Committee in May and any
updates following their discussion.
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BOARD ASSURANCE FRAMEWORK 2019-2020

Position at end of Q4

Position at end of Q3

Position at end of Q2

Position at end of Q1

Gaps in assurance

None identified

9

0

Target risk score

Assurance

Opening Position

Key Gaps in Controls

1.1

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

CN&EDoQ

3

3

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

1.2

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

CN&EDoQ

2

4

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

8

Management Board and Board of Directors monthly Integrated
performance and quality report. National survey results
None identified
presented to Board of Directors. Action plans monitored through
the Patient Experience Committee

8

4

1.3

Non achievement of the quality outcomes for the
2019-20 CQUINS indicators.

CN&EDoQ

2

4

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

None identified

8

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

8

4

None identified

12

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

None identified

12

4

None identified

12

Regular reports to Board. CQC Outstanding rating for
outpatients.

None identified

12

8

None identified

12

8

None identified

8

0

Gaps in assurance

Opening Position

Key Control established

Current Risk Score

Exec Lead

Impact

Principal Risks

Likelihood

Number

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

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

1.6

Commissioning decision making impacting on
patient care

1.7 Lack of preparedness for a CQC inspection leading
NEW to a poor performance

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.
System for assessment of ulcers / grading used. Training across the trust (focus on theatres/critical care).
New criteria for assessment & expectations released by NHSI around pressure ulcers - internal review
undertaken.New NHSI requirments for reporting pressure ulcers from Nov 18, reported from Dec 18.
Maintain low rates of catheter associated UTI's and maintain 95%+ VTE assessments.

9

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

CN&EDoQ

3

4

COO

3

4

EDoF&BD

4

3 Monthly meetings with CCGs & NHSE. Monthly meetings with commissioners.

None identified

12 Agreed contract for 19/20

EDoN&Q

2

4

None identified

8

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

Timetable of mock inspections arranged. Looking at Trust wide requirements

Feedback from mock inspections reported to management
board and board of directors

6

3

Oversight of potential legislative
impact

8

Levels of risk and mitigation reported through Research Division
none identified
Board and Christie Research Strategy Committee

8

8

10

5

2

3

Risk to research profile and output through reduced
2.2
funding & changes to clinical trial legislation as a
NEW
result of EU Exit

EMD

2

4

Regular dialogue with national funding organisations on potential impact; open dialogue with strategic
pharma partners; strong academic investment strategy to retain and attract world leading academics

EDoF&BD /
EMD(S)

2

Programme board established with UoM & CRUK. Funding plan agreed in principle. Preliminary review to
5 Board in June 18. MoU finalised. Detail at each Board. Draft full business case (FBC) to November Board, None identified
FBC approval to Jan 19 Board. Additional board sessions to disucss complex case.
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Target risk score

None identified

EMD

Failure to deliver the Paterson building replacement

Position at end of Q4

6

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

2.3

Position at end of Q3

None identified

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.

Performance management system in place to track real time delivery; set-up review group in place to
make recommendations for improvements; regular review at disease team quarterly assurance meetings;
SLAs established with each service department involved in set up and delivery.

2.1

Assurance

Position at end of Q2

Key Gaps in Controls

Position at end of Q1

Key Control established

Current Risk Score

Exec Lead

Impact

Principal Risks

Likelihood

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

10 Regular reports to Board

None identified

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

9

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

Target risk score

9

Position at end of Q4

None identified

Position at end of Q3

3

Gaps in assurance

Position at end of Q2

3

Assurance

Position at end of Q1

EMD

Key Gaps in Controls

Opening Position

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

Key Control established

Current Risk Score

Exec Lead

Impact

3.1

Principal Risks

Likelihood

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

6

4.1

4.2

Delays in implementation of commissioned service
specification impacting on patient experience

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

COO

3

2

None identified

None identified

Commissioner led review completed. Programme of transfer of
services agreed.

None identified

Availability of comprehensive data
with which to compare ourselves

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.

12

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

6

Target risk score

Position at end of Q4

Position at end of Q3

Position at end of Q2

Gaps in assurance

Continue to provide commissioned services

4
Urology - commissioning decision made. Christie to provide prostate services as key provider under
agreed specification.

EMD(S)

Assurance

Position at end of Q1

Key Gaps in Controls
2 different service delivery models
in GM.

Opening Position

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 service delivery.

Current Risk Score

Exec Lead

Impact

Principal Risks

Likelihood

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

12

8

6

6

5.4

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

Gaps in assurance

None identified

12

8

Target risk score

Tariff structure resulting in a recurrent loss of income

Position at end of Q4

5.3

Position at end of Q3

Impact of GM pathology on The Christie Pathology
Partnership objectives

Position at end of Q2

5.2

Assurance

Position at end of Q1

Non-delivery of our refreshed chemotherapy strategy

Key Gaps in Controls

Opening Position

5.1

COO /
EDoF&BD

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

3

Option appriasal of mobile unit versus static/hospital based provision. Refreshed chemotherapy strategy
approved. Option appraisal undertaken for new sites. Approval of business case for Christie @ East
4 Cheshire June 18. Regular updates to Board. Project Board with partners in place. Strategy on track but
constrained by other trusts. Strategy on track but constrained by other trusts. Expansion on Withington
site. Further capacity availability being sought in Wigan, Bolton and Oldham.

None identified

12 Reports to Management Board

COO/
EDoF&BD

3

The Christie Pathology Partnership board established. Operational management reviewed. Attendance at
3 meetings. Working with partners in GM around HMDS and Genomics services. HMDS operational from
November 2018.

None identified

9

Reports to BoD from The Christie Pathology Partnership board
meetings.

None identified

9

6

EDoF&BD

3

5

Changes in specialist
commissioning

15

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

None identified

15

10

COO

2

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

None identified

8

Regular reports to Board and Audit Committee

None identified

8

6

Participating at national level to influence development of specialist tariffs. Activity growth confirmed.
Working with other cancer centres on refreshed chemotherapy and radiotherapy tariff. Trust response to
specialist commissioning intentions 2019/20. Trust response to national tariff changes 2019/20. Monthly
meetings with commissioners.
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6.2

Key performance targets not achieved

Financial performance target not achieved

EDoF&BD

3

4

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

None identified

Agreement of control total for 2019/20 with NHSI. Growth monies allocated to divisions to ensure delivery
of activity target. CIP target set.

Changes in specialist
commissioning as a consequence
of GM Devolution

8

Position at end of Q4

Position at end of Q3

Position at end of Q2

Position at end of Q1

Gaps in assurance

Continued achievement of all key performance targets

None identified

8

4

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

None identified
12

0

Assurance

12

Target risk score

2

Current Risk Score

COO

Key Control established
Key Gaps in Controls
Executive led monthly divisional performance review meetings. Integrated performance & quality report to
4 Management Board and Board of Directors monthly. Digital Maturity board meeting monthly (includes
None identified
cyber security).

Opening Position

6.1

Exec Lead

Impact

Principal Risks

Likelihood

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

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

COO

3

4

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
None identified
of savings agreed. Executive led recovery plan in place monitored through weekly meetings, performance
review, Management Board and Board.

12

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

None identified

12

0

EDoF&BD

2

4

Internal capability & expertise to
External analysis undertaken to identify options to address issues with CWP (clinical web portal). Business
support system going forward.
case in development for EPR.
CWP built on an outdated platform

8

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

None identified

8

4

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

COO

4

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.

Failure to implement Christie Private Care strategy
resulting in detrimental impact on profit share

EDoF&BD

2

4

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

EDoF&BD

2

EDoF&BD

2

6.3

Non delivery of transformation schemes (CIP)

6.4

Current EPR unable to support delivery of
operational objectives

6.5

6.6

Introduction of a system control total resulting in a
deterioration of our SOF score
Reputational damage, service disruption and
6.8 financial loss due to cyber-attack as a result of out of
NEW date IT systems / not conforming to NHS digital
standards.
6.7

Escalation meetings taking place.

20 Regular reports to Board

None identified

20

8

None identified

8

Regular reports to Board

None identified

8

8

2

Attendance at GM meetings (PFB / GM DoF's / GM Dir of Ops).GM Partnership under-writing the financial
None identified
risk to providers.

4

Regular reports to Board. GM partnership agreement.

None identified

4

4

4

Business case approved April 2019. Infrastructure in place to support new
operating system (OS). New PCs being rolled out with new OS. Monitoring taking place through IG panel.

6

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

None identified

6

4

None identified

9

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

6

6

20 National staff survey 2018

None identified

20

15

Gaps in assurance

Opening Position

None identified

15

Monthly monitoring us usage in School of Oncology, quarterly reports to Workforce committee.
Development of apprenticeships positions built into vacancy process. Agreement in workforce planning
3 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 systems
2
and paperwork.
Workforce projects aligned to service transformation programmes. Quarterly updates. Use of 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)5
Introduction of Physician Associates. Use of external agency to cover out-of-hours gaps
where possible and to cover in-hours where significant shortfall. Re-advertise new JOF vacancies. Nurse,
AHP and Medical Recruitment & Retention project group in place

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

9

Regular report to board

Trustwide performance at 86.1%

6

National staff shortages impacting
recruitment

DoW

3

7.3

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

DoW

3

Risk of negative impact on delivery of services and
7.4
staff engagement levels due to Trustwide staffing
NEW
gaps

DoW

4

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

Target risk score

9

6

Underutilisation of the apprenticeship levy

Position at end of Q4

None identified

None identified

7.2

Position at end of Q3

3

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

Key Gaps in Controls

Position at end of Q2

Opening Position
6

2

Key Control established

Position at end of Q1

Gaps in assurance
None identified

Current Risk Score

Exec Lead
DoW / COO

Impact

Target reductions in sickness levels not achieved

Likelihood

Principal Risks
7.1

Current Risk Score

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

8.1

Impact on our ability to obtain planning approval for
future capital developments.
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None identified

Target risk score

Position at end of Q4

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 &
15
Board of Directors. Monthly meetings with MCC. Capital
programme shared with MCC and Board of Directors. Plans for
tiered car parking approved Jan 18.

Position at end of Q3

3

Key Gaps in Controls

Position at end of Q2

EDoF&BD

Key Control established
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 travel plan and
5
sustainability plan in place. Car park business case approved and planning granted. Expansion of
controlled parking zone approved. Monthly meetings with MCC planning team and extensive engagement
programme in place.

Position at end of Q1

Exec Lead

Impact

Principal Risks

Likelihood

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

5
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Audit Committee Annual Report
April 2018 – March 2019
1.

Introduction
The purpose of this report is to formally report to the Board of Directors on the work of the
Audit Committee during the period 1st April 2018 to 31st March 2019 and to set out how it has
met its terms of reference and priorities.

2.

Committee membership and meetings
The committee was chaired throughout the year by Neil Large, non-executive director, who
has the required financial expertise to enable him to express informed views about financial
management. The other members of the committee are Kathryn Riddle and Robert
Ainsworth.
The committee is also attended by the executive director of finance & business development,
the chief nurse & executive director of quality, appointed representatives from the finance
department and representatives of external audit, internal audit and counter fraud service
providers. Other directors and other officers can also be invited to attend, particularly when
the committee is discussing an issue that is the responsibility of that director or officer.
There were 5 meetings held during 2018-19: 26th April, 24th May, 26th July, 25th October
2018 and 28th February 2019. There was also a joint meeting with the quality assurance
committee to discuss the external audit review of the financial statements, the external
audit review of the quality accounts and to approve the annual governance statement and
annual report and financial statements 2017-18.

3.

4.

Audit committee members: table of attendance
Name
Audit committee
(out of 5 possible
meetings)
Neil Large (Chair)
5
Kathryn Riddle
2
Robert Ainsworth
5

Joint audit & quality committee
(out of 1 meeting)
1
1
1

Assurance arrangements
The committee has shared responsibility with the quality assurance committee to provide
assurance to the board of directors that The Christie is properly governed and well
managed across the full range of its activities.
In broad terms the audit committee is responsible for all matters relating to corporate,
financial & investment governance and risk management whilst the quality assurance
committee is responsible for clinical & research governance and risk management.
The main responsibilities of the audit committee are set out in the committee’s terms of
reference.

5.

Terms of Reference
The audit committee reviewed its terms of reference (ToR) at its meeting on 26th April 2018
and agreed that:
• the reference to The Christie Charity accounts should be removed from the terms of
reference as these are reviewed through the Charitable Funds Committee.
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•

it was agreed the committee will have oversight of the Trust’s wholly owned subsidiaries
(WOS). This will include a review of governance and effectiveness arrangements and
twice yearly reports from the entity.

The committee also discussed whether the joint ventures should be overseen by the audit
committee but it was felt that as these are independent bodies they should not be included
within the ToR.
With these changes the ToR were approved.
6.

Annual committee effectiveness review
Each year the committee undertakes a self-assessment of its effectiveness. The overall
results were extremely positive and were an improvement on the feedback received from
the previous year’s review. There were only 3 answers, each from a different question, that
received an average score which indicates that this does not represent a concern overall.
The free text comments were very positive and encouraging of the progress of the
committee.

7.

Governance, risk management and internal control process
The audit committee followed the annual reporting cycle 2018/2019, approved at its 26th
October 2017 meeting, to schedule its work throughout the year and it uses a rolling
programme and action log to track committee actions.
The priorities for 2018-19, and the detailed work programme, were based on the corporate
objectives, assurance framework, corporate risk register and discussion with executive
directors.
The Committee uses an audit recommendation tracking report to receive updates and
monitors progress on actions/recommendations for all internal audit reports including those
allocated to the quality assurance committee. Outstanding actions are reviewed at each
meeting and senior managers are asked to attend to explain to the committee the reasons for
any significant delay. At the committee’s request high risk recommendations are reported to
the Risk & Quality Governance Committee to ensure a link to the relevant divisional risk
register.
The committee received a report from the internal auditor at each of its committee meetings
which summarised the audit reports issued since the previous meeting. The committee
received a full report on any internal audits assigned a ‘limited’ audit opinion with the
responsible manager required to attend the next meeting to present their plans to address
the audit recommendations. In addition all limited assurance audits are followed up by an
un-notified audit.
The committee also received an executive director of finance & business development
report at each of its meetings which provided an update on regular and scheduled business
in accordance with the annual reporting cycle and other matters of financial governance
interest.
The annual financial statements are presented to the committee. Areas of significance
for 2018-19 are accounting for the trust joint ventures, fixed asset transactions, adherence
to IFRS15 accounting standard and the presentation of the group accounts to include The
Christie Pharmacy and The Christie Charity. The committee noted the draft accounts
presented were in line with the finance position reported to the board of directors
throughout the year.
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The Christie Pharmacy Ltd
On 11th December 2017 the contract for pharmacy dispensing services at The Christie
transferred from Alcura (Boots) Limited to The Christie Pharmacy Limited, a wholly owned
subsidiary with The Christie as its sole shareholder.
During the year the internal auditors undertook a review to provide assurance that the
overarching arrangements between The Christie NHS Foundation Trust and The Christie
Pharmacy are defined and that supporting controls are in place and operating effectively;
this review received substantial assurance. There were a few recommendations made to
enhance the control and governance arrangements and these actions are being
implemented.
Robert Ainsworth, Chair of The Christie Pharmacy company is a member of the audit
committee; he made a declaration of interest at each meeting where The Christie
Pharmacy was being discussed.
Board Assurance Framework
The Board Assurance Framework (BAF) focuses on the key risks against achievement of
the corporate objectives. The BAF is a ‘live’ document which is continuously reviewed
and updated and is owned by the company secretary.
The Audit Committee has reviewed the BAF to ensure that there is an appropriate spread
of strategic objectives and that the main inherent/residual risks have been identified, as
well as any that are newly arising. This is to ensure that there are no major omissions.
The audit committee reviewed the BAF at each of its meetings and has assured itself that
the process undertaken to populate the BAF is appropriate in that the necessary directors
and managers have been involved and take responsibility for their entries and that there
are no major omissions from the list of controls.
The work of the Audit Committee is not to manage the process of populating the
Assurance Framework or getting involved in the operational development of risk
management processes, either at an overall level or individual risks. These are
operational issues that the committee has satisfied itself are being carried out
appropriately by line management.
The committee is satisfied that the system of risk management in the organisation is
adequate in identifying risks and allows the board of directors’ to understand the
appropriate management of those risks. The committee believes there are no areas of
significant duplication or omission in the systems of governance (that have come to the
committee’s attention) that have not been adequately resolved.
8.

NHS Improvement
NHS Improvement is responsible for overseeing foundation trusts and NHS trusts, as well as
independent providers of NHS-funded care. Their role is to offer support to providers to
ensure they give patients consistently safe, high quality and compassionate care within local
health systems that are financially sustainable.
A Single Oversight Framework, designed to help NHS providers attain and maintain Care
Quality Commission (CQC) ratings of ‘good’ or ‘outstanding’, replaced the Monitor ‘Risk
Assessment Framework’ and the NHS Trust Development Authority’s ‘Accountability
Framework’.
The single oversight framework helps to identify an NHS provider’s potential support needs
across five themes:
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•
•
•
•
•

quality of care
finance and use of resources
operational performance
strategic change
leadership and improvement capability

Individual trusts are segmented according to the level of support they require. There are 4
segments:
Description
1

2

3
4

Providers with maximum autonomy − no potential support needs identified across
our five themes – lowest level of oversight and expectation that provider will support
providers in other segments
Providers offered targeted support − potential support needed in one or more of
the five themes, but not in breach of licence (or equivalent for NHS trusts) and/or
formal action is not needed
Providers receiving mandated support for significant concerns – the provider is
in actual/suspected breach of the licence (or equivalent for NHS trusts)
Special measures − the provider is in actual/suspected breach of its licence (or
equivalent for NHS trusts) with very serious/complex issues that mean that they are in
special measures

Our current performance is rated as 1.
9.

Achievement of the identified priorities
The priorities for 2018-19 were reviewed and allocated between the audit and quality
assurance committees. The priorities are set out below:
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

10.

Assurance Framework Opinion & Risk Management Arrangements
Key financial systems, reporting & integrity
Data protection and security toolkit
Cyber Security
Compliance with targets – chemotherapy data flows
Quality spot checks
ESR/HR payroll controls
Cost improvement programme (CIP)
Portfolio board effectiveness and Transformation Delivery
Christie Pharmacy governance arrangements
IPU contract management
Chemotherapy /Radiotherapy scheduling
Quality accounts
WHO checklist
Inpatient flow

Internal audit
Internal audit is a cornerstone of good governance. Boards need timely and relevant
assurance and look to internal audit to support that objective. Our internal auditor, Mersey
Internal Audit Agency (MIAA), produces a plan of audits to be undertaken during the year.
These are reviewed by the audit committee; additional audits can be added or changes
made to the plan during the year at the request of the audit committee.
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There were three changes to the plan during the year; an audit of volunteer drivers replaced
the audit on ICT programme and project management, the Portfolio board effectiveness and
Transformation delivery was replaced by the Digital Board effectiveness and the compliance with
targets – chemotherapy data flows was an overlap with the chemotherapy scheduling and
therefore the days were added to the quality accounts review.
The contract with MIAA completes during 2019-20, a tender process for the appointment of a
new internal auditor will part of the work plan for the Audit committee.
11.

Assurance activity
Detailed reports have been received throughout the year across the full range of trust
systems.
The internal audit plan 2018-19 was based on a risk assessment approach centred on
discussions with senior staff and non-executive directors and was linked to the
organisation’s assurance framework. The internal audit plan was structured to meet the
NHS internal audit requirements and to provide the Director of Audit’s Opinion which
subsequently contributes to the board’s completion of the annual governance statement.
The following internal audit reports were issued and reviewed by the Audit
Committee during the year:
Audit

Reports issued:
Pressure Ulcers
Volunteer Drivers
Christie Pharmacy Governance
Quality Spot Check (Oncology
Assessment Unit)
Quality Spot Check (Palatine Ward)
Five Steps to Safer Staffing (WHO
Check List)
Chemotherapy Scheduling
ESR Payroll
Key financial systems
Assurance framework opinion
GDPR readiness
Change of Establishment
Charitable Funds
Data Security and Protection toolkit

Assurance

Date reported

Recommendations

High
Limited
Substantial
Substantial

26.07.2018
25.10.2018
25.10.2018
28.02.19

None
2 high, 4 medium, 4 low
4 medium, 2 low
3 medium, 1 low

Moderate

28.02.19

1 high, 4 medium, 1 low

Moderate

28.02.19

1 high, 3 medium, 1 low

Moderate
Substantial
High
NHS requirement met
N/A
High
Substantial
Substantial

28.02.19
28.02.19
28.02.19
28.02.19
28.02.19
25.04.19
25.04.19
25.04.19

1 high, 1 medium
4 medium, 1 low
3 low
n/a
n/a
1 low
2 medium, 2 low
n/a

The committee received 1 ‘limited’ assurance reports during 2018-19:
• Volunteer drivers – the Deputy Director of Corporate Affairs & Engagement and
the Deputy Service Manager for Clinical Support & Specialist Surgery division
attended the meeting to update the audit committee on the actions being taken to
address the issues highlighted by the audit review. An action plan has been
developed and is currently being implemented. A larger piece of work may be
required.
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The Director of internal audit opinion was received at the 25th April 2019 meeting and the
overall assurance opinion provided for the year ended 31st March 2019 was substantial.
The following pieces of work are ‘work in progress’ and will be reported to the audit
committee on completion.
•
•
•
•
12.

IPU Contract Management – Planning stage
Cyber Security – fieldwork in progress
Digital Board effectiveness - fieldwork in progress and
Inpatient Flow – fieldwork in progress

Local Anti-Fraud Specialist
The Local Anti-Fraud Specialist service has continued to enhance the Trust’s overall antifraud arrangements through the conduct of a range of agreed activities (the anti-fraud work
plan was received and approved at 26th April 2018 audit committee meeting). A reporting
dashboard shows progress against the plan. A significant amount of time has been given to
deterring fraud and creating an anti-fraud culture within the organisation.
Consistent with our long term approach of zero tolerance, all suspected frauds identified
during the year have been fully investigated and appropriate action taken.
The Trust ensures that all work related to fraud, bribery and corruption during the year
is completed in accordance with requirements set out within the NHS Standards
Contract and as required by the NHS Counter Fraud Authority’s Standards for
Providers.

13.

Annual governance statement
The draft annual governance statement for 2018-19 was considered on 25th April 2019 and
was judged consistent with the audit committee’s view on the organisation’s system of
internal control.
The final version will be approved by the joint audit and quality assurance committees
before being submitted to the Board of Directors for approval on 23rd May 2019.

14.

External audit
An external audit is an examination of the annual financial statements of a foundation trust in
accordance with specific rules by someone who is independent of the foundation trust. The
external auditor performs the audit by examining and testing the information prepared by the
foundation trust to support the figures and information it includes in its financial statements.
The effectiveness of the external audit process is assessed through regular reports to the
audit committee as well as regular contact with the senior finance team.
The audit committee is responsible for evaluating the performance of the external auditors
each year and supports the council of governors to determine and deliver the process for
appointing the external auditor. Our current external auditors, Grant Thornton, were
appointed in September 2017 for a period of 3 years.

16.

Review of annual financial statements 2017/18 and 2018/19
The annual financial statements for 2017-18 and 2018-19 were prepared in accordance with
IFRS.
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The external auditors provided their annual governance opinion (ISA 260) in relation to the
2018-19 year to the May 2019 joint meeting of the audit and quality assurance committees.
Assurances have been received from the executive director of finance and business
development that matters identified in the report will be addressed during 2019-20.
In line with NHS Improvement’s timetable for the submission of audited annual accounts these
were presented for approval at the May 2019 joint audit and quality assurance committee
meeting prior to submission to NHSI by 12 noon on Wednesday 29th May 2019. The external
auditors completed full and thorough audits of the exchequer accounts for 2018-19 resulting
in an unqualified opinion.
17.

Priorities for 2019/20
The following priorities are identified for 2019-20

•
•
•
•
•
•

•
•
•
•
•
•

•
•
•
•
•

Pharmacy JAC system
Paterson redevelopment project
Quality spot checks
Well led / committee effectiveness
Travel expenses (joint with AFS)
Radiotherapy scheduling
Governance –CS&SS
Quality of Patient Records
Assurance framework
Timesheets (joint with AFS)
Patient & Public Engagement -Outpatients
NatSSIPs and LocSSIPs
Financial systems, reporting and integrity
Data security and protection toolkit
Follow ups
Business case review – outpatients
Learning from incidents

Neil Large
Chair of the Audit Committee
April 2019
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Quality Assurance Committee Annual Report
April 2018 – March 2019
1.

Introduction
The role of the quality assurance committee is to provide assurance to the board that The
Christie is properly governed and well managed across a full range of activities and to provide
assurance relating to quality by reviewing the establishment and maintenance of effective
systems of governance, risk management and internal control.
The purpose of the quality assurance committee annual report is to review the work of the
committee in the period from 1st April 2018 to 31st March 2019 and to set out how it has
performed against its responsibilities as defined in its terms of reference.

2.

Terms of reference & committee membership
The quality assurance committee terms of reference (ToR) were reviewed at the 28th June
2018 meeting. There were no changes suggested and the committee terms of reference were
approved.
The quality assurance committee was chaired throughout the year by Professor Kieran Walshe,
non-executive director. The other members of the committee are Christine Outram, Jane
Maher and Tarun Kapur. The committee is also attended by the chief nurse & executive
director of quality and one of the executive medical directors. Other directors and other
officers are also invited to attend, particularly when the committee is discussing an issue that is
the responsibility of that director or officer.

3.

4.

Meetings
During 2018/19 five meetings were held: 28th June, 27th September, 29th November 2018, 31st
January and 28th March 2019. In addition a joint meeting of the audit and quality assurance
committees was held on 24th May 2018.

Quality assurance committee members: table of attendance
Name
Quality assurance committee
Joint audit & quality assurance
(out of 5 possible meetings)
committee
(out of 1 meeting)
Kieran Walshe (Chair)
4
1
Christine Outram
5
1
Jane Maher
4
1
Tarun Kapur
4
1
5.

Relationship to other Committees
The quality assurance committee has shared responsibility with the audit committee to provide
assurances to the board of directors that The Christie is properly governed and well managed.
In broad terms the quality assurance committee is responsible for ensuring that assurance is
provided for clinical & research governance and risk management.

6.

Achievement of the identified priorities
The list below forms the basis of the committee’s programme during 2018/19:
1. Maintain registration with the CQC and full compliance with CQC essential standards of
quality and safety, along with all other regulatory requirements
2. Be prepared for the unannounced and well led CQC inspections
3. Ensure that the Trust meets all quality related requirements of the Single Oversight
Framework for 2018/19 and to bi-annually review the risk against the Quality Framework
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4.
5.
6.

7.
8.
9.
10.
11.
12.
13.
14.

Ensure continuing audit and evidence of high standards of patient care and patient
experience, monitor patient safety information and patient harm rates
Monitor and support the ongoing development and presentation of clinical effectiveness
data to ensure The Christie is delivering the best possible cancer care to its patients
Ensure that the clinical audit programme is appropriate, adequately resourced and aligned
with the strategic objectives of the Trust. Clinical Audit to attend every meeting of this
committee to ensure clinical effectiveness
Continue to provide high standards of cleanliness and effective HCAI management and
compliance with the Hygiene Code
Oversee the publication of the annual Quality Accounts
To agree quality priorities for internal audit which have been agreed with the quality
assurance committee
To be the lead committee for overseeing and reviewing the Trust’s outcomes of the new
national mortality process
To monitor the learning from claims
To receive an annual report of the outcomes of the Quality Plan
To receive the annual monitoring report of the raising concerns policy
To address issues raised through the committee effectiveness review

All the identified priorities were achieved. The Board is invited to identify any additional
subjects on which assurance may be required in response to changes in the healthcare
environment.
7.

Governance and risk management
The committee maintains an action plan rolling programme. Any actions arising from meetings
are recorded on the rolling programme. This document is used to plan, record and monitor the
work of the committee.
Throughout the year the committee has received a range of information in accordance with the
rolling programme.
7.1 Care Quality Commission (CQC)
We have once again been rated as Outstanding by the health regulator becoming the first
specialist trust in the country to be given their highest rating twice. The Care Quality
Commission report said that The Christie is ‘a leader in cancer care’ and are ‘pioneers in
developing innovative solutions to cancer care.’
The Outstanding rating was first awarded to the Trust by the CQC following their inspection in
2016.
The CQC also praised the Trust’s staff who they said ‘go the extra mile to meet the needs of
patients and their families’ and that they were ‘exceptionally kind and caring.’ The positive
culture within the Trust was singled out for praise with the CQC finding it to be ‘extremely
positive’ with ‘compassionate and effective’ leadership, together with ‘high levels of
engagement with staff and service users.’
As with any inspection there are always areas which can be improved and these have been
compiled into an improvement plan and are being reviewed within the relevant divisions.
7.2 NHS Improvement
NHS Improvement is responsible for overseeing foundation trusts and NHS trusts, as well as
independent providers of NHS-funded care. Their role is to offer support to providers to ensure
they give patients consistently safe, high quality and compassionate care within local health
systems that are financially sustainable.
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The Single Oversight Framework, designed to help NHS providers attain and maintain Care
Quality Commission (CQC) ratings of ‘good’ or ‘outstanding’, helps to identify potential support
needs across five themes:
•
•
•
•
•

quality of care
finance and use of resources
operational performance
strategic change
leadership and improvement capability

Individual trusts are segmented according to the level of support they need. There are 4
segments:
1. Providers with maximum autonomy − no potential support needs identified across our
five themes – lowest level of oversight and expectation that provider will support providers
in other segments
2. Providers offered targeted support − potential support needed in one or more of the five
themes, but not in breach of licence (or equivalent for NHS trusts) and/or formal action is
not needed
3. Providers receiving mandated support for significant concerns – the provider is in
actual/suspected breach of the licence (or equivalent for NHS trusts)
4. Special measures − the provider is in actual/suspected breach of its licence (or equivalent
for NHS trusts) with very serious/complex issues that mean that they are in special
measures
Our current performance is rated as segment 1.
7.3 Internal audit reports
MIAA advised in November 2018 that they had changed the way in which they report their audit
opinion. Significant assurance has now been broken down into two categories to ensure
consistency:
•
Substantial (there is a good system of internal control designed to meet the system
objectives, and that controls are generally being applied consistently).
•
Moderate (there is an adequate system of internal control, however, in some areas
weaknesses in design and/or inconsistent application of controls puts the achievement of
some aspects of the system objectives at risk).
The following internal audit reports, conducted on behalf of the quality assurance committee,
were received during the year:
Internal audit report
Pressure Ulcers
Five Steps to Safer Surgery (WHO
Checklist)
Quality Spot Check (Palatine Ward)
Quality Spot Check (Oncology
Assessment Unit)

Meeting issued
Final report issued
June 2018

Audit assurance

Recommendations

High

None

29 November 2018

Moderate

1 high, 3 medium &
1 low

29 November 2018

Moderate

1 high, 4 medium &
1 low

29 November 2018

Substantial

3 medium & 1 low

Any recommendations are captured in an action plan and implemented as required. There
were no limited assurance reports assigned to the Quality Assurance Committee during
2018/19.
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7.4 Governance reports
During 2018 the committee received the following annual reports:
•
•
•
•
•
•
•

Health, safety & security annual report 2017/18
Equality and diversity annual report 2017/18
Nurse revalidation annual report 2017/18
Infection prevention and control annual report 2017/18
Clinical audit and improvement annual report 2017/18
Safeguarding vulnerable people annual report 2017/18
Learning from complaints annual report 2017/18

There were no issues of concern raised in any of the reports.
7.5 Risk management
In line with the risk management strategy the committee seeks to provide assurance that risk
management processes are embedded and well managed. This is achieved via scrutiny of the
key risks reports within the performance report provided to the board of directors and through
an overview of the work of the risk and quality governance committee.
The information provided in these reports has enabled the committee to provide assurance to
the board of directors that there are effective systems of internal control in place with regard to
clinical and research governance and risk management.
7.6 Improvement
During the year the committee received clinical and quality improvement presentations on the
following topics:
•
•
•
•
•
•
•

Cisplatin Induced Renal Injury
How hospital boards govern for quality improvement
True For Us Review – NHSI Pressure Ulcer Guidance
Gosport report ‘True for Us’ review
Speech therapy – a patient story
Sepsis – a themed review
Five steps to safer surgery – actions taken

7.7 Board assurance framework
The Board Assurance Framework (BAF) focuses on the key risks for the organisation. The
BAF is a ‘live’ document which is continuously reviewed and updated.
The quality assurance committee reviewed the BAF at each of its meetings and received
updates from the company secretary, the document owner. The committee has assured
itself that the process undertaken to populate the BAF is appropriate in that the necessary
directors and managers have been involved and take responsibility for their entries and that
there are no major omissions from the list of controls.
The quality assurance committee is satisfied that the system of risk management in the
organisation is adequate in identifying risks. The committee believes there are no areas of
significant duplication or omission in the systems of governance (that have come to the
committee’s attention) that have not been adequately resolved.
Internal audit provided an Assurance Framework Opinion statement for 2018/19 which
stated that the organisation’s Assurance Framework is structured to meet the NHS
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requirements, is visibly used by the Board and clearly reflects the risks discussed by the
Board.
7.8 Review of committee effectiveness
In line with its terms of reference the committee undertook a self-assessment exercise of the
effectiveness of the committee during 2018/19. Members of the committee were asked to
complete a self-assessment questionnaire that asked 23 questions and had 3 free text
questions.
The overall results were extremely positive and showed an improvement on the previous year.
Areas for further work were suggested and these are being actioned / implemented.
8.

Annual Governance Statement
The Annual Governance Statement for 2018/19 was considered and approved at a joint
meeting of the audit and quality assurance committees on 23rd May 2019.

9.

Quality Accounts
The Trust received an unqualified audit opinion (the best outcome) for its quality report, which
was published as part of the annual report and accounts for 2018/19. This included data
covering patient satisfaction surveys, complaints, waiting times, clinical audits, 1 and 5 year
survival rates, Serious Incidents and infection rates, as well as performance against national
targets and goals agreed locally with commissioners.

10.

Reviewing legality of actions
The committee has not received any reports of any enforcement activity by any relevant
regulators in relation to the Trust’s activities.

11.

Priorities for 2019/20
1. Maintain registration with the CQC and full compliance with CQC fundamental standards
along with all other regulatory requirements
2. Be prepared for the unannounced and Well led CQC inspections
3. Ensure that the Trust meets all quality related requirements of the Single Oversight
Framework for 2019/20 and to bi-annually review the risk against the Quality Framework.
4. Ensure continuing quality audits and evidence of high standards of patient care and patient
experience, monitor patient safety information and patient harm rates
5. Monitor and support the ongoing development and presentation of clinical effectiveness
data to ensure The Christie is delivering the best possible cancer care to its patients
6. Ensure that the clinical audit programme is appropriate, adequately resourced and aligned
with the strategic objectives of the Trust.
7. Continue to provide high standards of cleanliness and effective HCAI management and
compliance with the Hygiene Code
8. Oversee the publication of the annual Quality Accounts
9. To agree quality priorities for internal audit
10. To be the lead committee for overseeing and reviewing the Trust’s outcomes of the new
national mortality process
11. To monitor the learning from claims
12. To receive an annual report of the outcomes of the Quality Plan
13. To receive the annual monitoring report of the raising concerns policy
14. To address issues raised through the committee effectiveness review

Professor Kieran Walshe
Chair of the Quality Assurance Committee
31st March 2019
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