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 DRAFT Public minutes of the meeting of the Board of Directors of The Christie NHS Foundation 
Trust held on Thursday 23rd May 2019 at 12.45pm in the trust administration meeting room centre, 

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

Kathryn Riddle (KR) 
Robert Ainsworth (RA) 
Jane Maher (JM) 
Tarun Kapur (TK) 
Kieran Walshe (KW) 
Roger Spencer (RS) 
Fiona Noden (FN) 
Jackie Bird (JB) 
Joanne Fitzpatrick (JF) 
Wendy Makin (WM) 
Eve Lightfoot (EL) 

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

In Attendance: Louise Westcott (minutes) Company secretary 
 Cathy Heaven (CHv) Director of Education 
   
 Dr Dan Saunders 

Jo Larkin 
Emma Baxter 

Consultant clinical oncologist (Nye Bevan programme) 
Deputy Director of Finance 
Divisional Finance Manager 

 Roger Bowman (RB) 
Ann Gavin-Daley 
Oliver Duffy 

Public Governor 
Public Governor 
Liaison 

   
 
Presentation:  CAR-T therapy: what, why and how - Adrian Bloor, Fiona Thistlethwaite and Jo 

Tomlins 
AB introduced himself and is presenting on behalf of the team, he introduced Jo and Fiona – this 
therapy sits across haematology and medical oncology.  
AB described that cancer develops when something goes wrong with your cells and that your immune 
system stops you from getting cancer in normal circumstances. We deal naturally with low levels of 
cancer and the immune system is a key element in not getting cancer. Using the immune system to 
treat cancer is a progression from this – CAR-T cells are genetically modified T-cells. They recognise 
the cancer cells and kill the cancer cells. 
In terms of blood cancer – pooled data was shown for a trial in the US showing that for some cancers 
the response to treatment improved from 25% of patients to over 80%. In terms of long term survival 
about 40% were still alive 2 years post treatment compared to 20% with standard treatment. 
There is significant toxicity from the treatment so there needs to be a significant infrastructure around 
this therapy. Admission to intensive care is needed in about 1/3 cases, there are specific training & 
education requirements to ensure the patients get the best outcomes. This is a national service in its 
infancy. So far about 11 patients have been treated in the UK. NHSE have supported the service and it 
is licensed in 7 centres. This treatment is available for leukaemia and for lymphoma, it is also part of 
clinical trial activity.  
The future of the treatment was described, there is a huge expansion in the number of trials being 
undertaken to develop the therapy in other cancers. 
AB described the iMatch consortium that is designed to develop the infrastructure to deliver CAR-T 
therapy in the UK. iMatch is working with industry to innovate, research and move the services forward. 
We are at the forefront of this nationally. There are 3 advanced therapy treatment centres nationally. 
We need to look at the dependencies to deliver this treatment, bringing research into clinical practice.  
AB outlined that there will be phases to this development. There are the immediate requirements and 
we then need to deliver sustained growth to identify investment followed by possible capital investment 
to meet future ambition. 
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The treatment is very expensive currently and we need to be able to balance the books in delivering 
this therapy. 
CO thanked AB for the presentation & invited questions. 
RA asked why 2 of the 7 centres are in GM. AB responded that we don’t know why 2 are here, probably 
because of iMatch and because MFT and The Christie are partners in this, we’re more joined up than 
other areas. 3 further centres will be opened to address geographical inequity. 
NL asked that once treatment is completed, what the quality of life is like. AB responded that it is very 
difficult during the treatment although this is getting better. Patients who do well may have a chance of 
cure and have very good quality of life, those who don’t respond don’t do well. There are some other 
options after this including potentially transplant. This gives options to patients who wouldn’t have had 
treatment options before. 
FT added that the key is to see durable remissions. The standard of the care products delivered by big 
pharma is improving and there is lots of work going on in refining these products. 
CO asked how quickly you know who will do well. AB responded that you can tell after about 28 days 
but we’re not in a place where we know which cancers will respond and which won’t. FT added that 
there are trials happening to look at this 
KW asked if all of the manufacturing is in the US. AB responded that it is mostly but that there is a 
desire to do this in the UK. There needs to be further advances to look at UK manufacturing. FT noted 
that Novartis are developing a site in Belgium. AB added that there will be economies of scale at some 
point but even in the US it is unaffordable at the moment. Companies need to invest hugely to do this. 
WM concluded that there is a national panel that our clinicians are involved in to assess who should go 
through for treatment. This is trying to avoid geographical inequity. 
 
 

No Item Action 

18/19 Standard business  

a Apologies  

 No apologies received.   

b Declarations of interest  

 No declarations were made.  

c Minutes of the previous meeting held on 25th April 2019  

 The minutes of the meeting held on 25th April 2019 were accepted as a correct record.   

d Action plan rolling programme, action log & matters arising  

 All items are on the agenda or complete. There were no actions from the last meeting.  

19/19 Key reports  

a Chief executive’s report  

 RS noted that since the report was written the first patient has been treated on our MR 
Linac. This is excellent progress in this advanced radiotherapy. 
RS reported that fellowships have been awarded to Prof Bristow and Prof Radford and 
that this is very prestigious. It is a great reflection on the leading developments that are 
taking place here. 
RS noted that it was equality, diversity & human rights week last week and many 
events took place across the Trust.  

We hosted the BAPIO (British Association of Physicians of Indian Origin) conference on 
12th May, Prof Harrison was a guest speaker at the event. 
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No Item Action 

b Executive Medical Directors report – education update  

 WM introduced the report and welcomed CHv. 
WM noted the update relating to support for fellowships and creating opportunities for 
fellowships and coordinating these to enable good experiences here, which in turn 
create ambassadors for us. 
CHv introduced the report and noted that there is currently lots of work nationally to get 
more nurses trained, as well as work with service to increase placements for nurses. 
We have worked with HEE and Tameside to look at how we could increase placements 
by 25%. We are also working with GM to increase placements further. We are looking 
at how we do this when we also have many other types of placements for doctors etc. 
Staff survey feedback relating to opportunities available and how staff can engage with 
those opportunities was very good. 93% of staff feel supported to undertake learning, 
this is a big improvement and shows that the work we are doing is working. 
Apprenticeships were highlighted. There is pressure in the system and we continue to 
increase our target to get more apprenticeships at the Trust. We are looking to 
implementing rolling apprenticeships however, the difficulty is that when staff have 
been trained, teams want them to stay. 
We have a target to use 30% of our apprenticeship levy and we have used 38%. This 
has been done through higher level apprenticeships. There is some debate around 
whether the funding should be used for the higher level apprenticeships or just for the 
lower level. 
CHv highlighted that Gateway C has been funded over a 2 year period to roll out 
nationally. This is fantastic for us. CHV also noted that the 2019/20 cancer conference 
will take place in Manchester in November. 
CHV updated on fellowships. We recognise that these aren’t new for the Christie but 
that these are now integrated and coordinated centrally. This encourages networking 
and integration from day 1 for these fellows. We look at both the clinical and science 
side. There are about 68 fellows at any one time, 40% are in clinical training, 60% are 
research fellowships. The Charity has a big input into research fellowships. Service is 
also provided through some research fellows. There is now a fellowship board and they 
look at many things including a core induction. Pastoral care is also provided to help 
support them. CHv highlighted an example of how fellowships are helping develop a 
global training system through previous fellows and our ongoing support for this. 
Bursary opportunities and how networks across the world are developed was 
explained.  
EL noted that the staff survey shows a reduction in training and asked what is 
happening. CHv responded that training funding allowed us to be able to fund all staff 
but this is now restrictive so fewer people are going for the training as they can’t get 
funded. There has been a recent announcement for upskilling funds through HEE and 
this should help this. The School continues to try to publicise what we have on offer 
through various routes. 
KW asked whether in the longer term we expect the levy issue to stay at this level. CHv 
responded that we continue to try and increase what we offer, ANP’s, nursing 
apprenticeships etc will come on line and we should then be able to spend the money 
but this takes time. Looking at GM level to address this, we anticipate that it will 
improve. 
TK asked if there is a 12 months carry over for the levy. CHv confirmed that it is 2 
years. 
RS noted that we are trying to optimise this as if we can do this we will benefit from 
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No Item Action 
other peoples’ funding also. The restrictive factor is not our levy. 
KW asked whether we are looking at the SoO as a provider. CHv responded that we 
are now looking at this and the role of assessor. 
NL asked if a future report can attach a financial plan. CHv - this will come in the 
November report. 
KW commented that the fellowship office sounds like a big advance. Who deals with all 
of the GMC / Visa etc. CHv responded that people have to do this before they come – 
there’s a ‘how to guide’ for consultants that explains how they do this. WM noted that 
there wasn’t previously a way to hold this information centrally and that this is a big 
advance. CHv added that we want to learn how we provide more service fellowships 
not just research. 

 
 
 

CHv 

c Integrated performance report – month 1  

 FN introduced the performance report for month 1. 
Performance was noted at 97.8% in the patient satisfaction survey, 90.4% for 
chemotherapy treatment on the day this is under significant pressure with the current 
increase in activity in chemotherapy. Pharmacy turnaround is at 59.5% against a 75% 
target. This is predicted to be achieved by the end of July. 
There was 1 cancelled operation in month and staff PDRs are at 86.1%.  
Infection Control 
0 cases of MRSA bacteraemia in April, 4 cases of C.diff, 0 due to lapses in care. 8 
cases of E-Coli pre 48 hours and 2 cases E-Coli post 48 hours 
Quality 
Safe staffing levels were achieved in month. There were no SI panels or SI incidents. 8 
executive reviews, 9 complaints and 1 inquest 
Operational Risks 
5 risks at 15, 3 risks at 16 and 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 is being brought back to Quality Assurance Committee in June. 
62 days performance is at 75.9% against the new policy.  FN noted that the Trust is 
continuing to focus on treatment within 24 days for all patients. 
Length of stay is at 6.09 days, patients treated YTD is over plan by 6.74% and sickness 
absence is 3.09%. 
The NHSI expenditure ceiling is 84.3%.  
Finance 
EBITDA surplus of £2,949k, £320k above plan, I&E surplus is £913k, £357k over plan, 
cash balance is at £117,330k. We have debtor days of 16. 
Improving efficiency programme - we have 17.7% achieved in year and 4.5% achieved 
recurrently. 
Single Oversight Framework 
1 Governance  1 Financial sustainability risk rating  
NL noted that the audit committee discussed the 62 day performance and the board 
wish to keep a close watch on this. 
CO invited questions. It was noted that this is a good start to the year. 
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No Item Action 

20/19 Approvals  

a Annual report & accounts 2018-19  

 RS reminded board that they are asked to approve the annual report and accounts. 
The Board have had opportunities to look at the draft report and the audit committee 
have looked at the accounts. Both internal and external audit have reviewed the 
reports. Subject to small updates that were discussed at the joint audit & quality 
committee, the board were asked to approve the documents. 
Board approved the annual report & accounts 2018/19. 

 

b NHS Provider License conditions: self-certification declarations  

 RS drew attention to the self-certification declarations relating to the provider licence. 
This reports our full compliance, evidence is laid out in the declarations relating to the 
annual report & accounts and the CQC Outstanding rating and the SOF 1 rating. No 
concerns are raised. 
Board approved the self-declarations. 

 

21/19 Board assurance  

a Board assurance framework 2019-20  

 RS presented the 2019/20 BAF. RS noted that 2 new risks had been added to the BAF 
since it was last seen by board. 
Item 7.4 – this should be a 16 risk not a 20 and will be updated. 
Audit committee considered the BAF at its meeting this morning. 
No additions were suggested. 

 

b Audit committee annual report 2018-19  

 NL noted that it has been a good year and a good team effort from all including internal 
and external auditors. This is a successful committee and all outstanding matters are 
closed in year. What we see reported throughout the year is reflected in the annual 
report & accounts. 
There are no outstanding issues to raise. CO thanked the committee for their hard work. 
Report noted. 

 

c Quality assurance committee annual report 2018-19  

 KW noted that the committee had a very productive year and very good attendance. 
Reports from auditors and presentations show good work on improvement as well as 
assurance. CO noted that so much good work feeds into this committee and there is 
excellent information to provide assurance to the board. 
WM added that staff in the organisation also value the opportunity to come and report 
on their work. JM noted that she is impressed by peoples’ openness to challenge and 
response to the opportunity to improve. 
Report noted. 

 

22/19 Any other business  

 RS noted that treatment of the first MR Linac patient will be reported on local & national 
news today. 

 

 Date of the next meeting:  

 Thursday 27th June 2019  
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Agenda item 23/19d

Month From Agenda No Issue Responsible 
Director

Action To Agenda no

Annual reporting cycle Integrated performance report COO Monthly report 24/19c
Responsible Officer report IEMD Medical Appraisal & Revalidation Annual 

report
24/19b

02/18c 62 day cancer target COO 6 month update on progress 25/19a
Workforce update DoW Quarterly review 25/19b
Digital strategy CIO/CCIO/CCIO 

(nursing)
Quarterly progress report 25/19c

Integrated performance report COO Monthly report By email

Integrated performance report COO Monthly report By email

Annual reporting cycle Integrated performance report COO Monthly report
Compliance with NICE Safe Staffing Guidelines CN&EDoQ Six month review

Annual reporting cycle Risk Management strategy CN&EDoQ Annual review
Digital strategy CIO/CCIO/CCIO 

(nursing)
Quarterly progress report

Annual reporting cycle Corporate objectives & board assurance framework CEO Interim review
Annual reporting cycle Executive medical directors report - Research review (key issues, 

progress against objectives and future plans)
DoR Six month review

Workforce update DoW Quarterly review
Freedom to speak up guardian FTSUG Annual report

Annual reporting cycle Integrated performance report COO Monthly report
Annual reporting cycle Executive medical directors report - Education review (key issues, 

progress against objectives and future plans)
DoSoO Six month review

Integrated performance report COO Monthly report By email

Public Meeting of the Board of Directors - 2019

Action plan rolling programme after May 2019 meeting 

July 2019 - no meeting

June 2019

Sepember 2019

December 2019 - no meeting

August 2019 - no meeting

October 2019

November 2019
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Month From Agenda No Issue Responsible 
Director

Action To Agenda no

Annual reporting cycle Integrated performance report COO Monthly report
Workforce update DoW Quarterly review
Digital strategy CIO/CCIO/CCIO 

(nursing)
Quarterly progress report

Integrated performance report COO Monthly report By email

Annual reporting cycle Corporate planning (corporate objectives / BAF 2020/21) Executive directors Approve next year's annual plan

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

Annual reporting cycle Chair Approve
Six monthly compliance with NICE safe staffing guidelines CN&EDoQ Review
Digital strategy CIO/CCIO/CCIO 

(nursing)
Quarterly progress report

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

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

against objectives and future plans)
DoR Review

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

Independent review of 
leadership & governance

Board effectiveness review Chairman Undertake survey

Workforce update DoW Quarterly review
Freedom to speak up Guardian report FTSUG Quarterly update

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

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

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

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

DoSoO Review

January 2020

March 2020

April 2020

May 2020

February 2020 - no meeting
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Action log following the board of directors meeting held on  

Thursday 23rd May 2019 

Public 
 

No. Agenda Action By who Progress Board review 

1 19/19b Education update - future reports to include 
financial plan 

CHv To be included in the November 2019 
education report to board  
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Agenda item 24/19a 
 

Meeting of the Board of Directors 
Thursday 27th June 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: 

 Trust’s Strategic Direction 

 Corporate Objectives 

Achievement of corporate plan and objectives 

You are reminded not to use acronyms 
or abbreviations wherever possible.  
However, if they appear in the attached 
paper, please list them in the adjacent 
box. 
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Agenda item 24/19a 
 

Meeting of the Board of Directors 
Thursday 27th June 2019 

 
Chief executive’s report 

 
 

1. President & Vice-Chancellors Visit 29.05.19 
On the 29th May we were pleased to welcome Professor Dame Nancy Rothwell, President 
and Vice-Chancellor of the University of Manchester, Professor Graham Lord and 
Professor Luke Georghiou for their annual visit.  We provided a comprehensive overview 
of our strategy and achievements over the last twelve months.  Clinical academics from 
across the trust and junior doctors in training attended to describe their experiences of 
working at The Christie.  
 
Further information can be found at https://www.manchester.ac.uk/ 
 

2. Volunteer Event 
On the 4th June 30 volunteers attended our second annual volunteer celebration event.  
The attendees represented 18 departments throughout the Trust including the cancer 
information centre, chaplaincy, chemotherapy, The Christie Charity, clinical trials, 
complementary therapy, endocrinology, finance, IPU, outpatients, The Christie at Oldham, 
pharmacy, the TYA, transport and Ward 4.  
 
All volunteers received a certificate and commemorative gift and were thanked for their 
dedicated service during the past year.  Two volunteers received long service awards 
having given their time for 20 years. 
 
The volunteers enjoyed afternoon tea after the celebration, and have fed back how much 
they appreciated the event. 
 

3. Annual Staff Recognition Awards 
Our annual staff recognition awards took place on the 7th June in the education centre. 
Over 180 nominations were received against nine categories - Exceptional standards of 
quality and care, Innovation and improvement, Behind the scenes non clinical staff, Rising 
Star, Partnership Working, The Christie Values, The Christie Award for contribution to 
research, The Christie award for contribution to education and Learner of the Year. 
 
In addition to the staff recognition awards, there was an opportunity to recognise and 
celebrate out volunteers and staff in receipt of long service.  Volunteers achieving 10 and 
20 years long service with the organisation were invited to be recognised as were many 
members of staff with 20, 30 and 40 years service.  The event provided an opportunity to 
celebrate the achievements of our staff throughout the year and recognised individuals 
who have been awarded external accolades and individuals who have led the showcasing 
of The Christie at external events through a variety of media channels.  
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4. Cancer Alliances Leadership Forum 

The Cancer Alliances Leadership Forum event took place on 12th June 2019.  The event 
brought together Cancer Alliance senior leadership teams from across the country, with a 
focus on five-year planning and update sessions from the national team and partners.  
 
National Cancer Director, Cally Palmer, presented on the Long Term Plan delivery 
strategy and the roles and responsibilities of the Cancer Alliances, regional teams and 
national team in implementation. There were spotlight sessions on five-year planning for 
cancer led by Alliances and dedicated time for networking with Alliance colleagues.  
 
Further information can be found at https://www.england.nhs.uk/cancer/improve/cancer-
alliances-improving-care-locally/  
 

5. Nursing Times Awards 2019: Shortlist Announcement 
Michelle Davies, Advanced Nurse Practitioner in Research and Development has been 
shortlisted in two categories at The Nursing Times Awards.  The shortlisted areas are 
Nurse of the Year and Caner Nursing Categories. 
 
Further information can be found at https://awards.nursingtimes.net/  
 

6. Organisation of European Cancer Institutes (OECI) Accreditation 
On the 21st May, 2019 the Trust received the OECI re-accreditation award at the annual 
conference in Bari, Italy.  The annual conference had an excellent programme on patient 
experience and we are looking at how we can utilise some of these approaches here at 
The Christie.   
 
Further information can be found at https://www.oeci.eu/AboutOeci.aspx  
 

7. Radiotherapy Network 
The Christie has been confirmed as the lead provider for the North West Radiotherapy 
network and will work closely with the Clatterbridge Cancer centre and Lancashire 
Teaching hospitals in improving outcomes for Radiotherapy patients.  Teams from each 
unit have already met to plan the work programme which will benefit the patients across 
the whole North West.  
 

8. NHS Confederation Conference 
The NHS Confederation annual conference took place on the 19th and 20th June in 
Manchester.  This year the conference focussed on the future.  This theme was 
supported by six conference strands.  Each strand contained a mix of plenary sessions, 
panel discussions, debates, seminars and workshops to provide insights and learning. 

 
Digital, technology and innovation – Supported by NHS Digital 
Finance, productivity and efficiency – Supported by Newton 
Integrating care – Supported by Optum 
People-centred health and care – Available for sponsorship 
Workforce – Supported by NHS Professionals 
All together, all different 
 
Further information can be found at https://www.nhsconfedconference.org/  
 

9. Greater Manchester Developments 
The Greater Manchester Health & Social Care Partnership May bulletin is attached. 
 
Further information can be found at http://www.gmhsc.org.uk/  
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10. Estate Developments 
 
Tiered parking 
Enabling works and operational plan ahead of the building of the new car park have been 
agreed and are: 
 
Tenders for the construction of the tiered car park have been received; the bids received 
were non-compliant and the Capital team are considering the best approach to reduce 
any delays in the construction of the car park.  A staff communication programme will 
commence once an agreed plan has been formulated.  Nevertheless, the three enabling 
works projects will be progressed:  
 
• Diversion of main engineering services from B & C Blocks will commence on site in 

June and be complete by the end of September.  (Cabins and hoarding will erected 
the week commencing of 17th June). 

• Refurbishment to Block A is due to commence in July.  This will allow for the 
students at The Christie to remain on site rather than utilising University of 
Manchester accommodation. 

• Demolition of B and C blocks is due to commence in September.  The Car Park 
Working Group have now completed the allocation of departmental spaces during 
the 12 month construction period.  Park and Ride sites have been established at 
Burnage Rugby Club and Withington. 

 
The Christie @ Macclesfield 
The Design Team has commenced design stage 3 and the planning submission will be 
made on 24th June, with an anticipated response in September.  The procurement 
process to identify the main contractor has commenced.    
 
Paterson Re-Development: Design Work 
The Christie has established a clinical reference group to lead on the scope of the Trust’s 
research activity that will be located within the facility.  It has the complex role of ensuring 
those Christie activities located within the new building and those that remain within the 
existing site continue to work together, whilst ensuring that the opportunities to develop 
synergies between the Trust activities and the University of Manchester & CRUK 
Manchester Institute scientists are fully explored.  
 
Paterson Re-Development: Strategic Planning Framework & Planning Application  
Manchester City Council closed their public consultation on the 16th May.  We are 
expecting a final decision in July. 
  
The planning permission was submitted to Manchester City Council in May 2019 and a 
formal response is anticipated from the council in August.  Details of the application are 
publicly available on their website at: 
https://pa.manchester.gov.uk/online-applications/  (reference: 123748/FO/2019) 
 
Paterson Re-Development: Demolition of Existing Building 
The demolition of the existing Paterson building is continuing.  A site access road has 
been created in front of the building to allow for the removal of the demolition materials 
from site.  Demolition works are expected to continue until the end of August 2019. 
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Lift Replacement 
The much needed replacement of the lift serving CCU offices, Digital Services and Trust 
Administration will start on Monday 1st July. The programme will last 10 weeks and during 
this time access to all three upper floors of this block will be by stairs only. 
 
More information about our new developments can be found at: 
http://christie.nhs.uk/about-us/our-future/our-developments/  
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May's newsletter 
 
Greater Manchester Health & Social Care Partnership sent this bulletin at 31-05-2019 10:26 AM BST  
 

GMHSC Partnership: May news 

 
Preventing unborn children being harmed by alcohol 

  
Too many children in Greater Manchester are born with health problems that could have been 
avoided if their mothers had not drunk alcohol while pregnant. 
 
To stop children being affected and challenge misconceptions about drinking when pregnant 
we’ve invested £1.6m in a new pilot programme, that is now running in four areas of the city-
region (Bury, Rochdale, Tameside and Oldham). 
 
The programme will provide guidance and support to women when they are planning to 
conceive, while pregnant and after giving birth. 
 
Launched on Friday 17 May, the programme will highlight the advice from the Chief Medical 
Officer for England that pregnant women, or those planning to become pregnant, avoid 
drinking any alcohol at all. 
 
Unborn children who are exposed to alcohol can face a host of problems. These include 
damage to their heart, kidneys and bones, learning difficulties, and symptoms similar to autism 
and attention deficit disorder. Where caused by alcohol, all of these are preventable. 
 
The programme will also highlight Foetal Alcohol Spectrum Disorder (FASD) and the impact it 
has on children. FASD is a range of lifelong disabilities which includes physical, mental, 
behavioural and learning impairments. It often causes difficulties with speech, language, 
memory, attention, planning and decision-making. 
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Look out for the social media campaign running alongside the new services. It calls on would-
be parents and the people close to them to go alcohol-free throughout their pregnancy, and 
‘make every trimester a #drymester’. 
 
You can learn more about the wide-reaching ambitions of this programme and how we hope to 
improve the life chances of the city-region's youngest residents in a blog by our chief officer 
Jon Rouse. 

Read more  

 

 

“We’re investing £134m in improving mental health services – so where’s it going?” 
 
Professor Sandeep Ranote explains how mental services are changing in the city-region 
 
This month saw Mental Health Awareness Week take place, giving everyone involved with 
mental health the chance to talk about an issue that affects so many of us and time to reflect 
on how those struggling should be supported. 
 
Our young people’s mental health lead Professor Sandeep Ranote has taken the time to 
explain the improvements being made to mental health services in Greater Manchester and 
our ambitions for the future. 

Professor Sandeep Ranote's blog  
 

 

 

Let's kick illegal tobacco out of our neighbourhoods 
 

 

A new campaign is raising awareness of the harms done by illegal tobacco to both young people and 
the wider community. 
 
Launched on Monday 20 May, Keep It Out is highlighting how illegal tobacco is a major cause of 
young people starting smoking and how it undermines adults attempting to quit. 
 
Research carried out by Trading Standards North West found that nearly a quarter of young smokers 
in Greater Manchester bought cigarettes they knew were illegal. 6 in 10 purchases by under-18s of 
illegal tobacco were made at local shops. 
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The campaign is running for four weeks - featuring an advertising campaign, public events where 
trading standards teams will explain their work, visits to tobacco retailers and leaflets targeted at 
neighbourhoods where it is suspected illegal tobacco is a problem. 
 
The crackdown on illegal tobacco is part of Greater Manchester’s strategy to cut smoking rates by a 
third by the end of 2021. This is faster than any other major global city and would mean 115,000 
fewer smokers. 
 
You can anonymously report information about tobacco being sold illegally to Crimestoppers on 0800 
555 111 or at keep-it-out.co.uk 
  

Read more  

 
Join the clean air conversation 

  
We need to clean up the air we 
all breathe. 
 
Dirty air from road transport can 
seriously damage our health and 
plays a part in thousands of 
deaths every year. Along with 
other major cities across the 
country, Greater Manchester 
needs to reduce air pollution to 
legal levels as quickly as 
possible. 
 
The 10 local councils in Greater Manchester are developing a clean air plan to tackle this 
major risk to our health. The proposals include a clean air zone, alongside major government 
funding to clean up the city-region’s most-polluting vehicles. 
 
A survey is current being held on the clean air plan proposals, so your views can help shape 
the plan. 

Read more  

Take part in the survey  
 

Celebrating those who go above and beyond to improve health and wellbeing 
 

The shortlist for this year’s Greater Manchester Health and Care Champion Awards has 
been unveiled. 
 
Now in their second year, the awards celebrate and recognise both paid and unwaged 
workers from the city-region’s public and voluntary sector - who regularly go above and 
beyond to improve the health and wellbeing of the people in our communities. 
 
Whittled down from 400 nominees, 30 individuals and teams have been shortlisted for 
awards. 
The nominees are from across all of Greater Manchester and work in the NHS, local 
authorities, schools, charities, care home and many other areas.   
 
The winners will be revealed at a ceremony in July. 
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The event will also see special recognition bestowed on all unwaged carers – for the time 
and effort they selflessly dedicate to other. 
 

More information (including the full shortlist)  
Shining a light on suicide 

  
Launched last month, the #shiningalightonsuicide campaign 
is continuing to raise awareness of suicide and reduce the 
stigma that stops people talking openly about it. 
 
If you’ve not yet taken the free training about how you could 
potentially save a life please find the time. It only takes 20 
minutes and could mean you have the confidence to broach 
this difficult subject at a crucial moment for somebody. 
 

Read more  

Free 20 minute training on how to save a life  
 

  

 

 

 

 
 

Stay connected with Greater Manchester Health & Social Care Partnership: 

       

SUBSCRIBER SERVICES: 
Manage Subscriptions  |  Unsubscribe All  |  Help  
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Agenda item 24/19b 

Meeting of the Board of Directors 
Thursday 27th June 2019 

 
 

Report of Executive Medical Director 

Paper Prepared By Yvonne Clooney 

Subject/Title Executive Medical Director Report and Medical 
Appraisal & Revalidation Annual Report 2018-19 

Background Papers n/a 

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

Action/Decision Required To note  

Link to: 

 NHS Strategies and Policy 
Medical Appraisal Policy 

Link to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

All objectives of the Trust 

Impact on resources and risk and 
assurance profile 

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

Nil 

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

ENETS – European Neuroendocrine Tumour Society 
MAHSC – Manchester Academic Health Science 
Centre 
NIHR – National Institute for Health Research 
ARC – Applied Research Collaboration 
HEENW – Health Education England North West 
AOA – Annual Organisational Audit 
MAG – Medical Appraisal Guide 
RO – Responsible Office 
ARC – Appraisal & Revalidation Co-ordinator 
GMC – General Medical Council 
SAS – Staff and Associate Specialist 
EMD – Executive Medical Director 
ELA – Employee Liaison Advisor 
NHS – National Health Service 
ESR – Electronic Staff Record 
PDP – Personal Development Plans 
HR – Human Resources 
DPME – Director of Postgraduate Medical Education 
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Agenda item 24/19b 

 

Meeting of the Board of Directors 
Thursday 27th June 2019 

 
Executive Medical Director Report and Medical Appraisal & Revalidation Annual Report 

2018-19 
 

1. European Neuroendocrine Tumor Society (ENETS) Centre of Excellence – Final Report 
The Christie has received confirmation from the European Neuroendocrine Tumor Society 
(ENETS) of a full 5 year re-certification. The European Neuroendocrine Tumor Society was 
founded in 2004 with a variety of expertise from such fields as oncology, pathology, 
radiology, nuclear medicine, endocrinology, surgery and gastroenterology. The Centres of 
Excellence were first established in 2007 to allow NET patients to seek specialists who 
could best treat them, and to also unify the care and research being conducted in the field 
across Europe. 

 
 
2. Annual University Promotions – Christie Clinical Staff 

We have received confirmation from the University of Manchester of 5 Chair Promotions 
for Christie Staff this year, 2 Academic and 3 MAHSC, as follows: 
Dr Adrian Bloor – MAHSC 
Dr Julia Handley – MAHSC 
Dr Wasat Mansoor – MAHSC 
Dr Fiona Thistlethwaite – Academic 
In addition, Dr Emma Crosbie who has a honorary contract with us was successful. 

 
 
3.     Fellow of the Academy of Medical Sciences  
 Prof John Radford and Prof Rob Bristow have received fellowships to the Academy of 

Medical Sciences (FMedSci). The fellowship is a prestigious award for medical scientists 
who are judged by the Academy for the excellence of their science and their contribution to 
medicine and society. The Academy consists of a group of around 1200 Fellows elected 
from fields across the biomedical sciences.  

 
 
4.  2019 RCNi Award finalists   
 Elaine Blowers and Clare Dickinson have been selected as finalists for the 2019 RCNi 

awards under the Excellence in Research category. This is in recognition of their work in 
raising awareness of clinical trials so that all patients coming into contact with trust staff have 
an equal opportunity to participate in research. The awards ceremony will take place in 
Westminster on 3rd July. . 

 
 
5.  ASCO 2019 - FAKTION clinical trial 
 Dr Sacha Howell presented a high impact oral paper at the 2019 ASCO on the FAKTION 

clinical trial which subsequently received national media interest. Dr Howell worked jointly 
with Dr Rob Jones from The Velindre Cancer Centre, Cardiff University on the phase II trial 
that found combining standard of care with a new Astra Zeneca drug controlled cancer 
growth in women with advanced breast cancer for an average of six months longer (10.3 
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months) than those treated with the standard hormone treatment and a placebo (4.8 
months).  This story was covered on ITV1 Granada Reports, a live interview into Drivetime 
on BBC Radio.  There was also significant coverage in the Manchester Evening News. 

6. Responsible Officer report
The annual overview of medical appraisal and revalidation is attached at appendix 1.
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Appendix 1 

Responsible Officer Annual Report – Medical Appraisal and Revalidation 2018-19 

1. Executive summary 2018-19
There is a well-established process for annual appraisal of consultants and non-training
medical staff at The Christie. This provides robust evidence for medical revalidation and is
also closely integrated with the clinical governance of the organisation.

• The number of doctors connected to The Christie continues to rise. As at 31st March 2019
there are 258 doctors (171 consultants, 87 non training); HEENW oversees the process
for our trainees.

• We are compliant with quarterly appraisal monitoring and the Annual Organisational Audit
(AOA) report was submitted within the required timeframe to NHS England.

• All doctors connected to The Christie for the purpose of revalidation have now been
through their first revalidation cycle and all recommendations were made within the
required timeframe.

• 52 recommendations have been made by the Responsible Officer in year. Of these 2
recommendations was for deferral of revalidation; this was for specific reasons and for a
maximum period of up to 12 months. Of the individuals deferred, one has subsequently
been revalidated, the other individual was deferred on the grounds of ill health and is now
deceased.  There were no deferrals for non-engagement.

• Completed appraisal rates remain high, however the number of appraisals that have not
met all three standards outlined in the AOA has increased slightly.  2 doctors failed to
complete appraisal in year without the reason for this being agreed in advance by the RO,
these appraisals have since been completed.  Feedback from doctors about their
appraisal remains positive.

• This completes our first full year using the Clarity appraisal system which provides an
electronic portfolio for use by doctors, a framework for appraisals, 360 feedback, and
system administration.

• During 2018/19, the Executive Medical Director/Responsible Officer met each quarter with
the GMC Employment Liaison Advisor. The Executive Medical Director/Responsible
Officer attends the RO Network meetings and is also a Responsible Officer appraiser for
NHS England North.

• In 2018-19 there was only one serious concern involving a doctor that required formal
process.

2. Annual Report
The Responsible Officer (RO) is required by NHS England to provide a full annual report to
the Board of the organisation or ‘designated body’ on the compliance with national
requirements for appraisal and revalidation of doctors.

This is a summary of the achievements and activities undertaken in the past year to support
this process and to bring to the Board’s attention any concerns and actions to be taken.
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This report follows the NHS England Framework template for quality assurance (April 2014). 

3. Background
Medical Revalidation was launched in 2012 to strengthen the way that doctors are regulated,
with the aim of improving the quality of care provided to patients, improving patient safety
and increasing public trust and confidence in the medical profession.

The process for GMC revalidation of doctors licensed to practise in the UK commenced on 3
December 2012; as a designated body, The Christie has a responsibility for all non-training
grade doctors employed by the Trust. This includes consultants, SAS and specialty doctors,
non-agency locums and clinical academics. Doctors undergoing foundation year, core
medical training or higher specialist training are connected to HEE North West.

Revalidation is an on-going process; and we are now in the second cycle of revalidation,
which will be based upon evidence of satisfactory practice over a 5 year cycle.

Provider organisations have a statutory duty to support their Responsible Officer in
discharging their duties under the Responsible Officer Regulations1 and it is expected that
provider boards / executive teams will oversee compliance by:

• monitoring the frequency and quality of medical appraisals in their organisations;

• checking there are effective systems in place for monitoring the conduct and performance
of their doctors;

• confirming that feedback from patients is sought periodically so that their views can inform
the appraisal and revalidation process for their doctors; and

• ensuring that appropriate pre-employment background checks (including pre-engagement
for locums) are carried out to ensure that medical practitioners have qualifications and
experience appropriate to the work performed.

The Executive Medical Director (EMD) ensures that there are arrangements with the Trust’s 
clinical governance and human resources teams to ensure that information from the past 
year, specific to a doctor, is included as a statement within their portfolio and discussed at 
annual appraisal. Such reports are also requested prior to revalidation recommendations. 
The EMD/Responsible Officer ensures that there are robust processes for responding to, and 
managing, a concern about a doctor. 

The role of Responsible Officer is held by the Executive Medical Director and supported by 
the appraisal and revalidation co-ordinator (ARC). The RO / Clinical Appraisal Lead and ARC 
meet regularly to review appraisal and revalidation progress, additionally the RO meets with 
the medical workforce manager monthly, to monitor and discuss any concerns; there is also 
a quarterly meeting where they are joined by the GMC Employment Liaison Advisor (ELA). 

The HR Team are responsible for: 

-  ensuring robust pre-employment checks are carried out; 

1 The Medical Profession (Responsible Officers) Regulations, 2010 as amended in 2013’ and ‘The General Medical 
Council (License to Practice and Revalidation) Regulations Order of Council 2012’ 
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-  providing information to the ARC on doctors who are joining the Trust and the nature of 
their contract; and 

-  providing information to the ARC on doctors who are leaving the Trust. 

The RO will liaise with the RO at another Trust in relation to concerns about an individual 
doctor who may be leaving, or transferring in to The Christie.  

The appraisal and revalidation co-ordinator is responsible for maintaining an accurate 
database of the doctors who have a prescribed connection to The Christie.  The ARC has 
responsibility for the Electronic Appraisal platform and supports both doctors and appraisers 
in its use.  A regular review of the system is undertaken to ensure that those doctors who are 
due for appraisal, have commenced their portfolio preparation; they are also sent reminders, 
any lack of activity is escalated to the Clinical Director and Responsible Officer. 

The RO is compliant with training and attends NHS England regional and national RO 
meetings as a requirement of the RO post.  The RO had a satisfactory external appraisal 
with a level 2 RO on 3rd October 2018.  The RO is also an appraiser for NHS England North. 

Compliance with medical appraisal is reported via email to confirm we are on track, in 
addition an annual summary is submitted to NHS England in May each year. This detailed 
annual report is prepared for the executive team and Board of Directors.  

3. Medical Appraisal
3.1 Clarity 
This is the platform on which medical staff are required to complete their annual appraisal.  In
2018/19 234 (91%) completed their appraisal via the platform, 3 (1%) completed their
appraisal using the interactive web-based MAG form and of the remaining 21 (8%) doctors,
19 (7%) were approved missed appraisals as they had only recently commenced with the
Trust and 2 (1%) were unapproved incomplete or missed appraisals..

3.2 Appraisal performance data 2017-18 
In 2018/19, 237/258 (92%) doctors had completed their annual appraisal in year.  19/258 
(7%) were recorded as approved incomplete appraisals for reasons accepted by the 
Responsible Officer.  2/258 (1%) were unapproved incomplete appraisals. 

Table 1 Summary of 2018/19 Medical Appraisals: 
Designated Body 
Connections 258 

(Completed 
appraisal) 1 

(Optional - 
Completed 
appraisal) 1a – 
appraisals that 
meet all 3 
standards within 
the AOA 

(Approved 
Incomplete 
appraisal) 
2 

(Unapproved 
Incomplete 
appraisal) 
3 

Consultant 171 166 (97%) 144 (87%) 4 (2%) 1 (1%) 
Staff Grade 18 18 (100%) 13 (72%) 0 0 
Temporary/Short term 
contract holders (inc 
clinical fellows, 
locums etc) 

69 53 (77%) 39 (74%) 15 (22%) 1 (1%) 

Total 258 237 (92%) 196 (76%) 19 (7%) 2 (1%) 
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Measure 1 Completed medical appraisal 
NHS England have reviewed the way in which medical appraisals are reported and this 
measure is a change from last year.  Measure 1 confirms the total number (237/258 = 92%) 
of appraisals completed whether they met all 3 standards outlined in the AOA or not.  

Measure 1a (Optional) Completed medical appraisal 
This measure details the number of completed medical appraisals that meet all three 
standards outlined within the Annual Organisation Audit, (196/258 = 76%).  (41/258) did not 
meet all three standards and the reasons for this are captured; in some cases there were 
unforeseen and acceptable circumstances affecting the appraisee, the appraiser or both and 
in others there was a lack of organisation. 

Of the 2/258 (1%) unapproved incomplete appraisals 1 has now been completed, the other 
individual left the Trust without completing an appraisal. 

4. Appraisers
The number of trained appraisers fluctuates as individuals step down and new appraisers are
recruited.  Currently we have 37 trained appraisers and the Medical Appraisal Lead which
exceeds our original target of 34, however, given the increasing number of appraisees we
continually review our target, further work is ongoing to increase this pool of appraisers
further and 3 additional doctors will be trained post April 2019.  The Responsible Officer does
not undertake appraisal of doctors who are connected to the Christie but has been selected
to be an RO appraiser for the North of England and has been trained for this role.

The appraiser group meets four times a year. Appraisers are aware of the expectation for 
them to attend at least 50% of these.  Attendance is monitored by the ARC and any issues 
are highlighted to the RO if not in attendance.  

In line with national guidance we now allocate doctors to appraisers.  Between 5-7 appraisals 
are allocated to each appraiser.  Individuals are notified who their appraiser will be and may 
request a change in their allocated appraiser.  Any change must be requested within 3 
months of the appraisal and any request to change appraiser outside this timeline, must first 
be approved by the RO. 

5. Quality Assurance
5.1 Appraisal portfolio content:  
The initial appraisal notification to a doctor contains a link to access guidance on their 
preparation including supporting information that should be gathered in preparation for 
appraisal.  This relates to the domains of good medical practice.  

The ARC now uploads organisation supporting information directly to the portfolio for each 
clinician, this ensures trust level activity data, with additional information through the Clinical 
Outcomes Unit where available, is considered at the appraisal. We are aware that activity 
information relating to individual clinicians may not be completely accurate, particularly where 
consultants work in a team; additionally corporate systems do not record the detail for some 
surgical procedures and these are maintained in individual log books. Any such 
discrepancies should be discussed with the appraiser and noted if appropriate, in the 
summary. As clinical teams continue to enter more accurate and clinician-specific data 
through the clinical outcomes unit so that individual/team data can be accessed. Other 
outcomes are demonstrated through audit and research activity.  
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An annual statement is also generated from HR and the Quality and Safety team. The latter 
also documents the audit activity and status of any projects that have been undertaken in the 
past year. 

Doctors should also include their mandatory training record which is accessible via ESR Live. 
Additionally, all consultant medical staff must complete a Fit and & Proper person form 
annually which should be submitted within their portfolio.  A random audit of 43 (25%) 
appraisal portfolios was undertaken to ascertain whether the completed F&PP form had been 
uploaded into their portfolio, of these 21 (49%) had completed and uploaded the form.  The 
aim is to ensure that consultant medical staff, include their F&PP form in their portfolio as a 
routine practice and reminders were made through the appraiser group. 

Reflective practice is a key element of appraisal and the Responsible Officer and medical 
education team have circulated the guidance on this from the Academy of Royal Medical 
Colleges and the GMC to all medical staff including trainees in order to promote reflective 
practice at appraisal. Doctors are expected to reflect on their practice and outcomes within 
their portfolio. 

5.2 360 feedback reports 
The ARC co-ordinates both colleague and, for doctors with a clinical role, patient feedback 
exercises.  Both should be undertaken within the first 3 years of the revalidation cycle but the 
RO may request further feedback in subsequent years if concerns have arisen. 

The RO reads all patient feedback reports before they are released to individual doctors. The 
colleague feedback is discussed with the doctor’s appraiser but this may be outside of the 
appraisal meeting.  A reflection of this feedback and the feedback from patients is expected 
to be within each portfolio; additional reflections are expected in response to any complaints. 

No serious concerns about an individual doctor were identified via patient feedback in the 
past year. 

5.3 Appraisal outputs 
The outputs of the appraisal are the summary and the personal development plan, both of 
which are signed off by the doctor and appraiser. These are checked for completion by the 
ARC, who highlights any gaps or concerns to the RO. 

The RO and the appraisal lead share in reading through a sample of summaries and PDPs 
from the appraisal process.  A process for on-going QA of outputs, undertaken by the RO 
and lead appraiser is now in place. The model ‘Excellence tool’ for audit of outputs was 
modified slightly to fit with the Christie system and agreed with the appraiser group. 

Findings from output reviews are discussed with the RO, appraisal leads and ARC. 

This year general comments and areas to improve have been raised at appraiser group 
meetings. These have included: 
• Check of the doctor’s scope of practice including private work where that this has not

been explicitly captured 

The RO and appraisal lead will discuss appraisal outputs with an appraiser where there are 
aspects to improve; general feedback and reminders are provided to the quarterly appraiser 
group meetings. Where a concern is discussed and included in the appraisal output, the RO 
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is able to follow this up with the appraiser and individual doctor or will liaise with the clinical 
director. 

5.4 Feedback from doctors following appraisal  
Feedback was received from 207/237 (87%) appraisals.  These were all completed using 
using Clarity, there were 3 individuals who used the MAG form for their appraisal but did not 
provide feedback. 

The feedback is extremely positive and demonstrates that doctors do value their appraisals 
and the role of their appraisers see Appendix A. 

Appraisers will each receive their summary feedback reports as a result of having completed 
appraisals on the electronic platforms. 

5.5 Three Way Peer Review 
Peer review of appraisal and revalidation processes is recommended as good practice. 
Between June and August 2018, a three way peer review was undertaken between the ROs 
and teams for The Christie, Stockport and East Cheshire acute trusts. Each team was 
reviewed by, and undertook a review of another team; the findings from each were discussed 
and  and subsequently a  summary report was shared with the NHSE North.  
The report for the Christie summarised the following: 

There is good evidence of a robust process for A&R; with an excellent AOA and Board 
report. The team obviously works very well together, and roles and responsibilities are clearly 
defined. Appraisal is well embedded; and doctors appear to be clear about their roles in 
A&R; and there is an effective process for escalation 

Areas of good practice 

1. The AOA shows a large number of doctors appraised within 12 months; and with the
documentation completed within 28 days. This suggests a robust process

2. The information from the Governance team sent to the appraisee covers information
such as complaints; SIs; local audits; inpatient mortality reviews

3. The patient 360 process includes letters to patients (with photographs of the doctor)
which are used for the more difficult specialties such as anaesthetics

4. The RO sends an e-mail to all doctors when she has reviewed the patient 360 results
5. The ongoing refresher training for appraisers
6. The Board report is comprehensive and very informative

Areas to consider: 

1. In a couple of areas, the Policy reflected aspirational practice which does not occur
(such as suggested audit of all summaries would be undertaken)– the team are looking
at revision of this

2. We discussed the possible adoption of an educational supervisor report for the appraisal
of fellows

3. There may be some merit in considering developing a shared QA tool between
organisations.

Wider benchmarking: Information on Christie benchmarking with sector and England 
performance on appraisal and revalidation is not yet available for year ending March 2019. 
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6. Access, security and confidentiality
The appraisal portfolios and appraisal output documents are held within the password-
protected electronic system (Clarity).  A small number (short term contracts or imminent
retirement) use paper based or electronic MAG forms.  Copies of these are held in a locked
cupboard by the Medical Directors Office.

All doctors and appraisers are aware that there should be no patient identifiable information
within appraisal portfolios and this is monitored by the appraiser.

The Responsible Officer/Medical Director, and ARC are able to view information within the
electronic platform.  Appraisal outputs (summary and PDP) can be seen by the respective
Clinical Director and also the appraisal lead.  Information on individual doctors within
electronic platforms is otherwise accessed only by the doctor and their appraiser for that
year.

Appraisal and revalidation history is provided about a doctor to the following:

-  any private organisations where they undertake work if requested
-  University of Manchester (doctors on academic contracts)
-  In response to requests by new employers after a doctor has left The Christie
-  If there is an issue about which another RO should be made aware; in such

circumstance the doctor would also be informed of this. 

No breaches of confidentiality or concerns have been identified in the past year. 

7. Clinical Governance
The Christie has a well-established structure for clinical governance. While outcome
information is brought to appraisal for discussion there are separate processes for peer
review and monitoring through divisional and directorate governance process and disease
group/departmental quality meetings. Moderate incidents, complaints and trends are seen
weekly by the Executive Review Group which includes the Responsible Officer.  Actions are
monitored through the Risk and Quality Governance Committee chaired by the Executive
Medical Director.

Both HR and the Safety & Risk teams provide a summary letter which highlights any
complaints/incidents involving the doctor, or any additional concerns.  HR and clinical
governance reports are generated before each annual appraisal, and also before
recommendations for revalidation are made.

In the event of a serious concern involving a trainee, the Christie RO would inform our
director of postgraduate medical education and liaise directly with the lead employer (
(currently St Helens and Knowsley FT) who would inform the HEE NW RO.  If a concern
involved a doctor who works at another site or organisation there would also be RO to RO
liaison.

8. Revalidation Recommendations made 1st April 2018 - 31st March 2019
In year there were 52 recommendations to revalidate, all were completed on time.  There
were 2 deferral requests, one was due to further information being required, and one was as
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a result of long term sickness.  The outstanding information is now available for the deferred 
individual and a recommendation to revalidate was made. 

Note: recommendation of deferral is not a negative action. The most common reason is to 
ensure that recommendations are made only when the RO is satisfied there is sufficient 
supporting information provided. Insufficient information may be the issue with doctors new 
to the organisation or on return form extended absence, when their revalidation is due. The 
deferral may be for between 3-12 months at the discretion of the RO. 

Recommendations made: 

Within 0-13 days of date due 8 (includes 1 Deferral) 
Within 14-27 days of date due 9 
>28 days <55 days before date due 11 (includes 1 Deferral) 
> 56 days <83 days before date due 15 
More than 84 days before date due 9 

There were no missed or late recommendations and no notifications for non-engagement. 

All revalidation recommendations made in year have been accepted by the GMC. 

9. Recruitment and engagement background checks
The HR recruitment team ensure that all pre-employment checks are undertaken in
accordance with NHS employment check standards and in line with all legal, statutory and
good practice guidance requirements.

These meet six standards for:

-  Verification of the doctor’s identity
-  Their right to live and work in the UK
-  Professional registration and qualification checks
-  Employment history and reference checks
-  Criminal records checks
-  Occupational health checks.

In relation to revalidation, all newly appointed medical staff must complete the Revalidation
Checklist.  This is then cross referenced with GMC Connect in order that we can check the
doctor is connected to this designated body.  This also enables the ARC to identify the
doctor’s previous RO and request information pertaining to their last appraisal for our
records.

In the past year the Christie has worked with the HR team at the University of Manchester to
ensure consistency in the recruitment of academic posts and new guidance produced.

10. Monitoring Performance
The performance of all doctors at The Christie is monitored by the Executive Medical Director
and Responsible Officer through robust governance systems including reviews of deaths and
referrals to the coroner; untoward incidents and complaints; and concerns raised through any
other route, externally or internally.
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Incidents and complaints involving a doctor, and the doctor’s reflection on these, are brought 
to annual appraisal. 

If these involve a training grade doctor, the Christie RO ensures that the Director of Post-
graduate Medical Education is made aware.  The DPME provides an annual report to HEE 
North West on any significant issue involving a trainee. 

The Executive Medical Director/Responsible Officer meets regularly with the GMC 
Employment Liaison Advisor and a member of the HR team is present. 

11. Responding to Concerns and Remediation
The Trust policy for remediation of medical staff is available on the intranet.  In 2018-19 there
was one serious conduct concern investigated by formal process.   This led to a disciplinary
hearing and outcome of dismissal of the doctor ( non-training, non-consultant post) in April
2018. 

12. Risk and Issues

Update on 2017-18 action plan
Area for 
improvement 

Action Responsibility Status 

Fit & Proper 
person form 

Inclusion of form  within Trust 
guidance on  minimum portfolio 
content  

ARC Complete 

Delays in holding 
appraisal and 
sign off: delay in 
alerting ARC of 
problem 

Notify appraisees that they must 
inform the ARC in advance or  as 
soon as possible so other 
arrangements or in order that RO 
approval can be obtained  

ARC Complete 

28 day sign off Ensure all medical staff are 
reminded of their responsibility to 
ensure that the appraisal must be 
completed within 28 days of the 
appraisal taking place; discuss at 
appraiser group 

ARC Complete 

Assurance all 
scope of practice 
is covered 

Portfolio audit via new Clarity 
system 

ARC, Appraisal 
lead 

Now part of 
ongoing QA 
sampling 
audits 

Quality of 
appraisal outputs 

Revise QA process in coming 
year 

Appraisal lead 
and RO 

Complete 

Assurance of 
process through 
peer review 

Participation in joint peer review 
exercise with two other 
organisations (June-August 2018) 

RO Complete 
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Action Plan 2018-19 
Area for 
improvement 

Action Responsibility Status 

Actions from 
feedback on 
appraisals  

Undertake an analysis of detail 
especially areas to improve on 
process 

ARC 

Ensure 
comprehensive 
information is 
presented at 
appraisal 

Audit of portfolio supporting 
information 

ARC and lead 
appraiser 

Appraiser 
development 

Build resource of anonymised 
excellent and less satisfactory 
appraisal outputs for use with new 
appraisers  

To ensure and 
demonstrate 
absence of bias 
in revalidation 
and MHPS 
process   

To review with HR teams what 
supporting evidence could be 
collected to demonstrate this 

RO and medical 
workforce team  

Follow up on peer 
review process  

Arrange follow up meeting with 
peer review trusts 

ARC 

13. Recommendations
The Board is asked to note the content of this report and the on-going improvement plan.

A statement of compliance will be made by the Chief Executive to NHS England by end of 
September 2019. 
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Appraisee Feedback – Comments 
"I was a little bit unclear about what to do as this was my first appraisal but the clarity 
website was clear and seemed to guide the process" 
"None.  Adequately organised though implementation of new software and getting access 
caused some delay" 
"More prompt boxes and automatic saving before leaving a page" 
"Categories for filing of evidence in Clarity are generic, but do not fit with my preferred 
system" 
"To avoid duplication once documents/certificates have been scanned it would be useful to 
move or link them if they are applicable to more than one category" 
"A lot of overlap within the different sections of Clarity leading to repetitive entries. The 
electronic platform could be a little more streamlined. Otherwise reasonable appraisal 
process" 
"There is no section for teaching/educational commitments in the portfolio and it is too 
prescriptive about educational roles - it is possible to have an educational role that is not 
Educational or clinical supervisor or undergraduate lead. Otherwise it is better than previous 
system"9% 
"I received the best support from the organisation and I must thank to everyone for the good 
management and easy system in place" 
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"The information on activity and from HR was sent to me after my appraisal and been carried 
out and needed to uploaded subsequently. As Clarity is a new to the trust, it took time to 
work out where documents should be uploaded. An induction to the new system would have 
been helpful prior to the appraisal" 
"The previous system (equiniti) showed my appraisal as being due in May. The first I knew 
of a change to that was when I was emailed asking why I hadn't scheduled my appraisal yet 
and informing me that it was due in February. This didn't allow enough notice to arrange, so 
the appraisal was eventually conducted at the beginning of April. In the meantime the 
appraisal system changed which increased additional complexity. I didn't have a login for the 
new system and the appraisal dates showing in the new system were (and still are) wrong. 
However, overall the clarity system seems much better than equiniti" 
"System available at the start of the year with clear instructions and training. Difficult to 
complete retrospectively to the level that I would like to achieve. This has again been a new 
learning process with a new system" 
"An automatic HR letter instead of having to request one" 
"Good process" 
"I have used "MyGMC" for the last year and will migrate this year across to the Clarity 
system which seems better" 
"There was a delay in some of the official documentation being sent to me and hence had to 
upload after my face to face appraisal had occurred" 
"The software is not user-friendly in practice and I could not link portfolio items in areas I 
wished to. There are too many tabs per item/category, and 'reflection' is employed too 
repetitively" 
"This seems better software than the previous appraisal software we used" 
"I felt that the new appraisal software was not well explained, and initially took some time to 
learn" 
"The advice and help by Mrs Yvonne Clooney is kindly acknowledge" 
"At the time of commencing fellowship, a greater emphasis that an annual appraisal is an 
requirement would be appreciated. I would recommend that a email reminder notice to 
arrange an appraisal occur at least 3 months in advance as finding a mutual time/date for 
the appraisal can be difficult." 
"I was given just over 2 months notice that I had to complete an appraisal as opposed to one 
year at my previous trust. Was unfortunately given little guidance at the beginning but this 
was rectified after discussion with my appraiser" 
"I have had some difficulty with the completion of register of interests on the trust webpage – 
apparently an IT issue - communications were undertaken with relevant staff to help rectify 
this. To proceed with the appraisal, a written declaration was provided within the fit and 
proper document submitted" 
"This was a well organised process" 
"Need more clear guidance and tutorial on how to use this new software effectively" 
"This is my first appraisal with this organisation. the software is not very user friendly - it is 
unclear where certain documents go" 
"Many thanks Dr XX" 
"It takes a really long time to complete the whole application" 
"system is easy to upload evidence documents and link them to various roles and PDP. I 
find it very helpful that it guides you through what items are missing or are incomplete when 
want to submit so you can review them. Only negative is that I could not work out how to edit 
an item during appraisal meeting in order to make changes, so just added notes” 
"Changing systems increased the prep time. This should be better next year" 
"Some guidance produced on what items to put where in the portfolio - e.g. what to include 
in cpd activities, what to include in QI activities" 
"The software can be improved. Feed back offered" 
"Trust could conduct some workshops for the appraisee as well in addition to training of the 
appraiser" 
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"Some minor confusion between the appraiser on clarity and identified via email. This 
delayed organising my appraisal a little bit but didn't cause any significant problems" 
"Clarity system is much more user-friendly. Obviously some teething problems being one of 
the first to transfer over and am still about unclear about where some of the forms go, but 
have already starting to use the app to record CPD etc- will definitely be a much better 
system going forward" 
"There was a delay in being able to submit information into the portfolio due to formal 
recognition of allocated appraiser by Clarity. It would be helpful if this were an automated 
process" 
"I find the new Clarity system easier to use than the previous Equiniti system but much more 
time consuming than the previous non-online systems. I am collecting data during the year 
and spending hours reproducing it online. It is still not clear what needs to go in each section 
and there are many sections that aren't applicable. It would be much quicker and I suspect 
cheaper to develop an in-house system that is appropriate to our trust or to each individual 
department" 
"Change in dates to appraisal process was a challenge in getting things ready" 
"This year my appraisal was carried out in Clarity. Whilst this system was relatively easy to 
use, every time the organisation changes the system it is an additional burden in terms of 
navigating a new system and ensuring the required evidence is in the correct format. I 
request that we are permitted stick with the same system for the foreseeable future" 
"did not received some of the documents required until after my appraisal documents were 
sent" 
"First time using Clarity was somewhat difficult, however I imagine that next year will be 
better" 
"Appraisal was moved forward by 1 month and I accidentally found out about it. Adequate 
notice would have been helpful" 
"New online tool, Clarity is easier to navigate and clearer to attach supporting evidence 
compared with previous tool" 
"First time I used Clarity for my appraisal, therefore took me some time to work out how best 
to input the required information. Hopefully will be more efficient next year as I will be familiar 
with the software" 
"I found this Clarity appraisal system vey user friendly" 
"This is the first time I have used Clarity. It was very time consuming and I am hoping that 
the documents uploaded can be saved for next year's appraisal since some documents may 
not change each year, e.g. job plan for example." 
"The Clarity system was new to me and I needed to find my way around it, leading to delays 
and minor problems. It is a reasonable system but the recurring requirement to explain, 
reflect etc are burdensome and, given the scrutiny these have come under recently, a 
deterrent to recording information." 
"Getting used to Clarity, some special features means it is confusing or difficult to get the 
right documents in the right place, or that reflections has to be done within clarity" 
"The new electronic system is worse than previous one, which was poor. It is impossible to 
describe the detail of one's roles and supporting evidence.   That date for my appraisal was 
changed several times on the system which didn't help I had to chase for supporting 
evidence.  My appraiser was excellent on the other hand" 
"None the process and appraiser were great" 
"great support. difficult to find fault. XX is a great appraiser!" 
"Rather than allocate a nominal time every week, which is invariably eaten up by clinical 
commitments, I would prefer to have 2 half days off every six months to prepare the 
appraisal. It would do away with the endless time wasting around forgotten logins and re-
acquainting with the system and would reduce the need to do this out of hours" 
"Data supplied by the Trust of my activity is significantly different to my own prospectively 
collected data - and is I feel inaccurate" 
"Undertake this electronically. If appraisee and appraiser are happy with the portfolio then 
meeting serves little purpose" 
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"no suggestions" 
"My Appraisals usually take place in October every year. I was a bit surprised to know that it 
was moved forward this year. It would be good to know much in advance when the next 
Appraisal is expected or due" 
"the activity data is inaccurate no data related to MDT attendance, endoscopy, out patients" 
"The software should fit the task of appraisal better as it is too confusing and haphazard, 
with too many areas to reflect/enter information/add evidence/link documents" 
"The navigation of the software was a bit tricky for someone new to the service" 
"The activity data supplied by the Trust is not properly consultant-specific and would be 
improved if further changes made to PAS system" 
"There was some required information that was requested late. It would have been useful to 
have all this information provided with the reminder for appraisal comes through" 
"Less counterintuitive & confusing screens. Only mandate responses to compulsory items, 
so system doesn't auto-generate "Disagree" when no response has been sought! (Latter led 
to auto-generated dissent, unplanned unlocking my completed & countersigned appraisal 
from previous year, thus significantly impeding accrual & submission of this appraisal. " 
"I did not understand or know about submitting the appraisal so my appraiser could see. The 
intro guide and video were not helpful" 
"I would suggest that appraisals are kept on annual, 12-monthly cycles to allow sufficient 
time for preparation, colleague and patient feedback. It seems that my organisation pushed 
this to be completed a month earlier this year, which caused me more stress then usual. I 
was however well supported by my Appraiser and Appraiser Officer who were very helpful 
and flexible to facilitate this process for me" 
"I understand completing my appraisal is my responsibility and an on-going process. I 
personally would benefit from reminder messages to my email address to work on my 
appraisal documents and CPD" 
"I was a bit unsure on what exactly is required to "pass" the appraisal and in which domains" 
"The Clarity online form is much more comfortable and useful for the input of the activities 
and for their review. Comfortable and time saving" 
"Good" 
"This is the first time I used Clarity" 
"No concerns" 
"Nothing - Yvonne was particularly helpful and was very swift in responding to my queries 
and in sorting out my patient feedback" 
 
 
Appraisers Skills 
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Appraiser Skills – Comments 
"Good appraisal skills. Had clearly reviewed my portfolio beforehand and prepared for the 
meeting. He was flexible in timing and venue of my appraisal meeting and even gave up his 
own time to do this! I think the Clarity Appraisal Toolkit will become more familiar with on 
going use and experience" 
"Dr XX was a very enthusiastic and supportive appraiser" 
"XX is a skilled appraiser and I have learned new approaches and techniques from his 
appraisal of me that I will deploy" 
"Very competent and not much I can suggest to improve. Perhaps could be more prompt in 
signing off the appraisal although did it within the 4 week period" 
"XX is a very good appraiser - well prepared, good at pulling together what I have submitted 
into a coherent appraisal framework. Good practical suggestions for gathering appraisal 
information and for PDP. Thank you" 
"My appraiser was very helpful in guiding me through the appraisal process, and giving me 
good advice on how best to record and reflect on my activity and how to develop relevant 
and realistic goals with my appraisal. He has been extremely forthcoming with both his time 
and his advice, which has helped me engage with the appraisal process in a more 
productive and beneficial way" 
"Very good support. More than happy with all the help and teaching provided. The appraiser 
challenged me to consider new areas for development"  
"Well prepared. Understood my needs. Was able to direct self-reflection and realistic 
SMART objectives" 
"Excellent appraiser" 
"Interesting and useful discussion with Dr XX to enable me to focus on my current work load 
and role which will help me as I develop over coming years" 
"Dr XX had a very balanced but thorough approach to my appraisal, good listening skills and 
offered suitable challenge when appropriate. I'd be very happy to have an appraisal with him 
again in the future" 
"Very helpful. Detailed review, and useful, clear feedback which will help me more forwards" 
"Dr XX had spent time reviewing all of the evidence submitted for my appraisal. He pulled 
out key issues and also challenged me to think about how to develop over the next year. The 
discussion re current challenges I'm experiencing was helpful, with constructive advice 
given. Useful process" 
"Dr XX can maintain the necessary neutrality in performing the proper evaluation of an 
appraisal" 
"Dr XX was an excellent appraiser. She gave excellent critical feedback on my CME 
activities and was honest in her evaluation of areas I could improve in" 
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"It was a beneficial process for me and I am grateful for the opportunity to discuss my plans 
for the future with a senior colleague" 
"N/A" 
"Nil" 
"I thought my appraiser was excellent. I was very impressed with the discussion and the 
clear and professional way the appraisal was performed. Compared with appraisers in other 
trusts this was a more beneficial experience for my professional development” 
"Dr XX is an excellent appraiser. He spent good time understanding my job and issues and 
reflected well with good advice" 
"Very supportive and help me how to achieve my PDPs" 
"Very through Appraisal and challenged well" 
"No changes needed" 
"Conducted a well rounded appraisal" 
"Very insightful and useful appraisal. A helpful review of the year" 
"This was my first appraisal with Dr XX. In recent years my appraisals have been re-
arranged at the last minute and I have waited a considerable period of time to have the 
appraisal signed off after the meeting, despite adequate preparation. This time there was 
thorough preparation and a full meeting with discussion on every aspect of my appraisal" 
"??? is very good at what he does, I can’t think of anything else that needs improving, 
maybe write up the appraisal a bit more timely next time?" 
"??? was an excellent appraiser. She really listens and provides thoughtful suggestions and 
feedback and is easy to talk to. Very happy to have her as my appraiser" 
"This comment is specifically to support my scoring in response to the question “My 
appraiser challenged me to help me to review my practice?” Comment - There were already 
examples documented in my submitted portfolio highlighting self review of my clinical 
practice which is why there was limited requirement for my appraiser to challenge me to help 
me to review my clinical practice, however, we did have a productive and very useful 
discussion about professional development opportunities within a clinical leadership role. It 
was a good interactive discussion overall" 
"Attitude of appraiser was biased, threatening and discriminatory made me stressed as he 
was abusing speciality doctors being a rota master made them over work and not 
recognising our entitlements according to BMA job plan" 
"Thank-you Neil, constructive discussion and good opportunity to reflect on the past year 
and create a realistic PDP for the year ahead" 
"Professional and friendly atmosphere during the appraisal. Dr ??? always makes very 
important and good suggestions, which is especially helpful for someone that came from 
abroad" 
"Very respectful and considerate appraiser" 
"Understanding and thorough appraiser. Helped develop my ideas regarding job 
progression" 
"Dr XX is very professional, thorough, good listener and helpful. He is very kind and caring 
for colleagues as I noticed during my process of appraisal. He is a good asset to Christie 
Trust. May God bless him" 
"I have noticed that it must be quite difficult to appraise someone who does a fair bit of work 
in the private sector by someone who doesn't do any private work. This may be something 
that the trust would look at. Although the nature of the medicine is similar, the way one works 
with management and interacts with the business end of things is different and next year I 
will be doing half and half NHS and private. I think it's difficult to have an insight into that if 
one doesn't do private work" 
"XX is a very insightful, experienced oncologist and his questions and focus helped me to 
see how to address the outstanding issues raised in my PDP" 
"My sincere thanks to Dr XX for providing such a thorough appraisal and for the very useful 
feedback; it proved a valuable exercise" 
"A very helpful, supportive and challenging appraisal. It was helpful to have the overview of a 
senior colleague and I came away with some excellent advice and suggestions" 
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"Thanks" 
"Very supportive" 
"XX is truly inspirational and a great appraiser" 
"XX is a senior experience colleague who knew where to pitch the appraisal. the appraisal 
was very useful for me. XX is an excellent appraiser" 
"XX is very encouraging and supportive. It is always a positive experience being appraised 
by XX" 
"I have done 3 separate appraisals with XX and therefore will need to change next year. I 
would like to thank XX for all of his support with this process" 
"No suggestions. It was very good to be appraised by a colleague who fully understands the 
scope of my work and who could give very good suggestions or ideas for further 
improvements" 
"N/A" 
"XX is an excellent appraiser, mentor and clinical director" 
"Continue as before, to prepare well and have focused discussion" 
"Dr XX was a conscientious, fair and supportive appraiser, providing helpful prompts to 
support my future development as a Consultant" 
"My appraiser was very thorough, considerate and suitably challenged me during my 
appraisal in a supportive manner" 
"Open questions encouraged in-depth discussion and reflection. Felt comfortable and secure 
discussing sensitive issues. Accurately documented with constructive learning 
agreement/PDP" 
"Most helpful appraisal in 15 years - thanks" 
"This was excellent appraisal. I found it very helpful. Dr XX was excellent" 
"Useful discussion with constructive suggestions and action plan" 
"My appraiser was very helpful and flexible which helped me a lot to prepare for appraisal 
well. She had a very good insight into various aspects of my practice and was able to identify 
strong points, areas where my energy should be focused as well as gave me great advice on 
how to continue to improve myself as clinician. I would be keen to keep the same appraiser 
for next year" 
"XX was an excellent appraiser. I felt he was fair and supportive" 
"Is very good as he is" 
"None, she was very helpful in explaining what I needed to do and what evidence I could 
use" 
"She was helpful and understandable" 
"No ideas for improvement, I'm afraid! I find XX to be a skilled appraiser - informal but 
thorough, supportive but challenging. The speed at which he reads and processes all the 
info is also highly commendable" 
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The Appraisal 
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The Appraisal – Comments 
"I thought that the appraisal was really helpful and a lot more useful than the ARCP process 
for trainees.  It was a lot more individually focused. It helped me to clarify my thought 
processes for the next steps in my career" 
"None. A good appraisal" 
"More emphasis and time to focus on key areas of development and may be specific 
suggestions on how to achieve these" 
"None" 
"More guidance on the appraisal process and direction from the RO. Keeping one system for 
continuity" 
"Very useful. No changes suggested" 
"It was the first time on a new system, so it took me a long time to go through the appraisal 
preparation, but this should be easier next time" 
"N/A" 
"nil" 
"Thank you, Dr XX. Not much we can improve here I'm afraid..., which means it was good!" 
"I was very satisfied with the appraisal process and Dr XX as my appraiser" 
"Not able to add more CPDs as advised my appraiser as I only added CPDs for which I have 
supportive document" 
"None - an excellent appraisal with some good guidance given" 
"nil" 
"Having a detailed discussion of how to best support the appraise achieving the PDP" 
"I don't think appraisal makes a significant difference in my professional development, for 
example I have far exceeded the CPD point requirement. However, it is quite quick to 
correlate my CPD using clarity and it is a good summary of the year" 
"A less clunky system as the preparation process is very time consuming" 
"There has been limited requirement within this appraisal process to challenge me to 
consider new areas for development because I have already included, within.my proposed 
PDP, several new areas of development that have presented themselves to me via my 
clinical practice and clinical network and which I have also already been personally seeking, 
independantly and outwith the appraisal process.  However, the appraisal meeting 
discussion did provide a very useful culmination of discussions that had been taking place 
earlier in the year regarding issues within and development within/of the clinical 
leadership role" 
"By providing good, friendly environment at work place to improve professionalism and 
concentrate over clinical work" 
"no comment" 
"I should have been more active in prospectively adding information to my appraisal 
documentation and been more reflective. I will address these areas for next year. As 
mentioned before the quality of the data provided by the Trust needs to be improved" 
"no suggestions. We had a very good meaningful discussion" 
"N/A" 
"Better solid data from organisation (e.g. robust clinical, treatment and research activity etc. - 
this will require better system)" 
"I was happy with the process and there is nothing specific I could highlight for this to be 
improved" 
"I feel I need to prepare for my appraisal much earlier next year" 
"I had professional and competent support" 
"None" 
"And even opened my eyes on potential opportunities" 
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Appraiser Feedback  
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Appraiser Feedback – Comments 
"Software is user friendly. Nothing particular to improve on and we can continue Clarity 
Appraisal Toolkit" 
"None" 
"None to think of" 
"more training on how to use the system" 
"None" 
"Some categories in Clarity software should be made more secondary care specific" 
"This was my first appraisal using the new Clarity platform. There are some ongoing IT 
issues relating to requirements for Google chrome which make the process slightly clunky. 
Once that was sorted, it was more efficient" 
"this was my first one with the new system and still finding my way around it" 
"Formal recognition in job plan as a scheduled activity" 
"some of the dropdown boxes are specific to GPs and not relevant to hospital doctors or in 
particular, radiologists- these could be reviewed/ changed to make the appraisal more 
relevant" 
"The process of assigning the appraiser to an appraisee should be more efficient - I wasn't 
allocated to this appraisee on Clarity until a few days before the appraisal deadline, and 
opportunities to meet were severely limited" 
"Clarity much easier to use than previous system" 
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"In a busy world of clinical commitments it is always a challenge to find a time slot suitable 
for both: the appraiser and the appraisee, to hold a decent discussion. This is the main 
problem to me being an appraiser and appraisee. Otherwise I do not have any problem with 
it as a process" 
“Written prompts on the system for appraisee to upload documents for example: mandatory 
training report, Activity log report, SUI report by HR/ MD etc" 
"more appraisers so I don't have to do quite so many" 
"New system. Not intuitive. Long time between training and doing" 
"I would like to have more training in the use of Clarity" 
"I have no issues" 
"Please ensure appraisers are informed that they have an appraisee well in advance of their 
appraisal.  A checklist of required items for both the appraisee and appraiser would be very 
useful, as my appraisees have not been aware of the requirements for certain documents to 
be presented for eg Fit and Proper person forms, mandatory training record, clinical 
supervisor training form" 
"This colleagues is having a difficult time at work in the role he has remained in for 5 years, 
without sufficient progression or reward" 
"Better quality Trust information about clinical activity. Software fiddly- far too many tabs to 
open to find all submissions and documents" 
"No concerns" 
"There are some teething problems with Clarity which I will raise it with the relevant 
authority" 
"No documents were received from The Christie Clinic" 
"More structure within appraisal write up template specifically to include and recognise 
teaching and research commitments" 
"Its a good intuitive system" 
"It would be useful to visualise the entire portfolio in one place. It saves going back and forth" 
"Specific and clear Tabs for attaching following documents would have been helpful: 1. 
Previous years' appraisal summary 2. Supporting appraisal documents for work at other 
organisations: NHS/ Non-NHS" 
"Some problems with booking appointments. If not done in advance on the system you can’t 
say the appraisal is that day “must be in the future” 
"Wouldn’t save half way through summarising the appraisal and half the report was lost and 
had to be re-written" 
"It is difficult to find time to perform a proper, deep and meaningful discussion. It should have 
been a designated time for appraisals" 
"Completely inadequate notice of appraisal. I was only informed of this appraisal after the 
appraisal deadline had already passed, via a personal email from the appraisee. I did not 
receive any email notification that I had been allocated this appraisee until after this" 
"Appraisee was not aware of the submission of mandatory documents Appraisee was not 
engaged with the appraisal process" 
"Clarity is not bad, but it does seem a bit inflexible about dates. For example 360 and patient 
feedback should be easily reviewed even if it was not within the last 12 months" 
"With the updating of the date of appraisals, the education appraisal team have not been 
updated with the new dates. Hence no new education appraisal has been reviewed, though 
one has been seen in the last 12 months" 
"The appraisee was not aware of certain documents (that should have been sent 
automatically) that were required. It would be useful to have a generic list of everything 
required for appraisal that is further sub-divided depending on the role just to make them 
aware. If it is relevant to their role they can chase it from whichever source it needs to come 
from" 
"I still had to request the private pt summary. It would be best if this were automatically 
uploaded too" 
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"Limited time to review portfolio as although completing the uploads/reflection, DrXX has not 
completed the submission enabling me to review the portfolio until reminded to on the day of 
appraisal" 
"This was the first NHS appraisal for this colleague" 
"Was appropriate" 
 
 
Appraiser Skills 
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Appraiser Skills – Comments 
"Become more familiar with clarity and do more appraisals ie get more experience. I 
presume I will speed up the pre and post appraisal time (4 hours in total for this appraisal)" 
"can't think of any" 
"Next time I would run the software on two systems so I can see the evidence at the same 
time as I write a reflection. This time I lost all my transcription because I forgot to save it first! 
So I had to redo it all later" 
"appraisal within my own speciality" 
"Don't know" 
"appraisee didn't have any previous PDP or supporting information as such because she is 
overseas but I had seen her CV etc" 
"getting used to a new system is always a bit time consuming" 
"I have undertaken extra roles this year which impact on my availability to schedule and prep 
appraisals. Time management during my OT sessions needs to be rationalised" 
"greater familiarity with the new system" 
"become more familiar with clarity as the booking appointments bit threw me...we'd booked it 
and had the appraisal but hadn't boked it in.... the appraisal meeting was 1 hour but pre 
meeting took about 2 hours and post meeting write up about 2 hours" 
"Time management in a busy day job can lead to a delay in commencing and signing off the 
appraisal" 
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"nil specific but practice makes perfect and I think I will be more aware of the forms which 
are required to be submitted, before the next appraisal I do" 
"I dislike typing into a computer during appraisal (and the lap top constantly shuts down 
making this difficult). This means that I am often delayed in completing the paperwork. I 
could manage this by blocking out more time after the appraisal (but this is rarely possible)" 
"Further practical experience via the appraisal process. Ensure the appraisee is adequately 
prepared with correct information submitted in advance of the meeting" 
"Try to ensure sufficient challenge to appraisee in process" 
"Happy to have the same appraisee again although this is our 3rd meeting so he will require 
a new appraiser next year" 
"Nice and easy but both sides were well prepared" 
"be more challenging..." 
"I learnt this time to pre-populate some of the boxes to allow better discussion - it worked 
well" 
"More familiarity with system" 
"Regular update training" 
"(No prior PDP as this was the appraisee's first appraisal at the Trust after less than a year 
in post.)" 
"continue to spend time prepping the appraisal" 
"He is planning on leaving the Christie in June 2019, unless his role and job situation 
changes" 
"further update training" 
"Had limited time to review the appraisee's document pre-appraisal and I will work on that" 
"I have now appraised Dr ??? 3 times." 
"Continued experience and discussions with other appraisers" 
"I had numerous appraisals within a short space of time. I would like to separate them out 
throughout the year in future" 
"It was our 3rd appraisal in a row" 
"? be more challenging be aware of more opportunities" 
"I am keen to include a part of the appraisal on maintenance of professional and personal 
wellbeing and burnout prevention I would like to include a PDP item on this in all appraisals" 
"Refresher on training in next 12-18 months would be helpful" 
"Probably talk less and listen more" 
"Try to challenge the doctors more..." 
"? be more challenging" 
"As always, prior preparation is essential and can be difficult to fit into job-plans without 
clinical distraction" 
“Write up immediately following the appraisal" 
"3 yrs done" 
"The appraisee is well organised and conscientious. I wish she was given some training on 
the New Clarity system then some of the technical difficulties she encountered could have 
been avoided. This resulted in both apraisee and apraiser spending extra time on the whole 
process" 
"I would like to be able to challenge the appraisee more" 
"I still feel it is difficult for me to be truly challenging to individuals like this who achieve so 
many awards/academic success etc. Not sure I know enough to help push him" 
"Further experience and reflection on each individual appraisal. Reviewing appraisal 
documentation from my previous appraisals to see how it has been completed by the 
appraiser" 
"Always feel I should be more challenging..." 
"Refresher training" 
"Need to do more to get more comfortable with appraisals" 
"This is XX last ever appraisal!" 
"More experience" 
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The Appraisal 
 

 
 
The Appraisal – Comments  
"More experience" 
"As before with two systems at same time" 
"Don't think it could" 
"I was organised beforehand but found some of the areas difficult to link with the domains 
given this particular trainee didn't have previous paperwork" 
"Dedicated or protected appraisal meeting rooms to allow an uninterrupted process. Local IT 
engagement with all appraisers prior to use of the new Clarity system rather than waiting to 
be contacted when software issues arise" 
"I could have been more challenging, although it would have been difficult given the 
uncertainty of the appraisee's future, since he is retiring in several weeks' time and is 
considering returning to work" 
"Having completely protected time and a private space in the department. Shared offices 
lead to interruptions and difficulty with scheduling" 
"with practice I will become more fluent in the appraisal and re what is required before the 
appraisal takes place" 
"The appraisee was an excellent doctor with a clear view of plans and personal development 
for the next 12 months. I could perhaps have given more direction about the medium term. 
We only had 1 hour for discussion as we both had to attend another meeting. there were 
some issue which may have warranted longer discussion” 
"Given more time pre-appraisal meeting to provide guidance to appraisee about required 
information” 
"Not really in this particular case" 
"I would have preferred to have had more time to review the supporting documentation. (2 
days were given)" 
"Be more challenging" 
"Better preparation on behalf of the appraisee, with clear information on what is required for 
the process and adequate training on what to input into the software. More time to prepare" 
"There should be better training on appraisal process for appraisee so that they timely 
submit all relevant information and documents to their appraisers" 
"Compatible Adobe software so that I can view the appraisee's previous appraisal 
documents on my Trust computer. Adequate notice of appraisal. University PDR to take 
place before the appraisal and uploaded, since this represents the vast majority of the 
doctor's scope of work" 
"Complex appraisee portfolio made it interesting to use new modalities to assess evidence" 
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"More guidance and support to appraises should be provided, prior the actual appraisal, 
when it is the first time they undergo appraisal process" 
"It wasn't clear to the appraisee how to move the online system into appraisal from entering 
evidence" 
"Discussion appraisee led - I could have been more directive" 
"When the appraisee is very happy with the status quo and has other external commitments, 
I would value finding new ways of getting them to consider other areas for development" 
"I am not sure if I challenge the appraisee sufficiently to make it more rewarding for the 
appraisee" 
"Include educational role and dual appraisal" 
"? access to list of courses that people could be pointed towards for professional 
development ie teaching/mentoring etc" 
"1. more familiarity with the online appraisal system 2. Access to the previous full appraisal" 
"Unsure about write up of appraisal - need to gain more experience and evaluate how others 
are presenting appraisal documentation" 
"Overall satisfied with my first appraisal. However, I need to improve the overall technique to 
focus in key aspects of appraisal" 
"This appraisal required me to encourage the appraisee to record her CPD activity 
appropriately and to reflect on this adequately, as this is not something she was used to 
doing" 
"None at this time" 
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Month 2 (May) 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 May has seen a forecasted failure to achieve against the 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 four 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 98.9% positive response score.   
 
Patient safety 
There have been no cases of MRSA bacteraemia in May and one case of healthcare attributable 
C-difficile which was not deemed due to a lapse in care.    
 
Finance 
The Trust is exceeding the NHSI Control Total by £287k 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 £1,835k, which is £724k above plan.   
 
Our recurrent and in-year CIP positions are on trajectory with recurrent performance at 18.8% and 
in year performance at 30.0% 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.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

59



  

 
2019/20 Dashboard 
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1. Responsive 
 
1.1 National Standards  
 

 
 
1.1.1 Cancer Standards – 62 Days  
*All Cancer standards figures are subject to validation 
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1.1.2 24 Day Standard 

 
1.1.3 Cancer Standards – 62 Days – (Networked 

Services)  
1.1.4 Cancer Standards – 62 Days – (Clinical 

Support & Specialist Surgery) 

  
 
1.1.5 Cancer Standards – 31 Days
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1.1.6 18 Weeks Incomplete Pathways 

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

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

  
 
1.1.10 Delivering Same Sex Accommodation 
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1.2 Trust Internal Standards 
 

 
 
1.2.1 Pharmacy Waiting Times 

 

1.2.2 Chemotherapy Waiting Times  

  
 
1.2.3 Cancelled Operations On The Day For Non-

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

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

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

Patient admitted as an emergency on 1st April and as of 31st May had been an inpatient for 60 days.   
 
1.2.10 Transfers (Rolling 12 Months LOS) 1.2.11 LOS Over 30 Days  

 
 
1.2.12 LOS Over 30 Days (Discharged – 

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

  
 
1.2.16 Clinical Trial Initiation (Days) 1.2.17 Commercial Clinical Trial Delivery 

  
 
1.3 Activity 
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1.3.1 Summary Activity – In Month & YTD 

 
 

 
 

 
 
1.3.2 1st Cut Data & Refresh Variance 
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1.3.4 Activity against Plan 
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1.4 Infection Control 
 

 
 
1.4.1 MRSA Bacteraemia 1.4.2 C-Difficile 

 
 
1.4.3 MSSA Bacteraemia 1.4.4 GRE Bacteraemia 

  

1.4.5 E-Coli 1.4.6 Klebsiella Species 
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1.4.7 Pseudomonas Aeuriginosa 

 
1.5 Financial Summary In Month 
 
 

1.5.1 Income & Expenditure 

 
 
• The month 2 EBITDA position is a surplus of 

£5,896k (£638k above plan). 
• The month 2 I&E surplus is £1,835k (£724k 

above plan). 
• We achieved (£287k 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 30.0% in year and 18.8% 
recurrently. 

• Agency spend is below the NHSI ceiling, both in 
month and cumulatively. 

 
 

1.5.2 Trust Performance against NHSI Control 
Total 
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1.6 Balance Sheet & Liquidity 
 
• Cash balances stand at £110,512k (109.9% of 

plan). 
• Debtor days have decreased to 14 in line with 

year-end and quarterly trend. 
• Capital expenditure stands at 98.3% of the 

plan. 
 
 

 
 
1.6.1 Exchequer Cash Balances 1.6.2 % Staff Clinical-Non-Clinical 

  
 
1.6.3 Aged Debt 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

0.0

20.0

40.0

60.0

80.0

100.0

120.0

140.0

160.0

180.0

Liquidity Days - Actual Plan

£0

£20,000

£40,000

£60,000

£80,000

£100,000

£120,000

£140,000

£0
00

's

Cash Balances Cash Flow Plan

0.0%
10.0%
20.0%
30.0%
40.0%
50.0%
60.0%
70.0%
80.0%
90.0%

100.0%

Medical staf f Nurse staff Clinical staff Non clinical staff Total agency/other

0
2000
4000
6000
8000

10000
12000
14000
16000
18000

0-30 Days 31-60 Days 61-90 Days 90-180 Days >180 Days

 
71



  

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 2, 18.8% 
of recurrent and 30.0% of in year efficiency savings against the targets have been identified and removed 
from budget. 
• Within month 2, 6 PIDs were submitted and completed in month. 
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1.8 Agency 
 

 
 
1.9 Exception Reports 
 

 
 
 

 
 

73



  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

74



  

2. Safe 
 
2.1 Safe Staffing 
 

 
 
2.1.1 Breakdown by ward 

 
 
2.2 Bed Occupancy 
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2.3 Clinical Incidents 
 

 
 
2.3.1 Pressure Ulcers – Post NHSI Publication 

 
 
2.3.2 Pressure Ulcers – Grade 2 and Above 

(Cumulative Totals) 
2.3.3 Inpatient Falls - (Cumulative Totals) 

  
 
2.4 Clinical Governance 
 

2.4.1 Inquests 
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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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2.4.6 Top Operational Risks 
R

is
k 

N
um

be
r 

Risk 

C
ur

re
nt

  S
co

re
 

Ta
rg

et
 d

at
e 

fo
r 

re
du

ct
io

n 
of

 
sc

or
e 

Control Measures 

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 non-
compliance with national 
cancer standards at Trust 
and Cancer Network level. 

20 
30 
Jun 

2019 

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 

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 

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:- 
 
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 

3 
 

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 

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 

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 
11 

Aug 
2019 

All regular control measures in place e.g. internal bank list, 
allocation of teams/clinic days to maximize cover, 
prioritisation of OOH cover – 
Addition of GP Trainees from February 2019  
Introduction of Physician Associates in May 2019 
Rota frequency reduced to minimise slot gaps 
Use of external agency to cover in-hours where significant 
shortfall 
Use of external agency doctors to cover long term rota gaps 
pending JOF start dates 
JOF recruitment for Aug 2019 

5 
 

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 

15 5 Jul 
2019 

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

6 
 

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 
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 
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 
 

Trust is at risk of cyber-
attack due to not 
modernising its IT system 
and conforming to NHS 
digital standards. 
 
This could incur significant 
financial penalties (>£1m) 
and reputational damage to 
the trust (including affecting 
CQC ratings) 

15 
31  
Oct 

2019 

Infrastructure is in place to support new operating system 
(OS) 
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. Update: Business 
Case has been approved work is underway to roll out new or 
upgrade devices, second business case for servers will be 
going to capital in July.  Work is moving forward to address 
servers and these are being replaced or decommissioned 
however assistance is needed to replace or remove the rest 
by the deadline. 

8 
 

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

15 
28 
Jun 

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 
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3. Effective 
 
3.1 Clinical Effectiveness 
 

3.1.1 Treatment Survival 

  

  
 
3.1.2 Wrong Route Chemotherapy 3.1.3 Critical Care Unit Mortality Rates 

  
 
3.1.4 Inpatient Deaths – Onsite Deaths  

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

 
 
4.1.1 Patient Satisfaction – recommended 4.1.2 Patient Satisfaction – not recommended  

  
 
4.2 Complaints 
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4.2.1 Complaints Comparison 4.2.2 PALS Contacts

 
4.3 Friends & Family Test 
 
4.3.1 Inpatients & Daycases 4.3.2 Outpatients 

 

4.3.3 Inpatients by Ward 
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4.4 Staff Friends & Family Test  

 

4.5 Executive Walk rounds 
 
8th May 2019 – Medical Physics – Director of Fundraising & Corporate Affairs 
Things to be proud of:  
• Staff feel they are part of a bigger team / family of Christie staff. 
• The staff really care about the patients. 
• Some staff have patient interaction which they find very rewarding. 
• Flexible working. 
Challenges: 
• Was a view that it can be hard to make change happen as a scientist and that this can be very 

frustrating – some need to be better at learning new ways of working in the department. 
• Some staff would like to explore working from home more regularly especially with the changes to car 

parking that are coming soon. 
• Staff are concerned about the car park and Paterson development and the impact these developments 

will have on them day to day. 
• Palatine Road entrance is often unmanned – there are regularly patients / visitors that need help to 

find their way and the team regularly do this in the absence of a receptionist. 
• Some perceive there to be limited ability to progress in the department. 
Things to take forward: 
• Cover on Palatine Road reception in core hours and a map of the Trust at the Palatine Road entrance. 
• Staff noted that patients have complained about a very cold room on BMRU Ward 4 – this has been 

raised by many patients and is even joked about in support groups. May be a formal complaint in the 
system that references this. 

• HR to come and speak to team about learning and development opportunities to aid progression. 
• Issues around staff morale to be progressed with HR support. 
1st May 2019 – Deep Clean Team -   Director of Workforce 
Things to be proud of: 
• Re-structure now means Deep Clean team and Domestics are under same management team which 

has had a positive effect. 
• Great, approachable management team in Steve and Gary. 
• New 2-10pm shift pattern to be introduced to accommodate demand. 
• The team are now an integrated part of the bed management team which has resulted in improved 

patient management and bed flow and the team feeling more valued. 
• Very friendly team who interact very well with patients and shared some really positive stories and 

memories of patients. 
Challenges: 
• Managing workflow, especially with 2 vacancies in the team at present. 
• Scheduled work continues to be interrupted by requests via bleep. 
• Lack of storage, meaning equipment can be difficult to find and the equipment being stored in the 

basement risks being damaged by water leaks. 
• Lack of awareness by ward staff as to which infections the Deep Clean Team can and cannot attend 

for. 
• Priorities can differ depending on which duty manager is on shift.   
• The team were appreciative of their previous Executive Walk round last year and grateful that the 

issues discussed were all addressed. 
Things to take forward: 
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• Infection control team to devise some guidance to clarify which specific infections the Deep Clean 
team can attend for and which they cannot. 

• Review storage facilities to assess if improvements can be made. 
21st May 2019 – Estates -   Director of Workforce 
Things to be proud of: 
• Good team, very approachable, and all take time to help each other  
• Availability of training has improved significantly and can be requested as needed, which is especially 

good for trainees working towards qualifications  
• The work is varied and increasingly most jobs are done in house, which is good for staff job 

satisfaction and morale 
Challenges: 
• Use of the iPad was challenging to adjust to but is now liked however it hasn’t been working correctly 

for 2 months and the camera facility which would be useful has never worked. Currently notes for jobs 
are being incorrectly attached or not saved. 

• Some staff do not prepare in advance as requested for jobs to be carried out, resulting in time being 
wasted for the team 

Things to take forward: 
• Seek location for workbench or workshop with basic tools to increase cost and efficiency, particularly 

for simple jobs which currently have to ask others to do because the tools aren’t available to them. This 
would also be beneficial for training. 

• Seek support for repairing and enabling iPAD to full potential 
29th May 2019 – The Christie Library -   Director of Finance & Business Development 
Things to be proud of: 
• Closer working with Research & Development 
• Library is well used 
• Randomised Coffee Trial initiative – well received, and good feedback from participants 
• Development of virtual reality training facility – exciting project to be involved in 
Challenges: 
• Noise from demolition work – receive weekly communication regarding what to expect and this is 

shared with library users 
• Continuing to raise awareness of what the library service can offer to users – it can use sources to 

collate information on specific subjects.  The team is keen to point out that the service is for everyone 
• The service is not just for clinical staff – it has resources to support management and all other staff as 

well 
• Growing demand for library services 
Things to take forward: 
• The department is keen to have a library service in the new build where there would be space for 

people to work, including shared working space for people working on projects 
• Continues to be scope to further improve ties with HR and the engagement team 
• Forward vision statement developed and shared with clinical directors 
• Attend department meetings to promote services e.g. Finance, Digital Services and Quality & 

Standards 
• Support work on “A million developments” 
• Keen to promote usage  of Knowledge Share 

 
4.5.1 Exception Reports 

None 
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5. Well Led 
 
5.1 Trust Headcount & FTE 
 

 
 

 
 
5.2 Trust Sickness 
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5.3 PDRs 
 

 
 
5.4 Essential Training 
 

 
 
5.5 Staff Turnover 
 

 
 
5.6 Exception Reports 
 
None 
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Agenda item 25/19b 
 

Meeting of the Board of Directors 
Thursday 27th June 2019 

 
Workforce Report 

 
1. Introduction 
 In January this year, the NHS published its Long Term Plan. The Interim People Plan, 

published in June,  sets out the vision for people who work in the NHS to enable them to 
deliver the NHS Long Term Plan, with a focus on the immediate actions we need to take.  
The plan sets out how we will need to grow and develop the NHS workforce and how we can 
make the NHS the best place to work. The Interim People Plan is structured by 5 themes:- 

 
i. Making the NHS the best place to work 
ii. Improving our leadership culture 
iii. Addressing urgent workforce shortages in nursing 
iv. Delivering 21st century care 
v. A new operating model for workforce 

 
 There is alignment between The Interim People Plan and our own workforce plan and 

underpinning plans. Appendix 1 shows the progress we have made to deliver objectives in 
the Trust’s workforce plan and how it links to the national themes. 

 
2. Equality, Diversity & Inclusion  

The care we deliver to our patients is based on building meaningful, enduring and respectful 
relationships across different cultures. We cannot do this without a strong commitment to 
equality, diversity and inclusion. Our new Equality, Diversity and Inclusion (EDI) Plan has 
been developed with a number of stakeholders across the organisation and outlines our 
approach to ensuring the Christie is an inclusive place to work. It sets out how we aim to 
create opportunities and reduce barriers for everyone, particularly under-represented groups 
and underlines our commitment to making sure there is no unjustified discrimination in any of 
our services and processes. Danny Mortimer, Chief Executive of NHS Employers came to 
visit the Trust in May to discuss our EDI plans and to share best practice from other 
organisations.  Progress against the plan will be monitored through the Workforce 
Committee.  Our plan is at appendix 2. The Workforce Disability Equality Standard (WDES) 
will provide a sustained and targeted focus on the experiences of disabled staff working in 
the NHS. Building on the success and learning from the WRES, the WDES will follow a 
similar pattern and asks all provider and foundation trusts to report and publish their data by 
1 September 2019. The data is currently being collated and we will be publishing our data by 
the required deadline.  The data will allow us to compare the representation of disabled and 
non-disabled staff across the Trust, alongside their experiences in terms of capability 
processes, harassment and bullying procedures and overall staff engagement. We know that 
that disabled staff can be reluctant to declare their disability to their employer for a variety of 
reasons. Therefore to prepare for WDES and coinciding with Equality, Diversity and Human 
Rights Week (EDHR) we ran a promotion/awareness campaign to encourage staff to disclose 
their disabilities. 

The Trust celebrated EDHR week between13-17 May 2019. A number of activities took place 
during the week, notably the launch of our Disability in Employment Policy and our Respect 
Campaign. 
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3. Staff Engagement 
In April’s report we focussed on our staff survey results. Since then results have been shared 
with divisions and departments and a series of listening events with staff have been arranged 
which are aimed at getting their feedback on the results and thoughts on how things can be 
improved. The events will seek to develop initial actions that could be taken to be taken to 
secure improvements in the short term. The aim is to take action and provide staff with 
feedback before the 2019 NHS Staff Survey launches in October.  

We have developed a bespoke Christie Staff App as part of our staff engagement plan. The 
app will provide us with opportunity to engage immediately with staff who will have easy, 
anytime anywhere access to Trust news and communications, links to Trust systems, staff 
discounts and benefits and surveys, tools and guidance. The App is currently in the testing 
phase and launched is planned for July. 

4. PDR & Talent  
 

PDR 
An effective PDR system improves performance and patient outcomes and provides staff 
with opportunities to develop for current and future roles. 86% of staff at the Christie have 
had a PDR discussion in the last 12 months. This figure has been static for some time and is 
highlighted in our workforce plan as an area for improvement. Our staff survey results also 
tell us that our staff would like to see an improvement in the quality of their PDRs. In 2018 we 
undertook a survey with reviewers and reviewees to seek feedback on their experiences of 
our PDR processes. Respondents to the survey reported satisfaction with the current 
systems, templates and processes but highlighted lack of opportunity and time as the most 
significant barrier to receiving a PDR.  In response to this feedback, we will be running a 
campaign over the next few months aimed at promoting the value of PDR.  

Talent Management 
Our Talent Management Plan which was agreed in September 2018 sets out how we will 
identify, develop and deploy talented people at all levels. We have made good progress, 
particularly in relation to talent development, increasing our mentorship capacity, increasing 
access to Leadership Programmes and promoting key leadership dimensions. We have also 
been working on talent identification and are currently trialling assessment centres for senior 
posts including the use of psychometric testing. To try and expedite work in this area we 
have expressed an interest in being an early adopter of North West Leadership Academy 
Talent Management Maturity Diagnostic Tool. 

Regional Talent Board 
The Director of Workforce attended the `Aspiring Together` launch event on the 5th June.  
The vision is to develop a self-sufficient talent management process for filling executive 
director posts.  The first recruitment cohort will focus on Chief Nurse and Director of 
Workforce aspirant talent. 

5. Recruitment & Retention 
We continue to work on our supply pipeline and recognise the importance of promoting NHS 
careers in schools. On 24th June we will be holding our 2nd Career Insights Day. We have 
worked with Greater Manchester Career Hub to identify and invite 90 year 11 students from 
six schools who have an interest in working within the NHS. 

To support our retention programme we have partnered with Timewise to work with us    on 
an accreditation programme to develop flexible working solutions to help us to attract and 
retain staff. We will launch this work with an initial workshop on 9th July. At this workshop we 
will:- 
• Create a shared understanding of flexible working practices 
• Discuss current provision in our Trust and strengths / opportunities / challenges 
• Discuss where we would like to be in terms of our approach, drawing on good practice 

from elsewhere. 
• Agree how to take this project forward, with staff ideas and involvement 
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6. Leadership 

In May we launched our new Leadership Framework which sets out the values, principles 
and behaviours that are expected to be an effective leader at The Christie. The framework 
provides simplified and accessible leadership dimensions which are easily recognised and 
can be used across our organisation. It comprises 10 dimensions which apply to leaders at 
all levels across the Trust. It links directly to the NHS Healthcare Leadership Model and 
takes account of the Christie Culture & Collective Leadership Assessment carried out in 
2017. It can also be mapped to the Christie Commitment principles and behaviours. It will be 
used in a range of workforce activities, including recruitment of new leaders, feedback and 
personal development for leaders. The framework is at appendix 3. 

7. Learning lessons to improve our people practices  
Baroness Dido Harding wrote to Chairs and Chief Executives in NHS Trusts and Foundation 
Trusts on 24th May to share the outcomes of a piece of work that has been undertaken by 
NHS Improvement in response to the tragic death of Amin Abdullah who was subject of an 
investigation and disciplinary procedure at a London NHS Trust three years ago. The NHSI 
Advisory Group considered to what the extent the failings identified in this case could be 
relevant across the NHS and what learning can be applied. The analysis highlighted several 
key themes. Based on these themes a number of recommendations have been made and 
guidance produced relating to the management and oversight of local investigation and 
disciplinary procedures. An initial assessment against this guidance has been carried out 
which provides assurance for this Trust about how it manages procedures but also highlights 
some areas for action, in particular consideration of how our Board oversees investigations 
and disciplinary procedures. A copy of our assessment is at appendix 4. Future workforce 
reports will contain more detailed data to provide oversight to the Board in line with these 
recommendations. 

8. Success of pre-employment programme at The Christie  
The pre-employment programme is a Department of work and pensions initiative to help 
people get back into employment. The School works with the local Job Centre and Stockport 
& Trafford colleague to deliver the 10 week programme which involves a 6 week placement 
following 4 weeks doing a level 1 health and social care certificate and interview training 
including a mock or real interview.  

 
Two people from our recent intake cohort of 8 have been really successful. Paul Kamara was 
given a six weeks placement with Clinical Oncology as a Clerical Officer. Paul extended his 
placement as a volunteer to gain further experience whilst awaiting for his bank work 
application to be accepted. Following a short period of part-time bank work Paul was offered 
a six months temporary contract covering maternity leave. He has re-joined the bank and 
working full time and has been successful in two recent interviews. Paul won “Learner of the 
Year” in the recent Trust awards and his story is being followed up in the Manchester 
Evening News as before this opportunity he had been homeless and jobless for 17 months.  
 
Chris Ward was on our second cohort of pre-employment programme learners. Chris was 
one of six learners offered placement in clinical roles as healthcare assistants. During his 
time in Outpatients Paul attended a program of learning opportunities including moving and 
handling and venepuncture and also attended trust induction. Paul was encouraged to apply 
for a full time post Band 3 HCA post and was successful and started full time on Monday 
17th June. 
 
A number of other learners on both cohorts where also successful in gaining bank work 
within the trust and are also encouraged to apply for full time posts. 

 
9. Summary & Recommendations 

This paper provides The Board of Directors with a quarterly workforce plan update. Progress 
against our plan is good and our plans align with the recently published Interim People Plan. 
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Risks related to the delivery of the plan and those relating to workforce on the board 
Assurance Framework are low scoring. 

 
The Board of Directors is asked to note the contents of the paper and appendices and take 
assurance on progress and how it aligns with national policy. 
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Appendix 1 – Interim People Plan – Assessment of Christie Workforce Plan 

 

Interim People 
Plan Theme 

Key elements Relevant Christie Work 
stream or plan  

Progress to date Future plans RAG 

1. Making the 
NHS the best 
place to work 

• Creating a healthy 
inclusive culture 

• Enabling great 
development and fulfilling 
careers 

• Ensuring staff have 
voice, control and 
influence 

• EDI Plan 
• Health & Wellbeing 

Plan 
• Staff Engagement 

Plan 
• Workforce 

Transformation 
Programme - 
Effective rostering 

• School of Oncology 
2025 Strategy  

• Positive Working Environment, 
B&H and culture work 

• Respect Campaign 
• WRES Actions 
• Staff Survey Listening Events 
• Managing for success 

programme 
• FTSUG 
• Health & Wellbeing Initiatives 

(e.g. EAP, Salary Finance, 
H&WB events)   

• Monthly& annual recognition 
awards  

• Supporting You resource in 
development 

• Improving Rostering 
• Flexible working – Timewise 

programme 
• Implementation of Learning 

Management System 
• WDES 
• Further development of 

Health & Well- being offering 
• Staff App 
• PDR promotion Career 

development pathways 

 

2. Improving our 
leadership 
culture 

• Systems leadership 
• Established quality 

improvement method 
• Inclusive and 

compassionate 
leadership 

• Talent management 

• Leadership Plan 
• Talent Management 

Plan 
 

• Access to leadership 
development and 360 degree 
feedback through North West 
Leadership Academy 

• Christie Leadership Framework 
• Christie Leadership feedback 

questionnaire 
• Assessment centres for senior 

leadership roles 
• Mentorship Programme 
• Quality Improvement Hub 

• Develop internal coaching 
capacity 

• Development of in house 
leadership programmes 
(NWLA bid pending in 
partnership with other GM 
NHS providers) 

• Adoption of North West 
Leadership Academy Talent 
Management Maturity 
Diagnostic Tool. 

 

3. Addressing 
urgent 
workforce 
shortages in 

• Increasing supply 
• Retention 
• CPD and workforce 

development 

• Workforce 
Transformation 
Programme - 
Recruitment & 

• Nurse recruitment & retention 
events 

• Increase in placement capacity 
for pre-registration 

• Review opportunities for 
overseas recruitment and 
return to practice across GM 

• Continue to increase 
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Interim People 
Plan Theme 

Key elements Relevant Christie Work 
stream or plan  

Progress to date Future plans RAG 

nursing Retention 
 
• Recruitment & 

Retention Plan (in 
development) 

• Review of nurse induction 
• Internal nurse rotation 

programme 
• Internal nurse transfer system 
• NHSI nurse retention 

programme 
• Development of Nursing 

Associate Roles 
• CPD support 

placement capacity using 
innovative approaches 

• Improving Rostering 
• Flexible working – Timewise 

programme 
• Review attraction strategy 

and employer brand 
• Flexible entry into nursing: 

Apprenticeships and 
blended learning 
opportunities 

• Enhancement of 
preceptorship and embed 
REPAIR framework 

• Review exit interview 
programme  

4. Delivering 21st 
century care 

• Role expansion 
• New roles 
• Flexible working and 

careers 
• Widening routes into NHS 

careers 
• Wider workforce of 

volunteers & carers 
• Technology 

• Workforce 
Transformation 
Programme – ACP, 
Inpatient Redesign, 
Outpatient Redesign 

• Timewise 
Programme 

• Development of new roles – 
ACPS, Nursing Associates, 
Physicians Associates  

• Expansion of undergraduate 
medical placements 

• Apprenticeships 
• Strong volunteer workforce 
• Talent for Care 

• Flexible working – Timewise 
programme 

• Further workforce 
transformation in line with 
Outpatients and In patients 
work streams 

• AHP development in 
shortage professions 

• Support establishment of 
workforce programmes such 
as healthcare sciences 

• Development of Carer 
strategy 

• Opportunities for AI/robotics 
to support workforce 
transformation 

• Develop further 
apprenticeship programmes  
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Interim People 
Plan Theme 

Key elements Relevant Christie Work 
stream or plan  

Progress to date Future plans RAG 

5. A new 
operating model 
for workforce 
(local) 

• Clear purpose, vision 
and values 

• Improved workforce 
planning 

• Workforce data  

• Workforce 
Transformation 
Programme - 
Supporting 
Clinical 
Workforce 
Planning & 
Transformation 

 

• Christie – Our strategy and 
ambition 

• Principles and Behaviours 
• Christie Staff Pledge 
• Integrated Performance 

Report (inc. workforce data) 
• GM partnerships 

• Review of Trust workforce 
planning cycle 

• Review provision of 
Workforce Data 
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Appendix 2 – EDI Plan 

 
 

 
 

Equality, Diversity and Inclusion Plan 
 

2019 - 2023 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Age 

 
Disability 

 

Gender 
Reassignment  

Marriage and 
Civil Partnership 

Pregnancy and 
Maternity 

 
Race 

 
Religion and 

Belief  

 
Sex 

 

Sexual 
Orientation 

Human Rights  

 

Main-streaming 
EDI 

 
Service 

Equality 

 
Physical 

Environment  

Governance, 
Policy and 
Decision 
Making  

 
Workforce 
Equality 
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1 The Context 
 
1.1 About this Plan  
 
1.1.1 This plan has been produced to advance equality, diversity and inclusion 

(EDI) within the Christie. It provides the framework as to how the Trust’s EDI 
aims, objectives and duties will be met.  

 
1.1.2 This EDI Plan is a living document and as such will be used in the Trust often 

to determine what the Trust does in all of its activities. As a living document it 
will be regularly reviewed and updated throughout its lifetime. 

 
1.2 About The Christie  
 
1.2.1 The Christie is a specialist NHS cancer hospital, with a focus on cancer 

treatment, research and education. We aim to provide excellent and equitable 
clinical outcomes for our patients living with and beyond cancer.  

 
1.2.2 The Christie serves an immediate population of Greater Manchester and East 

Cheshire, approximately 3.2 million people. This is a diverse population – 
Greater Manchester being one of the most diverse areas within of the United 
Kingdom. The diversity of the population we serve brings with it both 
challenges and unique opportunities.  We take the challenge of providing an 
equally good service to all sections of the community that we serve very 
seriously.  

 
1.2.3 The Christie employees more than 2,900 staff. Our workforce is a diverse one. 

We aim to increase the diversity of our workforce so that it better reflects the 
population that we serve.  We also are aware of our need to increase the 
diversity of the leadership and other senior posts within the Trust.  

 
1.3 Equality, Diversity and Inclusion within the NHS 
 
1.3.1 The NHS has a number of strands of EDI work which the Christie must 

respond to like other NHS organisations. These include: 
 

• Workforce equality standards for race and disability 
• The Equality Delivery System – a framework for measuring the EDI 

performance of NHS organisations 
• The Accessible Information Standard 
• The Sexual Orientation Monitoring Standard 

 
1.4 The Greater Manchester Context 
 
1.4.1 Greater Manchester has a devolved health budget. As a result of this, we 

have greater freedoms to spend the health budget in Greater Manchester in 
accordance with local priorities and demands. The Health and Social Care 
Partnership for Greater Manchester has a developing EDI agenda which the 
Christie will respond to when providing service to the local population and 
employing its workforce. For example Greater Manchester’s public sector 
employers have committed to work together to tackle racial inequality in the 
workplace. The Christie has signed the collective agreement.  
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2 Our Approach to Equality, Diversity, Inclusion and Human 

Rights  
 
2.1 The Christie’s commitment to equality, diversity and inclusion 
 
The Christie is fully committed to equality and inclusion for all our staff, patients and 
other service users. We will work towards having a workforce that reflects the 
diversity of the population that we serve. We also want to ensure that people from all 
sections of the population that we serve are able to easily and fully use our services.  
We are also committed to ensure that everyone who uses our services has an 
equally good experience of using our services and has an equitable outcome. 
 
We fully accept and are committed to meeting our legal responsibilities under the 
Equality Act 2010 and Human Rights 1998. As a public sector body, as well as 
having a duty not to discriminate against our staff or service users on the grounds of 
any of the nine protected characteristics; we must also comply with the requirements 
of the Public Sector Equality Duty (section 149, Equality Act 2010). The Public 
Sector Equality Duty requires all public authorities to pay due regard to the need to: 
 
• Eliminate unlawful discrimination, harassment, victimisation (as defined by the 

Equality Act) 
• Advance equality of opportunity (amongst people with different protected 

characteristics) 
• Foster good relations (between people with a particular protected characteristic 

and other people) 
 
Our commitment to equality, diversity an inclusion goes beyond our legal 
responsibilities.  
 
2.2 Upholding Human Rights  
 
The Christie also has a legal duty to protect and promote human rights (under the 
Human Rights Act 1998). We will protect the human rights of our patients in how we 
care for them and provide our services to our patients and other service users. As an 
employer we will respect the human rights of our staff. 
 
The Christie has a Human Rights Policy which is the main document which sets out 
how we will protect and promote human rights within the Trust.  The Human Rights 
Policy is updated on a regular basis. 
 
2.3 What Equality, Diversity and Inclusion Mean at the Christie 
 
At the Christie our approach to equality, diversity and inclusion (EDI) is based on the 
set of principles outlined below. 
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Equality, Diversity and Inclusion (EDI) Principles  
Equality Treating everyone in a way that ensures all people have an 

equal chance to succeed in life and are able to reach their full 
potential.  
 
Equality includes but is not limited to ensuring that people are 
treated without bias, prejudice or discrimination. 
 
Treating everyone the same will not always lead to equality for all 
people.  Equality is about treating people in a way that meets 
everyone’s needs to the same extent and therefore you may need 
to treat people differently to achieve equality. 
 

Diversity  Recognising, understanding and celebrating differences.  
 
We are all individuals because we are all different in some way. 
Therefore we should all be treated as an individual when at work 
or using services at the Christie. 
 
When valuing and responding to diversity we must have a positive 
attitude towards differences among people. 
 

Inclusion The process of ensuring that no one is excluded because of 
their background. 
 
In the context of service delivery this means that everyone who is 
entitled to or needs to use a service is able to do so without 
barriers stopping them from doing so. 
 
In the context of the workforce this means that all groups of people 
are included in the workforce at all levels and all occupations. 
 

Fairness Treating people correctly, impartially and without bias, 
favouritism or discrimination; in a consistent way.  
 
Being fair includes making sure that we are doing the right thing 
for the individual or group concerned. We also need to consider 
the different effects our decisions might have on different people. 
 
Being fair helps everyone to get on and focus on what needs to be 
done. 
 

Respect Treating other people in accordance with their rights, feelings 
and wishes. 
 
When respecting other people we are valuing them as human 
beings by recognising and considering their thoughts, feelings, 
wishes and rights in the way that we treat them. 
 
Respect is a two way process; we should be respected by others 
and we should respect other people.  
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Equality, Diversity and Inclusion (EDI) Principles  
Mainstreaming 
EDI  

Mainstreaming equality involves integrating EDI 
considerations from the beginning into all the organisation 
activities, its policies and practices.  
 
EDI is at the heart of everything the organisation does. Everyone 
who works in the organisation understands their EDI 
responsibilities and acts on them at the correct level.  
 

 
By fully putting equality, diversity and inclusion principles into practice we will be able 
to: 
 
• Ensure that our services are easy to use for everyone who needs to use them 
• Provide the best possible care to all our patients on every occasion and able to 

meet their diverse needs 
• Ensure that all our staff have equal opportunities for their development and 

advancement at work, are treated fairly, and feel safe at work 
• Job applicants are appointed on only their merits (skills, abilities, knowledge, 

experience and qualifications) 
• Our buildings and estate are fully accessible to the widest range of people 

(including our patients, other service users, staff and volunteers) 
• Our policy decision making works to advance equality and supports diversity and 

inclusion 
 
 
3 Delivering on Our Commitment to Equality, Diversity and 

Inclusion  
 
3.1 EDI Aims and Objectives 2019 – 2023  
 
To meet our EDI commitments between 2019 and 2023 we have set out the 
following aims, objectives and activities in five priority areas: 
 
• Workforce equality 
• Service equality 
• The physical environment 
• Governance, policy and decision making 
• Mainstreaming equality, diversity and inclusion  
 
Each of the work streams has an aim and a number of objectives attached to them. 
 
3.2 The Work streams  
 
Aim 1 – Workforce Equality 
Develop and retain a fully diverse Christie workforce at all levels and within all 
occupations 
Objectives  
(1) To increase the 

diversity of the Christie 
workforce, particularly 

(2) To ensure that the 
Christie is a safe place 
for all staff to work and 

(3) To reduce the size of 
any pay gap related 
to gender or ethnicity 
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at senior and 
leadership levels 
through the 
establishment of 
equality targets  

 

that everyone feels 
valued and is treated 
with respect 

Trust Activities  2019 - 2023 
• Develop a Disability in Employment Policy and associated management 

guidance  
• Undertake an anti-bullying and harassment listening project.  

o Producing a report of the findings and action plan 
o Sign the Social Partnership Call to Action 
o Launch the Respect Campaign 

• Establish and monitor workforce equality targets  
• Develop a reverse mentoring programme for the Christie 
• Ensure that there are BME staff on interview panels for Band 8a and above 

posts 
• Develop a BME staff development programme for the Christie 
• Deliver EDI training for staff and people managers to advance workforce 

equality, diversity and inclusion 
• Produce a range of staff guidance and resources to support staff and managers 

to advance workforce equality, diversity and inclusion 
• Review the Trust’s recruitment and selection procedures to ensure that they are 

fully supportive and consistent with need to advance equality  
• Conduct annual assessments of the Christie’s performance against the:  

o Workforce Race Equality Standard (WRES) 
o Disability Workforce Standard (WDES) 
o Equality Delivery System (EDS) (workforce goals) 

• Develop an EDI Staff Award 
• Undertake and publish annual gender and race pay gap audits 
• Develop and implement action plans to reduce any pay gaps identified through 

the auditing process 
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Aim 2 – Service Equality 
The diverse needs of all Christie patients are met equally. All patients and other 
service users feel positive about using the Trust’s services 
Objectives  
(1) Review our major 

services to ensure 
that they are 
designed and 
delivered in a way 
that all our patients: 
• Find our services 

easy to use 
• Have an equally 

good experience of 
using them  

• An equitable 
outcome is 
achieved for all 
patients  

(2) To develop the 
workforce so that staff 
are sufficiently skilled 
and knowledgeable to 
be able to deliver 
services to all our 
diverse patients and 
service users 

 

(3) To increase the 
Trust’s understanding 
of the needs of its 
patient and service 
users, who they are 
(in terms of diversity) 
and how they 

Trust Activities  2019 - 2023 
• Develop a Trust service equality review process 
• Deliver a programme of service equality reviews 
• Review the quality of Trust patient profiling data and develop an action plan 
• Establish a Trust patient profiling group  
• Develop service design standards for the use in new and re-designed services 
• Ensure the Trust is fully compliant with the NHS Accessible Information 

Standard 
• Ensure the Trust is fully compliant with the NHS Sexual Orientation Monitoring 

Standard 
• Deliver services to a diverse community training for  

o Frontline staff 
o Service managers and senior clinical staff 

• Develop Accessible Communications and Inclusive Language Guidance and 
training for staff 

 
 
 
Aim 3 – The Physical Environment  
All Christie buildings and estate are fully accessible and inclusive to a wide range of 
people 
Objectives  
(1) The Trust has a clear 

and complete picture 
of the accessibility of 
our buildings and 
estate for patients, 
service users and 
staff 

(2) To ensure that key 
patient facilities: 
• Receptions and 

information points 
• Patient waiting 

areas 
• Wayfinding and 

signage 
• Toilets, bathrooms, 

changing facilities  

(3) Reasonable 
adjustments are 
made to the Christie 
buildings and estate 
for staff: 
• To their workplace/ 

working 
environment  

• Staff facilities 
• For emergency 
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 are designed and 
operated to meet the 
needs all patients 
service users and staff 

evacuation  

Trust Activities  2019 - 2023 
• Undertake an access review of Christie buildings and estate 
• Develop an action plan from the access review’s findings 
• Develop Trust access standards for Christie buildings and estate, in particular: 

o Receptions and information points 
o Patient waiting areas 
o Toilets, bathrooms, changing facilities 
o Trust carparks and parking areas 

• Deliver patient accessibility training to reception, outpatient and other key staff 
• Ensure reasonable adjustments are made to the physical environment for staff 

with disabilities; related to:  
o Their workplace 
o Staff facilities 
o Their emergency evacuation 

• Monitor patient complaints and incident data related to accessibility of Trust 
buildings and estate and make necessary changes 

 
 
 
Aim 4 – Governance, Policy and Decision Making 
Governance, policy and decision making supports the advancement of equality, 
diversity and the protection of human rights 
Objectives  
(1) Put in place a robust 

equality, diversity, 
inclusion and human 
rights governance 
framework at 
corporate and 
divisional levels 

(2) Ensure policies and 
other strategic 
documents, major 
decisions and 
business cases all 
make a contribution 
to the advancement 
of equality, diversity 
inclusion and the 
protection of human 
rights  

 

(3) To identify and 
improve the Christies 
EDI performance 
through a robust 
performance and 
assurance framework 

Trust Activities  2019 - 2023 
• Ensure the Trust is fully complaint with its legal responsibilities under the Public 

Sector Equality Duty (section 149, Equality Act 2010) including: 
o Publishing four yearly equality objective consistent with this Plan 
o Publishing annul workforce and patient profiles 
o Completing Equality Impact Assessments (as required) 

• Continue to develop the Trust’s Equality, Diversity and Inclusion policy 
framework 

• Develop an Equality Impact Assessment Framework for the Trust 
• Equality Impact Assessments are completed as required 
• Put in place arrangement to ensure that Committee reports and papers include 

an “equality impact statement” 
• Establish an EDI Programme Board (with regular meetings) 
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• Develop a Trust EDI performance framework 
• Develop a divisional EDI performance framework 
• Continue to review and update the Trust’s EDI policy framework 
• Report on an annual basis the Trust’s EDI progress and performance  

 
 
Aim 5 – Mainstreaming Equality, Diversity and Inclusion  
Equality, diversity and inclusion are fully integrated into all Trust activities and 
everyone who works at the Christie actively promotes equality, diversity and 
inclusion through their day to day work 
Objectives  
(1) To develop leadership 

and ownership of the 
EDI agenda at all 
levels within the Trust 
and staff are fully 
engaged in the 
Trust’s work to 
advance EDI  

(2)  Ensure EDI 
responsibility and 
accountability are 
clearly defined in job 
roles, directorate, 
departmental and in 
committee 
responsibilities   

(3) Ensure the Trust 
manages its EDI 
agenda in planned 
and systematic way 
including monitoring 
and evaluation of 
progress and 
achievements  

Trust Activities  2019 - 2023 
• Establish and maintain a Staff Equality, Diversity and inclusion and Interest 

Group 
• Develop EDI General Statement for all new job descriptions going forward 
• Establish divisional EDI Co-ordinators and Deputy Co-ordinators in the Trust’s 

larger divisions 
• Establish divisional EDI Deputy Co-ordinators in all the Trust’s smaller divisions 
• Introduce a Trust (corporate) and divisional EDI action planning process  
• Develop a EDI accountability framework for the Trust 
• Hold an EDI Summit within the Trust in support of this Plan 
• Produce specific EDI statements and competencies for nursing, Allied Health 

Professionals’ and doctors’ roles within the Trust 
• Celebrate annually NHS Equality, Diversity and Human Rights Week 
• Staff complete on a regular basis Essential EDI training  

 
 
4 Ensuring That We Meet Our Aims and Objectives 
 
4.1 Implementation Overview  
 
This section sets out how the Plan will be implemented.  It defines: 
 
• Who is responsible for the implementation of the Plan 
• How progress will be made and monitored 
• What reporting will take place against this Plan 
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4.2 Who is Responsible for Implementation of this Plan?  
 
Responsibilities  
Trust Board Has overall responsibility for the implementation of this 

Framework and should have in place robust assurance 
arrangements. 

EDI Lead Executive 
Director 

Appointed from the Trust Board membership, the EDI 
Executive Director Lead should take a special interest 
the EDI work of the Christie and support the Board in its 
EDI assurance activities in conjunction with the Non-
Executive Director Lead.  

EDI Lead Non - 
Executive Director 

Appointed from the Trust Board membership the EDI 
Non-Executive Director Lead should take a special 
interest the EDI work of the Christie and support the 
Board in its EDI assurance activities in conjunction with 
the Executive Director Lead. 

EDI Programme Board The EDI Programme Board provides the Trust Board 
with assurance on EDI. The Programme Board has 
oversight and scrutiny of the Trust’s EDI agenda. The 
Programme Board is the responsible committee for the 
approval of EDI delivery plans and future Frameworks.   

The Divisions  The Divisions are responsible for delivering the Trust’s 
EDI objectives and priorities in their areas of 
responsibility, through the development and 
implementation of annual divisional EDI delivery plans. 
Divisional delivery plans should contain both Trust and 
divisional priorities.  

All Staff All staff have a personal responsibility to understand and 
work in line with the Trust’s equality, diversity, inclusion 
and human rights policies.  

 
4.3 How Progress Will Be Made? 
 
Ensuring Implementation of This Plan 
Action Planning  The Trust will develop and implement an annual EDI 

delivery plan setting the actions it is taking to implement 
this Plan over a 12 month period.  Following the 
introduction of the Trust action planning process, Trust 
divisions will also be required to produce their own 
annual EDI delivery plans. 
 
EDI delivery plans will be singed off and monitored by 
the EDI Programme Board. 

Reporting, Review and Evaluation  
Annual EDI Report  The Trust will produce and publish an Annual EDI Report 

setting out is achievements in this field over the past 12 
months.  It will also contain key information from the 
statutory and contractual EDI related reports the Trust 
has to produce. 

Statutory Reports The Trust is required by law (Equality Act 2010) to 
produce a range of EDI related reports. These reports 
are outlined below: 
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• Four yearly equality objectives 
• Annual Workforce Profile 
• Annual Patient Profile 
• Annual Gender Pay Gap  
• Annual Ethnicity Pay Gap  
 
The information contained within each of these reports 
will help the Trust to manage its EDI performance  

Contractual  • Equality Delivery System (EDS 2/3) 
• Workforce Race Equality Standard (WRES) 
• Workforce Disability Equality Standard (WDES) 
 
The Trust will use the annual assessment of its EDI 
accomplishments against these standards to improve our 
performance in this area.  

Review of this Plan As this Plan is a living document, it will be reviewed and 
updated on a regular basis within its lifetime.  

Evaluation of this Plan Towards the end of the lifetime of this Plan it delivery 
and effectiveness will be evaluated before the Trust puts 
in place its next EDI Plan. What has been learnt from the 
implementation of this Plan will help to inform the 
contents of the next. 

  
4.4 Resource Allocation 
 
The allocation of resources (people and money) will be reviewed on a regular basis 
throughout the lifetime of this Plan to ensure that they are sufficient resources to 
effectively progress our EDI aims and objectives. The Trust Board has overall 
responsibility to ensure that there are sufficient resources available for the effective 
implementation of this Plan. 
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Appendix 3 – The Christie Leadership Framework 
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Appendix 4 – Management & Oversight of Local Investigation & Disciplinary Procedures – Assessment & Action Plan 

 

 

Theme Key elements Current Evidence Further Actions By whom By 
When 

1. Adhering to best practice • Up to date policies 
underpinned by best 
practice and ACAS 
codes 

• Independence and 
Objectivity 

• Current policy is in line 
with ACAS code  

• All cases reviewed for 
learning by HR team 
and reported to 
Workforce Committee  

• Full partnership review of 
Disciplinary policy underway 
– full consideration of these 
recommendations will be 
given 

• Extension of shared learning 
process wider than HR  

Becky 
Hollinshead 
and Gillian 
Hobson 

31st 
August 
2019 

2. Applying rigorous 
decision making 
methodology 

• ‘Just culture’ 
principles and full 
consideration of 
informal options 

• Plurality based 
decision making  

• Positive working 
relationships principles 
in place with emphasis 
on informal resolution 

• Mediation service 

• Review of disciplinary policy 
to:- 

o Ensure emphasis on 
‘just culture’ and 
informal resolution 
where appropriate 

o Ensure plurality of 
decision making – i.e. 
review of disciplinary 
panels 

 

Becky 
Hollinshead 
and Gillian 
Hobson 

31st 
August 
2019 
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3. Ensuring people are fully 
trained and competent to 
carry out their role 

• Up to date training, 
aptitude and 
competence 

• Current cohort of 
investigating managers 
fully trained 

• Currently arranging MHPS 
training  

Susan Cross 31st July 
2019 

4. Assigning sufficient 
resources 

• Sufficient time for 
investigator to ensure 
completion of 
investigation in timely 
manner 

• All investigators 
recruited on 
understanding of time 
commitment. 
Assessment of 
resource undertaken 
prior to appointment of 
investigator 

• This should be formalised in 
the review of the disciplinary 
policy 

• Clear Terms of Reference 
developed and agreed for all 
formal investigations 

Becky 
Hollinshead 
and Gillian 
Hobson 

31st 
August 
2019 

5. Decisions relating to the 
implementation of 
suspensions/ exclusions 

• Decision to 
suspend/exclude 
should not be taken 
by one person or 
person with potential 
conflict of interest 

• Principle of last resort 

• Suspension subject to 
senior level oversight 

• Decision making 
groups in place for 
MHPS cases 

• Disciplinary policy 
currently outlines 
alternatives to 
suspension 

• Current process of 
reviewing suspensions 
and right to review if 
suspension lasts over 4 
weeks  

• Review of disciplinary policy 
to:- 
 

o Implementation of 
decision making 
groups for non MHPS 
cases 

o Strengthening 
principle of 
suspension as a last 
resort 

o Strengthen monitoring 
of suspensions 

o Role of case manager 
 
 

 

Becky 
Hollinshead 
and Gillian 
Hobson 

31st 
August 
2019 

6. Safeguarding people’s 
health and wellbeing 

• Continual assessment 
of health and 

• All correspondence 
highlights support 

• Review of disciplinary policy 
to:- 

o Specific pastoral role 

Becky 
Hollinshead 
and Gillian 

31st 
August 
2019 
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wellbeing of those 
subject to 
investigation 

• Communication plan 
and terms of 
reference 

• Where and physical 
or mental harm 
occurs – this should 
be treated as a never 
event 

available e.g. 
Occupational Health, 
Employee Assistance 
Programme 

 Hobson 

7. Board level oversight • Comprehensive data 
relating to 
investigation and 
disciplinary 
procedures should be 
recorded and 
reported at board 
level 

• Data currently review 
by HR Divisional 
Management Board 

• Overview provided 
through the legal and 
regulatory report to 
Board of Directors 

• Detailed overview to be 
shared with Board on 
quarterly basis 

Becky 
Hollinshead 
and Gillian 
Hobson 

31st 
August 
2019 
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Agenda item 25/19c 

Meeting of the Board of Directors 
Thursday 27th June 2019 

 

Report of Director of Finance and Business Development 

Paper Prepared By Eileen Jessop, CIO, Rhidian Bramley and  Sarah 
Bridgford CCIOs  

Subject/Title Electronic Patient Record (EPR) / Digital Solutions  
update 

Background Papers • Using IT to Improve the NHS (‘Wachter Report’), 
DoH, September 2016, NHS  Long Term Plan 2019 

Purpose of Paper To provide the Board of Directors with an update on the 
EPR case and a vision of an entirely digital hospital 

Action/Decision Required To note  

Link to: 
 NHS Strategies and 

Policy 

NHS Digital Data and Informatics Strategy 
Paperless Working 

Link to: 
 Trust’s Strategic 

Direction 
 Corporate Objectives 

 
1. To demonstrate excellent and equitable clinical 

outcomes and patient safety, patient experience and 
clinical effectiveness. 

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

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

6. To maintain excellent operational, quality & financial 
performance 

Impact on resources and risk 
and assurance profile 
You are reminded that 
resources are broader than 
finance and also include people, 
property and information. 

 

Acronyms  
EPR – Electronic Patient Record (CWP Christie Web 
Portal) 
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Agenda item 25/19c 
Meeting of the Board of Directors 

Thursday 27th June 2019 
 

Electronic Patient Record (EPR) and Digital Progress Update  
 

 
1. Introduction 
This report provides an update on the development of the EPR following the last briefing to the 
board in March 2019 and also to update the board on overall progress of the Christie’s digital 
agenda.  

 
 
2. Progress update 
During the past 3 months the Digital Service continues to focus on a number of key areas:- 

• Capacity, capability and welfare 
• Cyber and compliance 
• EPR and digital delivery  
• Data and analytics 

 
3. Capacity, Capability and Welfare 
During April 2019 a number of staff from Transformation moved over to the Digital Service in line 
with the creation of a new Digital Programme Management Office to support and deliver the plan of 
work required to allow the Christie to achieve its objectives through a digitally enabled hospital.   
 
We continue to work with our finance colleagues to help support the scaling up of a new workforce 
to deliver the digital programme.  Recruitment is underway to bring in additional project managers, 
business analysts and project support.   
 
Within the digital service we are looking at professionalism with the teams and management 
development.  The Digital Service is currently undergoing accreditation of Excellence in Informatics 
with the ISD Network.  Currently 53% of organisations in the North West are accredited to Level 1 
Standard, 3 Organisations are at Level 2.  There are currently 3 levels to the standard to aim for. 
 
The diagram below show the number of organisations in the North West who are accredited to the 
different levels 
 

 

Accredited Level 1 =   27 
Accredited Level 2  =     3 

Not Accredited =   28 
TOTAL  =   58 

 
The Benefits of the Scheme 

• Raises the importance of workforce development for the informatics function 
• Ensures good communication practices are in place across the service 
• Creates a development culture, underpinned by a competence based approach 
• Helps promote an environment of professionalism, initiative, enterprise and innovation. 
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• Excellent tool for share good practice across all organisations 
• Offers public acknowledgement that the culture in the function/service is one of 

development, empowerment and engagement. 
 

Digital Service staff have been part of the one day every patient, staff have also been attending our 
routine clinical walk arounds with our CCIO for Nursing, Sarah Bridgford.  The aim is for our staff to 
understand the needs of the operational staff they support and their impact to patients, so we can 
continually improve our services, this has been proving very successful. 
 
This month the service embark on The Healthcare Information and Management Systems Society 
(HIMSS) Electronic Medical Record Adoption Model (EMRAM) which helps track our progress in 
achieving a paperless patient record environment.  Some of the best hospitals in the world have 
achieved level 7 and EMRAM gives a direction and framework to work within for the development 
of the Christie EPR.    
 

 
 
Along with the EMRAM work the service is also will be embarking on the HIMMS Adoption Model 
for Analytics Maturity (AMAM) in order to advance the trust’s analytics capabilities.  Again this is a 
7 stage model that is to aim for.  Duke Health in the US is the first organisation in the world to 
reach stage 7; this is an organisation we are trying to model.   

 
 
If we are world leading for our care that care needs to be supported by world leading data. 
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4. Cyber and Compliance 
Previously we reported that the Trust was successful in bid for capital funding only (Public Dividend 
Capital) in 2018.  This funding was allocated to remediate outstanding CareCERT alerts that have 
been notified by the NHS Digital Data Security Centre.   The Christie had raised a number of areas 
of critical or high vulnerabilities that funds were requested for based on the CareCERT guidelines. 
5 Areas were highlighted to NHS England:- 
 

• Out of support network switches (our wireless network could not be deployed without this 
work being done first) 

• Software patching 
• Software deployment tools 
• Data backup 
• Firewalls 

 
In 15 months the team have moved the Trust from 28 open advisories around cyber assurance to 
just 1; all work in this area should be completed by the end of June or early July 2019.  To date the 
majority of the data network has been replaced with very little impact to services. 
 
The Trust is continuing to make investment in cyber security and keeping its IT estate modern and 
has recently invested funding the Windows 10 upgrades/replacement of its entire desktop estate, 
this work is due to complete by January 2019.   Another area of funding that will require 
commitment and support is the replacement of all the Microsoft 2008, SQL 2008 that will be end of 
support by January 2020, significant work has already underway in this area.  Coupled with this 
there will be a move to NHS mail as the current Trust email system will be end of support in 
January 2020 and later that year Microsoft Office 2010 will be end of support.  All these projects 
will be clinically led starting with Windows 10 which is currently being led by Dr Vidya Kasipandian. 
 
5. EPR and Digital Delivery 
The Trust is at the final stages of completing a procurement process to bring in a development 
partner to help accelerate the development of the EPR.  However while the procurement work has 
been underway the in-house team have continued to deliver on a plan of work that has over the 
last 3 months delivered the following:- 
 

• Inpatient Noting for medics; 27 new forms were created to enable this, along with numerous 
updates to existing nursing forms. A ward based digital service continuity solution was also 
developed to allow the wards to move back in a controlled way to paper in the event of the 
IT being unavailable.  This project was successfully clinical led throughout to live 
implementation, thanks and appreciation must go to Ruth Conroy and Vidya Kasipandian.  

 
• Chaperone prompts were added 35 point of care forms in response to an incident and the 

team have worked with Sue Pilkington, Safeguarding Lead Nurse to ensure that this work 
was completed prior to a follow up inspection from CQC. 

 
• The new National Bowel Cancer Audit (NBOCA) eForm was released as planned, along 

with the updates to the IDDSI soft diet standards and changes to the diabetes care forms. 
 

• Amendments were made to a number of nursing admission forms to enable the capture of 
information for the Smoking and Alcohol Cessation CQUIN target. 

 
• In the next quarter, a major overhaul of the Infection Care / Sepsis is planned, along with a 

review of other eforms that trigger its completion. 
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Finally recognition for the work that went into the mitigating the risk of Acute 
Kidney Injury has led to the Christie being shortlisted at the Patient Safety Awards on 20th June. 
 

 
   
 
6. PACS 
The PACS procurement is back on track for the wider Greater Manchester (GM), delivery 
includes:- 

• A replacement PACS 
• A central GM Vendor Neutral Archive (VNA) 
• Artificial Intelligence Platform 
• Vendor Support 

 
Following the last update in March a number of key milestones have been met for the project as it 
continues to progress at pace.  The project is currently on track to confirm a preferred supplier at 
the end of July 2019 and the full business case will be developed thereafter. 
 
7. Next Steps 

• Build further capacity into the Digital Services to deliver on the projects for the next year. 
• Continue to select appropriate clinicians to engage with these projects 

 
8. Recommendation 
The Board is asked to note the content of the report. 
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Agenda Item 26/19a 
 

Meeting of the Board of Directors 
Thursday 27th June 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 

• Trust’s strategic direction 

• Divisional implementation plans 

• Our Strategy 

• Key stakeholder relationships 

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

BAF Board assurance framework 
CN&EDoQ Chief nurse & executive director of quality 
EDoF&BD Executive director of finance & business 

development 
EMD Executive medical director 
COO Chief operating officer 
DoW Director of workforce 
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Agenda Item 26/19a 
 

Meeting of the Board of Directors 
Thursday 27th June 2019 

 
 

Board Assurance Framework 2019/20 
 
 
 
1 Introduction 

The board assurance framework (BAF) 2019/20 was presented to the Board and 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 May; 
 
• Amended risk score (incorrectly recorded in previous version) for risk 7.4 Risk of negative 

impact on delivery of services and staff engagement levels due to Trust wide staffing 
gaps – from 20 to 16. 

  
2  Suggested updates  

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

 
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 Quality Assurance Committee in 
June and any updates following their discussion. 
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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 
negative bacteraemia. RCA undertaken for each known case. Induction training & bespoke training if 
issues identified. Close working with NHS England at NIPR meetings. 

None identified 9
Levels reported through performance report to Management 
Board and Board of Directors and quarterly to NHS 
Improvement. 

None identified 9 0

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

CN&EDoQ 2 4
Monthly patient satisfaction survey undertaken and reported through performance report. Negative 
comments fed back to specific area and plans developed by ward leaders to address issues. Action plans 
developed and monitored from national surveys. Complaints and PALs procedures in place.

None identified 8

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

None identified 8 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 
various monthly meetings and feeds to CQUINS steering group. None identified 8 4

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

Collaborative projects in place. All falls come through executive nursing panel process. Call don't fall 
initiative. Falls group. Introduction of the TAB system. Executive review group looks at attribution of 
avoidable / unavoidable. Trust aim to maintain 16/17 levels.                                                                                          
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.

None identified 12 Regular reports to Quality Assurance committee and board 
(through the integrated performance report). None identified 12 4

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

COO 3 4 Outpatient Board regular updates on progress to Management Board. Transfer of services commenced. 
Patient satisfaction surveys taking place. Patient flow system in place None identified 12 Regular reports to Board. CQC Outstanding rating for 

outpatients. None identified 12 8

1.6 Commissioning decision making impacting on 
patient care EDoF&BD 4 3 Monthly meetings with CCGs & NHSE. Monthly meetings with commissioners. None identified 12 Agreed contract for 19/20 None identified 12 8

1.7 
NEW

Lack of preparedness for a CQC inspection leading 
to a poor performance EDoN&Q 2 4 Timetable of mock inspections arranged. Looking at Trust wide requirements None identified 8 Feedback from mock inspections reported to management 

board and board of directors None identified 8 0
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2.1 Risk to Christie Research profile and funding if  fail 
to perform strongly against national metrics   EMD 2 3

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. 

None identified 6

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

None identified 6 3

2.2 
NEW

Risk to research profile and output through reduced 
funding & changes to clinical trial legislation as a 
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

Oversight of potential  legislative 
impact 8 Levels of risk and mitigation reported through Research Division 

Board and Christie Research Strategy Committee none identified 8 8

2.3 Failure to deliver the Paterson building replacement EDoF&BD / 
EMD(S) 2 5

Programme board established with UoM & CRUK. Funding plan agreed in principle. Preliminary review to 
Board in June 18. MoU finalised. Detail at each Board. Draft full business case (FBC) to November Board, 
FBC approval to Jan 19 Board. Additional board sessions to disucss complex case.

None identified 10 Regular reports to Board None identified 10 5

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

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

EMD 3 3

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

Continuing difficulty in back filling 
senior staff despite funding 
availability

9 School of oncology board reports to Management Board. 6 
monthly reports to Board. None identified 9 6
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Gynaecology - commissioning agreement for gynae-oncology surgical services to be provided across 2 
sites, namely The Christie and CMFT. GM transformation team completed review of service delivery.

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

Urology - commissioning decision made.  Christie to provide prostate services as key provider under 
agreed specification.  None identified Commissioner led review completed. Programme of transfer of 

services agreed. None identified

4.2 Lack of evidence to show progress against the 
ambition to be leading comprehensive cancer centre EMD(S) 2 3 Reaccreditation by OECI . Baseline measures identified and presented to Board of Directors. Discussion 

at time out in March 2017. Looking at how we can be part of International Benchmarking.
Availability of comprehensive data 
with which to compare ourselves 6

Designated as the most technologically advanced cancer centre 
in the world outside North America. In segment 1 (Single 
oversight framework). Board discussion. MCRC Strategy. Prof 
Sir Mike Richards external assurance on Paterson business 
case.

None identified 6 6
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5.1 Non-delivery of our refreshed chemotherapy strategy COO / 
EDoF&BD 3 4

Option appriasal of mobile unit versus static/hospital based provision. Refreshed chemotherapy strategy 
approved. Option appraisal undertaken for new sites. Approval of business case for Christie @ East 
Cheshire June 18. Regular updates to Board. Project Board with partners in place. 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 None identified 12 8

5.2 Impact of GM pathology on The Christie Pathology 
Partnership objectives 

COO/ 
EDoF&BD 3 3

The Christie Pathology Partnership board established. Operational management reviewed. Attendance at 
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

5.3 Tariff structure resulting in a recurrent loss of income   EDoF&BD 3 5

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.

Changes in specialist 
commissioning 15 To continue to report through Manaagment Board and Board of 

Directors via the Finance report. None identified 15 10

5.4
The Christie Pharmacy Company objectives not 
achieved impacting on clinical service, patient 
experience and Trust reputation

COO 2 4
Weekly reports to Executive Team. Quarterly reports to Board of Directors. Non executive chair in place. 
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

8

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

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

4.1 Delays in implementation of commissioned service 
specification impacting on patient experience COO 3 4 12 12

Corporate objective 5 - To provide leadership within the local network of cancer care
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6.1 Key performance targets not achieved COO 2 4
Executive led monthly divisional performance review meetings. Integrated performance & quality report to 
Management Board and Board of Directors monthly. Digital Maturity board meeting monthly (includes 
cyber security). 

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

Exec led monthly divisional performance review meetings. Finance report to Management Board and 
Board of Directors monthly. 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 Continued achievement of a Single Oversight Framwork 
segment 1. Use of resources - 1 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

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

6.3 Non delivery of transformation schemes (CIP) 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 
of savings agreed. Executive led recovery plan in place monitored through weekly meetings, performance 
review, Management Board and Board.

None identified 12 Progress monitored through integrated performance report to 
Management Board and Board of Directors None identified 12 0

6.4 Current EPR unable to support delivery of 
operational objectives EDoF&BD 2 4 External analysis undertaken to identify options to address issues with CWP (clinical web portal). Business 

case in development for EPR.

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

8 Reports to Digital Maturity Board, Management Board & Board 
of Directors. None identified 8 4

6.5

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

COO 4 5
Weekly monitoring of target across all specialties. Weekly reports to Executive Team. Discussion at Risk 
& Quality Governance. Monthly reports to Management Board & Board of Directors. Report to Quality 
Assurance Committee in Nov 18 on patient imapct.

Escalation meetings taking place. 20 Regular reports to Board None identified 20 8

6.6 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. None identified 8 Regular reports to Board None identified 8 8

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

risk to providers. None identified 4 Regular reports to Board. GM partnership agreement. None identified 4 4

6.8 
NEW

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.

EDoF&BD 2 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. None identified 6 Reports to Digital Maturity Board, Management Board & Board 

of Directors. None identified 6 4

Principal Risks Exec Lead Li
ke

lih
oo

d

Im
pa

ct

Key Control established Key Gaps in Controls C
ur

re
nt

 R
is

k 
Sc

or
e

Assurance Gaps in assurance O
pe

ni
ng

 P
os

iti
on

Po
si

tio
n 

at
 e

nd
 o

f Q
1

Po
si

tio
n 

at
 e

nd
 o

f Q
2

Po
si

tio
n 

at
 e

nd
 o

f Q
3

Po
si

tio
n 

at
 e

nd
 o

f Q
4

Ta
rg

et
 ri

sk
 s

co
re

7.1 Target reductions in sickness levels not achieved DoW / COO 2 3 Adherence with sickness management policy monitored through performance review meetings. None identified 6 Monthly sickness levels as reported in Integrated performance 
and quality report None identified 6 3

7.2 Underutilisation of the apprenticeship levy DoW 3 3

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 
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. 

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

9 Regular report to board None identified 9 9

7.3 Risk of non compliance against PDR action plan to 
achieve Trust standard DoW 3 2 Performance review meetings.  Information shared with managers on compliance. Redesigned systems 

and paperwork. Trustwide performance at 86.1% 6 Regular reporting to Management Board and Board of Directors 
through the performance report. None identified 6 6

7.4 
NEW

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

DoW 4 4

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)-
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

National staff shortages impacting 
recruitment 16 National staff survey 2018 None identified 16 15
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8.1 Impact on our ability to obtain planning approval for 
future capital developments. EDoF&BD 3 5

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 
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.

None identified 15

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

None identified 15 5

0

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

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

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

6.2 Financial performance target not achieved EDoF&BD 3 4 12 12
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Agenda Item 26/19b 

 
Meeting of the Board of Directors 

Thursday 27th June 2019 
 

Report of Fiona Noden, Accountable Emergency Officer  

Paper Prepared By Jane Hadfield, Health, safety and emergency 
planning lead 

Subject/Title Emergency Preparedness, Resilience and Response 
(EPRR) annual report 2018/19 

Background Papers Quarterly EPRR reports 

Purpose of Paper 
To provide the Board of Directors with an overview of 
Emergency Preparedness, Resilience and Response 
arrangements in 2018/19 

Action/Decision Required To note the report and agree any identified actions   

Link to: 

 NHS Strategies and Policy 

 
Statutory obligations under the Civil Contingencies 
Act 2004 

NHS Standard Contracts 

NHS England Emergency Preparedness, Resilience 
and Response Framework 2015 

Link to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

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

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

Resource Impact None 

Risk Rating  

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

A&E Accident & emergency 

AEO Accountable Emergency Officer 

EPRR Emergency Preparedness, Resilience and 
Response 

ICC Incident Coordination Centre 
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Emergency Preparedness, Resilience and Response 

 Annual Report 2018/19 
 
 

1. Introduction and background 
The Christie NHS Foundation Trust has a duty to ensure that its services are maintained 
irrespective of external or internal incidents, such as a fire or power failure, that could interrupt 
delivery of services, impact on its estates, service infrastructure or human resources, as well as to 
work closely with partners and external agencies. 
 
The Christie is not an A&E receiving hospital but must still have robust emergency planning 
procedures and business continuity management in place as required under the Civil 
Contingencies Act 2004 and NHS England’s emergency preparedness, resilience and response 
(EPRR) framework. 
 
2. NHS EPRR Assurance 
The trust is required to undertake an annual self assessment against the NHS England core 
standards for EPRR.  These standards cover all aspects of the trust’s EPRR work, including our 
statutory obligations under the Civil Contingencies Act. 
 
The EPRR self assessment audit was completed in Quarter 2 and the results presented to the 
Board in September 2018.  The trust declared substantial compliance against the 2018/19 core 
standards for specialist trusts, meaning that we were 89-99% compliant with the core standards 
that we were expected to achieve.  The actions required following the self assessment are detailed 
below.  These are both complete. 
 

Core 
standard 

ref 

Core standard 
description 

Improvement required to 
achieve compliance 

Action to deliver 
improvement 

Deadline 

3  
EPRR 
board 
reports 

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

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

exercises 
undertaken by the 
organisation 

- Business continuity, 
critical incidents and 
major incidents 

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

AEO to present EPRR 
annual report to the 
Board 

30.6.19 

DD2 
2017-18  

The organisation has 
published the results of 
the [annual] NHS 
EPRR assurance 
process in their annual 
report. 

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

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

30.4.19 
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The self assessment process included a deep dive into command and control arrangements.  The 
trust rated itself as fully compliant with 6 of the standards, and partially compliant with 2 standards.  
This did not form part of the trust’s overall assurance rating, but gave us an opportunity to identify 
any appropriate actions, outlined below.  These are complete. 
 

Deep 
dive ref 

Deep dive standard 
description 

Improvement 
required to achieve 

compliance 

Action to deliver 
improvement 

Deadline 

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

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

Undertake a check of 
ICC equipment every 
3 months 

31.10.18 
then every 
3 months 
thereafter 

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

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

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

31.1.19 

 
3.  Implementation of emergency plans 
EPRR arrangements were implemented when part of a ward had to be evacuated because of 
water ingress.  Patients were moved to a ward which at the time was not in use to enable remedial 
work and deep cleaning to be undertaken.  No one was harmed. 
 
Business continuity arrangements were also put in place for planned IT work over the year. 
 
4. Training and exercising 
As part of the NHS framework arrangements, the trust is required to: 
 

• undertake a live exercise every three years  
• undertake a table top exercise every year 
• carry out communications cascades every six months 

 
The trust met its obligations for 2018/19 by holding 6-monthly communications tests, and running a 
number of table top exercises.  
 
4.1 Internal exercises 
4.1.1 Two communications tests were undertaken during the year.  These were to test the 
numbers held by switchboard on the incident notification sheet. 
 
4.1.2 Exercise Skedaddle 16.11.18 – The aim of the exercise was to explore the process for 
evacuation and test the effectiveness of the trust’s evacuation plan and business continuity plans.  
There were representatives from wards, matrons, service managers, patient flow, night managers, 
estates and facilities and The Christie Private Care.  Attendees were asked to identify how the 
closure of 1 or more ward and department would impact on other wards/departments within the 
trust. 
 
4.1.3 No deal EU Exit exercise 28.2.19 - As part of the national NHS planning for a no deal EU 
Exit, all trusts had to participate in a locally-led exercise.  The trust’s Senior Responsible Owner 
(SRO) for EU Exit attended together with representatives from Pharmacy, Medical Physics and 
The Christie Pathology Partnership.  The scenarios that were discussed focussed on the supply of 
medicines and consumables, and whether the departments would be able to continue to deliver 
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their services for 2 weeks if supply was interrupted.  The departments had already considered the 
implications and would be able to continue with business as usual as far as possible, and to work 
in a different way in conjunction with colleagues at other trusts/organisations, with executive-level 
support.  
 
4.1.4 Data security and protection business continuity exercise 26.3.19 – This exercise was 
developed as one of the requirements of the data security standards (information governance 
toolkit) is to have an effective annual test of the continuity plan for data security incidents.  The 
scenario used was the simulated loss of computer endpoints due to a cyberattack and the location 
used was OCCU.   
 
4.2 Internal training 
Ten training sessions for duty managers and on call executive directors were delivered over the 
year. 
 
4.3 External 
4.3.1 Exercise Starlight 14 in June 2018 – This series of exercises is led by Greater Manchester 
Health and Social Care Partnership.  The aim is to test communication arrangements for the NHS 
in Greater Manchester in the event of a major incident.  The trust was advised that this 
communications exercise would be running at some point during week commencing 18 June 2018. 
The aim of the exercise was to test the updated GM guide to the increase in the threat level from 
international terrorism to the UK.  Duty managers and the on call executive director were informed 
of the exercise and given instructions on how to respond. 
 
4.3.2 Exercise Socrates 3 27.3.19 - This table top exercise considered the response to a mass 
casualty incident in the Greater Manchester (GM) area. The ‘Socrates’ series of exercises relate to 
mass casualty incidents, and this exercise concentrated on the ongoing acute hospital care phase 
and provision of psychological support following a mass casualty incident.  The trust representative 
facilitated one of the groups during the 3 sessions for exercise play.  These were interspersed with 
talks from GM Police, the GM Resilience Hub and a bereavement nurse, focusing on learning from 
the response to the Arena attack in 2017.   
 
5. Policies and procedures 
A number of EPRR documents were reviewed and received approval during 2018/19.  These were: 
 

• Major incident and business continuity policy 
• Major incident plan 
• Business continuity plan 
• Winter plan 

 
In addition, a procedure was produced on the local action to be taken by duty managers when the 
national security alert level changes. 
 
6. Lessons learned 
Opportunities for learning are identified during exercises, following incidents and through the self 
assessment process.  Some of the lessons learned and actions taken in 2018/19 are: 
 

• the need to plan for if something goes wrong during the implementation of new systems 
and processes 

• a review of the evacuation points across the trust 
• additional analogue telephone points installed to provide enhanced resilience on wards 

during IT outages 
 
7. Recommendation 
The Board of Directors is asked to note current compliance and the work that has been undertaken 
during 2018/19. 
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