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Agenda item 20/20a
Board of Directors business
Quality Assurance Committee item
25th June 2020
COVID-19 Individual Staff Risk Assessments
1.

Executive summary
This report has been produced to update on the introduction of COVID-19 individual
staff risk assessments within The Christie.
In response and recognising the unequal impact that COVID-19 is having on different
groups amongst the wider population and on NHS staff, the Trust has introduced an
individual risk assessment for all workers in these higher risk groups.
At 10 June 2020, 40% of workers identified as being at higher risk have completed a
risk assessment in discussion with their line manager. The key themes emerging from
the agreed actions within the risk assessments received include limiting the duration of
close contact with the patient, remaining socially distant from the patient where
possible, providing surgical masks for interactions with patient / specimen, reduction /
removal of on call availability, uptake of individual Occupational Health (OH) health
assessments, increased breaks for staff wearing full PPE and working remotely.

2.

Background
National data on the impact of COVID-19 has shown that there is differential impact for
different groups both in the wider population and amongst NHS staff. In particular there
has been a disproportionate impact on:
• Older people
• People from Black, Asian and ethnic minority (BAME) backgrounds
• Pregnant women
• Males compared to females
• People with particular underlying health conditions
Emerging data also shows that when age is combined with one or more other risk
factors the age at which a person is at higher risk from COVID-19 is significantly lower
(between 50-55).

3.

The Christie response to the differential impact of COVID-19 on particular
groups
In response to the unequal impact that COVID-19 is having on different groups
amongst the wider population and on NHS staff, the Trust has introduced an individual
risk assessment for staff.
We have taken a holistic approach to the risk assessment process, developed with our
Clinical Directors and in line with guidance from NHS Employers. We have also liaised
with the British Association of Physicians of Indian Origin (BAPIO); one of our
consultants is the Chair of BAPIO (NW).

3

Line managers are offering individual risk assessments to all people in the higher risk
groups, including those of BAME backgrounds, those aged 55 or older, pregnant
women and those with underlying health conditions. An individual risk assessment
(attached as Appendix 1) should be completed for any worker on site who is identified
as being at higher risk, including junior doctors, students on placement, volunteers and
contractors.
The risk assessment is completed jointly between the individual and their line
manager, with advice from Occupational Health and/or involvement of their trade union
representative as required. A member of staff can decline to have a risk assessment if
they wish, however it is not recommended. As part of the risk assessment, the
manager and individual agree an action plan to reduce/minimise the identified risk; this
is to be reviewed at least once every three months, or earlier in the event of a change
in circumstances.
People in these high risk groups may also arrange a formal health assessment with
Occupational Health, to help identify and/or optimally manage any underlying
modifiable risk factors.
4.

Communication, engagement and wellbeing support
A number of communications about the risk assessment process have been included
in the Trust’s COVID-19 staff bulletin, helping our staff to understand their level of risk
and how we are addressing this. A required completion date of 30 June 2020 for
outstanding risk assessments has been established.
We have actively promoted staff health and wellbeing during the pandemic. A suite
of guides for staff and managers, including our 'Looking After You' guide, (attached as
Appendix 3) offer support on looking after mental and physical health as well as
signposting to a range of useful information for NHS staff. This support has also been
provided as part of the risk assessment discussion and as a result we have seen an
increase in numbers of staff using our Employee Assistance Programme and
accessing the Complimentary Therapy services.
The risk assessment process has been discussed at both Staff Forum and Local
Negotiating Committee; this engagement will continue. Staff may choose to involve
their trade union representative in their risk assessment, if they wish.
The Trust’s Freedom to Speak Up Guardian was involved at an early stage. Within the
risk assessment process, staff are reminded of the alternative routes for them to raise
any concerns or to seek advice, including to our Freedom to Speak Up Guardian,
Occupational Health or a trade union representative.

5.

Monitoring progress
We have used our workforce data to understand the potential impact on our workforce.
This has indicated that we expect in the region of 995 individual risk assessments to
be undertaken, although it is acknowledged that our data may be incomplete, or may
not correlate with the identified higher risk underlying health conditions as such
personal information may not be known. In view of this, we have also asked staff to
approach their manager if they wish to complete a risk assessment and have not been
contacted, or if they have any concerns.
Key details of the completed individual risk assessments are monitored for reviewing
performance and reporting purposes. Appendix 2 provides an overview of the
information received.
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At 10 June 2020, we have received 397 completed risk assessments, representing
40% of those expected overall. A further 16 staff have declined to complete a risk
assessment.
Chart 1 indicates returns by age group. The highest number of returns is currently from
staff in the 55-64 age group.
Chart 2 indicates returns by ethnic group. Risk assessments have been completed for
over 119 BAME staff to date, although the majority of the completed assessments
overall are from white British staff.
Chart 3 indicates returns by gender, with the majority of the completed assessments
from female staff.
Chart 4 indicates returns by pay band. The greatest numbers of completed
assessments are in respect of staff in bands 5-7 and 1-4.
In terms of staff groups, the largest numbers of completed risk assessments are from
the Admin & Clerical group (>130) and from Nursing and Midwifery group (>75). Chart
5 indicates the completed risk assessments by staff group.
The key themes emerging from the agreed actions within the risk assessments
received include providing surgical masks for interactions with patient/specimen,
limiting the duration of close interaction with the patient, remaining greater than two
metres distance from the patient where possible, reduction/removal of on call
availability, increased breaks for staff wearing full PPE and working remotely. 130 staff
are known to be shielding at home at 10 June 2020.
Progress is reviewed by the Trust’s Equality, Diversity and Inclusion Programme Board
and through the daily SITREP meeting.
6.

Next steps
Our approach to risk assessment is an iterative process that will adapt as additional
guidance and research is published.
The emerging themes from the risk assessment process will inform the organisational
Workforce Disability Equality Standard and Workforce Race Equality Standard action
plans.

7.

Recommendation
The Quality Assurance Committee is invited to note the contents of this report.
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Appendix 1

Individual Staff Risk Assessment
for those at higher risk of COVID-19
Strictly Confidential
To be completed by the Line Manager in discussion with
the staff member and signed off by both parties.
An individual risk assessment should be undertaken for any
person working or volunteering at The Christie who has a
higher risk factor, not only employees. Higher risk factors
include:
•
•
•
•
•

Older age
Ethnicity/race
Pregnancy
Sex
Underlying health conditions

This individual risk assessment should be completed by
the person’s manager and should be reviewed on a regular
basis at least once every 3 months or sooner if required.
A copy of the completed risk assessment must be retained
by the individual, the manager and also sent to
equality@christie.nhs.uk
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Individual Risk Factors

Age

Ethnicity/Race

Pregnancy

Sex

Underlying Health
Conditions

• People over 70 years
old have been
identified as at greater
risk from COVID-19
and have higher
mortality rates.
• For BAME people the
higher risk associated
with age is lower
around 55. For white
ethnic minority groups
(eg Polish, Romanian
or Irish) it is around
60.
• For men the higher
risk associated with
age is at a lower age
than that for women.

• Black, Asian and other
ethnic minority
(BAME) people have a
much higher risk of
dying from COVID-19
and comorbidities.
• ONS data shows that
black people have the
highest risks (more
than 4 times
compared to white
people) followed by
people of
Bangladeshi,
Pakistani, Indian and
mixed ethnicities
• BAME NHS staff are
at much higher risk
than non-BAME staff
when it comes to
mortality

• Existing guidelines
identify that women
who are 28 weeks or
more should be
regarded as at higher
risk.
• A risk assessment for
pregnant women
should be undertaken
using the Trust’s risk
assessment for new
and expectant
mothers

• Global and UK data
shows that men are at
greater risk from
COVID-19 compared
to women.
• UK data shows that
around 60% people
admitted to hospital
are male. The same
data shows that
females have a lower
mortality rate of 20%.

• People with highest
risks associated with
an underlying health
conditions will have
had a “shielding” letter
from their GP/hospital.
• High risk conditions
including:
• Hypertension
• Cardiovascular
Disease (CVD)
• Diabetes
• Chronic Kidney
Disease (CKD)
• Chronic Obstructive
Pulmonary Disease
(COPD)
• Obesity
• Specific cancers
• Respiratory disease
• Weakened Immune
system

An Individual Risk Assessment should be completed with any employee/worker in any of the above groups
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Undertaking the Individual Risk Assessment

Completing the risk
assessment (1)

Completing the risk
assessment (2)

Completing the risk
assessment (3)

Recording and logging
the risk assessment

• Risk assessment should be
undertaken with anyone who
has a higher risk factor and is:
o A Christie employee
o Doctor in training
o Student nurse or AHP
o Locum or bank staff
o Volunteer
• Contractor working on site
The risk assessment should
be completed by person’s
o manager or supervisor
o If the supervisor completes
the risk assessment it
should be also signed by
the manager.
• The person who is the subject
of the risk of the assessment
should be fully involved in the
process and agree with the
outcome and any actions.
• The risk assessment needs to
reviewed and updated regular
basis at least every 3 months;
or when there is a change in
the person’s circumstances.

• Use the links in this form to
check for the latest
government guidance and
Trust information
• All the information that has
been discussed and recorded
in the risk assessment should
be regarded as strictly
confidential.
• It can only be shared on a
“need to know” basis with the
following people:
o A senior manager within
your division
o Occupational Health
o Human Resources
o The Equality, Diversity and
Inclusion Manager
o The Health, Safety and
Emergency Planning Lead
o The person’s trade union
representative
• The individual risk assessment
is a jointly agreed document
and therefore managers
should not put pressure on the

staff member to sign the risk
assessment if they are not
happy with it.
• If agreement cannot be
reached between the manager
and staff member then the
next level manager maybe
involved in helping to resolve
the situation. Again no
pressure should be put on staff
member to sign it if they are
not happy with it.
• At all stages of the completion
of the risk assessment the
member of staff is entitled to
have their trade union
representative involved in the
process
• The risk assessment must
be reviewed at least once
every 3 months. A review
can take place sooner if the
staff member requests it or
there is a change in
circumstances.

• A copy of the risk assessment
should be given to the staff
member.
• Where he/she is an employee
of The Christie then a copy
should also be placed in their
personal file.
• A copy of the completed risk
assessment should be sent via
email to:
equality@christie.nhs.uk
• A copy of the action plan only
should be given to the staff
member’s supervisor if they
have a supervisor.
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Advice and support
• Advice and support is available
to managers completing an
individual risk assessment
from Occupational Health
• The individual should approach
their own GP or utilise the
Trust Occupational Health
service for specific medical
advice.

Individual Risk Assessment
Section 1 – Personal Details
Name

Job title/role

Preferred Email

Preferred telephone
number

Postcode (first part) eg M20

Date of birth

Age

Gender
Are you pregnant? No

Pregnancy
Ethnicity

Male

Female

Other

Yes

Do you have a
disability?

Yes

Trimester 1

Due date

No
2

3

Please tick the box that best describes your ethnic origin

White

Asian or Asian British

Black or Black British

British

Indian

African

Irish

Pakistani

Caribbean

Mixed
White and Black
African

Black Other

White and Black
Caribbean

White European

Bangladeshi

White Other

Chinese

White and Asian

Asian Other

Mixed Other

9

Other Ethnic Group
Arab
Any other ethnic
group

Section 2 – Work
Occupation

Place(s) of work

Band/Grade

Division

Manager’s name

Manager’s job
title
Manager’s
telephone No.
Locum

Manager’s Email
Employee type

Christie staff

Honorary

Question
1
Does the person work in an area where social
distancing cannot be maintained at all times?
2
Does the person work in an area(s) where
patients and visitors are present?
3
Does the person work in an area(s) where
Covid-19 positive or suspected Covid-19
patients are being treated?
4
Does the person work in areas where Aerosol
Generating Procedures (AGPs) take place?
5
Is the person required to perform AGPs on
suspected/confirmed Covid-19 positive
patients?
6
Does the person require Personal Protective
Equipment (PPE) to perform their current role?
7
Has the person been trained to use the
required PPE?
8
Is the person confident and competent in using
appropriate PPE?
9
Does the person require fit testing?

Answer

Bank staff

Contractor

Comment or action required

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

If Yes please state what PPE is required

Yes

No

If Yes record here the details of the training and
when it was completed

Yes

No

Yes

No
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If Yes please state if the person has been fit

Section 2 – Work
tested and when
10
11

12
13
14

Does the person have any Covid-19 related
concerns about their workplace/arrangements?
Does the person use public transport to get to
and from work? The Government’s latest
guidance on using public transport

Yes

No

If Yes please state what their concerns are and
how they can be addressed
If Yes find out if he/she can get to work by not
using public transport.

Yes

No

Does the person currently work outside of the
Christie?
Does the person’s outside work require him/her
to have contact with the people/public?
Does the person’s outside employment require
them to work in areas where suspected or
confirmed Covid-19 patients are treated or
cared for?

Yes

No

Yes

No

If Yes go to the next question. If No go to
question 15
If yes please recoded the details here

Yes

No

If yes please recoded the details here

Yes

No

Comment or action required
If yes please state here if the person is on site or
working remotely?

Section 3 – Underlying Health Conditions
Question
15 Has the person received a “shielding” letter from
their GP/hospital?
16 Is the person aged 70 years or more?

Answer

Yes

No

17

Yes

No

Yes

No

18

Is the person from a Black, Asian or other ethnic
minority background and age 55 or over?
Does the person have one underlying health
condition (please see Appendix 1, page10)
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Please state here which underlying health
condition he/she has. Please remember that
this information is strictly confidential.

Section 3 – Underlying Health Conditions
Question
19 Does the person have two or more underlying
health conditions? (please see Appendix 1,
page 10)
20 Is the person from a Black, Asian or other ethnic
minority background and has one or more
underlying health condition? (please see
Appendix 1, page 10)

Answer
Yes

No

Yes

No

Comment or action required
Please state here which health conditions
he/she has. Please remember that this
information is strictly confidential.
Please state here which health conditions
he/she has. Please remember that this
information is strictly confidential

Section 4 – Accommodation, Living Arrangements and Community
Question
Answer
21 Does the person share their accommodation
Yes
with anyone else?
22 Are there people in the accommodation from two Yes
or more generations?

23
24
25
26
27

Is there someone in the accommodation that
he/she shares who is over the age of 70?
Is there anyone in the accommodation that is
“shielding”?
Is there anyone in the accommodation with an
underlying health condition?
Is the person caring for someone who is
shielding?
Is the person caring for someone who how has
an underlying health condition?

No
No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No
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Comment or action required
If No go to question 27
If No go to question 27. Examples
of different generations include
grandparents and grandchildren,
aunts, uncles and cousins

28

Does the person currently undertake any
voluntary or community work that brings them
into contact with members of the public?

Yes

No

If yes, and the person is shielding,
they should cease any voluntary or
community work that brings them
into contact with members of the
public

Agreed Action Plan
It is the responsibility of the manager or supervisor (where appropriate) to make sure that the action(s) agreed are in place and
remain in place. When agreeing actions the level of risk needs to be fully considered. Suitable action should be taken to minimise
risks to the person when it has been assessed that he/she is at higher risk from Covid-19.
Please tick () the actions that have been agreed. Only the appropriate action(s) below should be implemented.
Action
By When
1
Limit duration of close interaction with patient (e.g. prepare everything in advance away
from patient)
2
If possible maintain greater than 2 metres distance from the patient
3

Whether public transport / rush hour can be avoided through adjustments to work hours

4

Asking patients to wear mask for staff member interactions

5

Provide surgical mask for staff member for all interactions with patients or specimens

6

Redeployment to lower risk area

7

The person will wear FFP3 in the area for 20 minutes where AGP is undertaken on
suspected/ confirmed Covid-19 patient
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In Place

Please tick () the actions that have been agreed. Only the appropriate action(s) below should be implemented.
Action
By When
8
The person will leave the area for 20 minutes when AGP is undertaken on suspected/
confirmed Covid-19 patient
9
Remote working if the staff member is enabled. The staff member must have access to
equipment and Wi-Fi. Digital services may need to be contacted.
10
Complete a new and expectant mothers risk assessment
11
12

The person will approach their own GP or utilise the Trust Occupational Health service
for specific medical advice
A health assessment appointment will be arranged with Occupational Health

13

Other actions. Please specify.

Sign Off and Review
Sign Off
Manager’s Signature
Staff Member’s Signature

Date
Date

1st Review
Manager’s Signature
Staff Member’s Signature

Date
Date

2nd Review
Manager’s Signature
Staff Member’s Signature

Date
Date
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In Place

3rd Review
Manager’s Signature
Staff Member’s Signature

Date
Date

Following the completion of the risk assessment, and in the event of the staff member have any continuing concerns,
these may be escalated to a senior manager.
Further advice may also be sought from Occupational Health, a trade union representative (Partnership Officer
Gillian.Hobson@christie.nhs.uk or 07901 104 341) or the Freedom to Speak Up Guardian (07918 363731 or
SpeakUp@christie.nhs.uk).
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Appendix 1 – Underlying Health Conditions
People at highest risk (the Government defines as clinically extremely vulnerable)
People at highest risk from coronavirus include people who:
•
•
•
•
•
•
•
•
•
•

have had an organ transplant
are having chemotherapy or antibody treatment for cancer, including immunotherapy
are having an intense course of radiotherapy (radical radiotherapy) for lung cancer
are having targeted cancer treatments that can affect the immune system (such as protein kinase inhibitors or PARP inhibitors)
have blood or bone marrow cancer (such as leukaemia, lymphoma or myeloma)
have had a bone marrow or stem cell transplant in the past 6 months, or are still taking immunosuppressant medicine
have been told by a doctor they you have a severe lung condition (such as cystic fibrosis, severe asthma or severe COPD)
have a condition that means they have a very high risk of getting infections (such as SCID or sickle cell)
are taking medicine that makes them much more likely to get infections (such as high doses of steroids)
have a serious heart condition and are pregnant

People at higher risk (the Government defines as clinically vulnerable)
People at moderate risk from coronavirus include people who:
•
•
•
•
•
•
•
•
•

are 70 or older
are pregnant
have a lung condition that's not severe (such as asthma, COPD, emphysema or bronchitis)
have heart disease (such as heart failure)
have diabetes
have chronic kidney disease
have liver disease (such as hepatitis)
have a condition affecting the brain or nerves (such as Parkinson's disease, motor neurone disease, multiple sclerosis or
cerebral palsy)
have a condition that means they have a high risk of getting infections
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Appendix 2 – Individual Risk Assessment Completion Data (at 10 June 2020)

Chart 1 – Number of completed risk assessments by age group

Chart 2 - Number of completed risk assessments by ethnic origin

Chart 3 – Number of completed risk assessments by gender

17

Chart 4 – Number of completed risk assessments by pay band group

Chart 5 – Number of completed risk assessments by staff group

18

Looking After
You
Your Support (COVID-19)
A guide for staff

Click to get started
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Looking After You
We understand what a difficult and challenging time this is for our
staff during the COVID-19 outbreak. This guidance document allows
you to see what support mechanisms are available to you as employees
at The Christie, together with some useful tools and techniques to look
after your own health and wellbeing during these unprecedented
times.

We're all in this together...
We want to say THANK YOU to each and every one of you for all of the
work that you have done and continue to do.
The collaborative thinking and intuitive ways of team working already
happening across the Trust is outstanding. By supporting ourselves and
each other we can ensure that we continue to offer the very best care
to our patients.

Contents

Who to contact

Contents
Health and Wellbeing Support for NHS staff
Free access to wellbeing apps
Psycho-oncology Relaxation videos
Staff Complementary Therapy videos
COVID-19 Anxiety
Supporting Your Mental Health
Anxiety UK
Every Mind Matters
MIND

Contents
Mental Health Foundation
Mental Fitness Workout Manual
NHS Practitioner Health
Oxford Mindfulness Centre
5 Steps to Mental Wellbeing
Your Fitness
One You
Bridge4 Exercise with Physios

Contents
Your Support
Health Assured - Employee Assistance Programme
Occupational Health
Library
Chaplaincy and Spiritual Care
Your Trade Union or Professional Organisation
Salary Finance
Staff Complementary Therapy

Contents
Freedom to Speak Up Guardian
Supporting our teams
Working from home
Useful Information & Further Support
NHS Staff Discounts
Supporting our vulnerable staff
Further Support
Looking After You

• A free wellbeing support
helpline 0300 131 7000 available
from 7am – 11pm seven days a
week, providing confidential
listening from trained
professionals and specialist
advice, including coaching,
bereavement care, mental
health and financial help.
• A 24/7 text alternative to the
above helpline - simply text
FRONTLINE to 85258.

Health and Wellbeing
Support for NHS staff
A comprehensive package of support to
look after the health and wellbeing of
NHS staff during the Covid-19 outbreak
has been launched by NHS England and
NHS Improvement. The range of
psychological and practical support
includes:
• Staff Common Rooms - an
opportunity for NHS staff to come
together virtually and support each
other during this difficult time
offering a safe and supportive
environment where staff can
continue to stay mentally well.

• Bereavement and loss support
line for NHS staff who have
experienced bereavement or
whose wellbeing has been
affected by witnessing traumatic
deaths as part of their work.
Available seven days a week,
between 8am and 8pm on 0300
303 4434.
• An online portal with peer-topeer, team and personal
resilience support.

Find out more

Free access to wellbeing
apps
NHS staff have been given free
access to a number of wellbeing
apps from now until the end of
December 2020 to support their
mental health and wellbeing.

Unmind
Headspace
Sleepio
Daylight
#StayAlive
SilverCloud

Psycho-oncology Relaxation Videos
Here's some useful videos with some helpful and
easy techniques to use when you are feeling
stressed and anxious.

7 Minute Relaxation
Click HERE to read more.

Click to play

Standing Breathing
Click HERE to read more.

Click to play

Staff Complementary Therapy Videos
Here's a suite of videos with a variety of useful stress management
techniques. Click HERE to play an Introduction.
Butterfly Hug
Moist Mouth
Sunrise
Calm Palm
Five things
Breathe with ease
Progressive muscle relaxation
Therapeutic Touch
Sunset
Fostering Resilience

COVID-19 Anxiety
We want people to know that the emotions that they have are normal
and understandable in relation to the context they are working in and
the experiences they have had. This helps people to be compassionate
towards themselves and each other, encourages them to reflect on and
adapt their ways of coping with painful emotions, and helps them to
make valued behavioural choices going forward.

ANXIETY UK APPLE TECHNIQUE

Acknowledge: Notice and acknowledge the
uncertainty as it comes to mind.
Pause: Don't react as you normally do. Don't
react at all. Pause and breathe.
Pull back: Tell yourself this is just the worry
talking, and this apparent need for certainty is
not helpful and not necessary. It is only a
thought or feeling. Don't believe everything
you think. Thoughts are not statements or
facts.
Let go: Let go of the thought or feeling. It will
pass. You don't have to respond to them. You
might imagine them floating away in a bubble
or cloud.
Explore: Explore the present moment, because
right now, in this moment, all is well. Notice
your breathing and the sensations of your
breathing. Notice the ground beneath you.
Look around and notice what you see, what
you hear, what you can touch, what you can
smell. Right now. Then shift your focus of
attention to something else - on what you
need to do, on what you were doing before
you noticed the worry, or do something else mindfully with your full attention.

Find out more

Supporting
Your Mental
Health
Coronavirus has plunged the world into
uncertainty and the constant news about
the pandemic can feel relentless. All of this
is taking its toll on people's mental health,
particularly those already living with
conditions like anxiety and OCD. So how
can we take care of our mental health?
• Limit the news and be careful what you
read
• Have breaks from social media and mute
things which are triggering
• Wash your hands - but not excessively
• Stay connected with people
• Avoid burnout
There is a wide range of support
information out there, some of which have
been detailed on the next few pages.

Anxiety UK
Easy access to a range of
information, resources and
support for helping you
understand how to deal with
anxiety during these difficult
times while Coronavirus
(COVID-19) is impacting on our
lives.
Find out more

Every Mind Matters
Discover simple steps to look
after your mental health. See
HIVE for more information
including posters and leaflets
for your areas.

Find out more

MIND
MIND have lots of information
including helping you to plan
for staying at home or indoors
and how to take care of your
mental health and wellbeing.

Find out more

Mental Health
Foundation
Includes some tips and
guidance on how to look after
your mental health during the
coronavirus outbreak.

Find out more

Mental Fitness
Workout Manual
A workout manual packed full
of practical hints, tips and
activities to improve your
wellbeing and resilience
during Covid-19.

Find out more

NHS Practitioner
Health
Support and resources
available for medical staff
including frontline wellbeing
support.

Find out more

Oxford Mindfulness
Centre
Free mindfulness sessions for
NHS staff working with
Covid-19. You will learn
practical skills that can support
you in remaining steady and
taking care of yourself during
these unprecedented times.
Find out more

5 Steps to Mental
Wellbeing
Evidence suggests there are 5
steps you can take to improve
your mental health and
wellbeing. Trying these things
could help you feel more
positive and able to get the
most out of life.
Find out more

Your Fitness
There are a variety of ways to support your
physical wellbeing and some ideas and
resources are detailed on the following
page.

One You
Highlights the importance
about health and encourages
you to make changes to
manage and maintain mental
health. It also has information
to support you with your
blood pressure, diabetes
checks and where you can
access NHS health checks.
Find out more

Bridge4 Exercise with
Physios
Access free live online classes,
via Zoom, to help everyone
exercise during this difficult
period. There are classes for
every level of fitness with onscreen physios.
Find out more

Your Support
There are a variety of support mechanisms
at the Trust which are available to staff and
are detailed on the following pages.

Health Assured Employee Assistance
Programme
Free and confidential
counselling and advice service
for all employees.

Find out more

Occupational Health
Helps staff to maintain and
improve their health and
wellbeing within the working
environment. They're
prioritising workload over the
coming weeks to ensure the
service is best placed to
support staff during these
times.
Find out more

Library
Following the recent
Government advice around
COVID-19, the Christie Library
and Knowledge Service will be
operating a virtual service
from Wednesday 25th March.

Find out more

Chaplaincy and
Spiritual Care
Provides and facilitates
pastoral care for staff and
patients. All chaplaincy staff
offer high-quality, empathetic
listening therapy to help you
process difficult feelings, and
prioritise goals.
Find out more

Your Trade Union or
Professional
Organisation
See HIVE for further details on
how they can offer support.

Find out more

Salary Finance
We understand that everyone
can have money worries at
some time in their lives, and
it's important to have access to
the tools and information that
can really make a difference to
financial stress in both your
home and work lives.
Find out more

Staff Complementary
Therapy
The Staff Complementary
Therapy Service has set up a
Trust based support line for all
Christie staff (on-site or
working from home).

Find out more

Freedom to Speak Up
Guardian
Please continue to speak up if
you have concerns, though
due to Covid-19, contact with
the Freedom to Speak Up
Guardian is only via email or
phone.
Find out more

Supporting our
teams
A new manager’s support
guide is available via The
Christie Staff App and the
COVID-19 staff information
pages on HIVE.

Find out more

Working from home
A new working from
home support guide is
available via The Christie Staff
App and the COVID-19 staff
information pages on HIVE.

Find out more

Useful
Information &
Further
Support
Please visit the COVID-19 pages on HIVE or
the Staff App for the latest Trust Guidance
for staff.
Some useful information and external
support websites are detailed on the next
few pages.

NHS Staff Discounts
NHS workers have been
inundated with kind offers of
support from a wide range of
companies. These have been
helpfully brought together in
a single place, so that NHS
staff can take advantage of
them.
Find out more

Supporting our
vulnerable staff
The government is actively
reviewing the advice to
protect those people who are
at significantly increased risk
from COVID-19 due to
underlying health conditions.
Find out more

Further Support
Here's some links to some external support websites for domestic
violence, carers and financial wellbeing.
DOMESTIC VIOLENCE - REFUGE WEBSITE
THE UK'S LARGEST SINGLE PROVIDER OF DOMESTIC AND GENDER-BASED
VIOLENCE SERVICES.
DOMESTIC VIOLENCE - RELATE WEBSITE
PROVIDES RELATIONSHIP SUPPORT FOR PEOPLE OF ALL AGES, BACKGROUNDS
AND SEXUAL ORIENTATIONS.
CARERS - CARERS UK WEBSITE
SUPPORTS CARERS THROUGH EXPERT ADVICE, INFORMATION AND SUPPORT.
FINANCIAL WELLBEING - GOVERNMENT WEBSITE
INFORMATION AND GUIDANCE ON WHAT FINANCIAL SUPPORT MAY BE
AVAILABLE TO YOU
FINANCIAL WELLBEING - STEP CHANGE WEBSITE
PROVIDES FREE ADVICE AND PRACTICAL SOLUTIONS ON DEBT AND HOW IT
AFFECTS YOU.
FINANCIAL WELLBEING - THE MONEY CHARITY WEBSITE
AIMS TO HELP PEOPLE TO BETTER MANAGE THEIR MONEY.
FINANCIAL WELLBEING - MONEY SAVING EXPERT WEBSITE
HAS DEDICATED FINANCIAL INFORMATION FOR COVID-19.
FINANCIAL WELLBEING - THE DEBT ADVICE FOUNDATION
A REGISTERED NATIONAL DEBT ADVICE AND EDUCATION CHARITY OFFERING
FREE, CONFIDENTIAL SUPPORT AND ADVICE TO ANYONE WORRIED ABOUT
LOANS, CREDIT AND DEBT.

We hope that
you
have found
this
publication
useful

Looking After
You
We will continue to update this staff support
guide on a regular basis therefore do keep an
eye out for the latest information.
Thank you for all that you do and continue to
do in these unprecedented times.
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Agenda item 22/20b
Board of Directors briefing
25th June 2020
Phase 3 Plans
1. Introduction
The Phase 3 demand and capacity planning is to address the additional factors highlighted
below for the period of July 2020 to March 2021.
• Capacity planning – in COVID environment
- Christie service capacity mitigations
- The Christie Private Care contracted capacity (time limited)
- Additional independent (sector capacity)
• Demand planning
- Christie current treatments
- Christie back log
- System surge demand from primary and secondary care
• Financial planning
- System level capital planning
- System level revenue planning
- Block contract arrangements
2. Priority projects beyond phase 3
Prior to the COVID-19 pandemic the organisation had a number of capital and revenue
investment priorities to address key operational risks, some had been developed and were
at outline business case stage and formed part of the 5 year capital plan. For example the
Radiology Redevelopment Project approved by the Board of Directors in November 2019
and some were just being developed including the CT sim case and the development of
pathology laboratories on site. These remain key projects and further work will be
undertaken to develop and align these under the new system planning arrangements
beyond phase 3, including taking into consideration changes to the estate, new ways of
working and funding arrangements.
3. Resilience in planning
The Christie phase 3 planning recognises the key factors of capacity restrictions, potential
surge in demand, estate requirements to address a COVID controlled environment and
altered financial arrangements in the context of cancer system leadership.
The planning is underpinned by the principles of:
a) Sustaining a safe environment for patients and staff
The trust is taking all practical steps to produce a COVID controlled environment through
a combination of testing, screening, utilisation of PPE and other infection prevention
measures.
Services have included consideration around minimising risk to patients and staff while
ensuring service capacity within the planning measures. Also included in the planning
are estate alterations, digital solutions and new models of service delivery.
b) Maximising resources to sustain and develop capacity
Extended working hours and 7 day working:
i) Clinical: service plans have identified key bottlenecks and moved to extended working
days and weekend working where possible. The investments below are in addition to
these changes.
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ii) Research: supporting the phase 3 planning is the aim to sustainably increase the
integration of research with service delivery and maximise the available capacity and
resilience of our direct care services. Through this developing model we will seek to
manage the treatment demand across service and research from collective resources
and support increasing research opportunities to more patients and staff.
iii) The Christie Private Care (TCPC): The Christie has submitted a request through the
national command and control to sustain the utilisation of TCPC facilities until the end
of August 2020. The utilisation of these facilities would be to ensure both private and
NHS patients continue to receive the prioritised treatments. The theatre development
on ward 1 will also be included in the capacity planning for NHS and private patients
once available. This will be managed and staffed by TCPC.
c) Focussed investment on identified bottlenecks
i) Diagnostics: early modelling undertaken by the Cancer Hub has identified specific
shortfalls in capacity. There is particular focus on CT and endoscopy capacity across
the system.
ii) Anaesthetics: increase The Christie appointed anaesthetic team to cover 5 theatres 7
days a week.
iii) Treatment capacity: The Cancer Hub continues to ensure all priority 2 patients are
being treated however the surgical capacity in the system remains significantly below
the pre-COVID levels. The system approach to this will include additional theatre
capacity alongside alternative treatment routes including SABR Radiotherapy and
additional chemotherapy capacity.
d) Flexible capacity
i) CT facilities - utilisation of CT facilities across the trust including CT sims at Salford
and Oldham for diagnostic use where available capacity exists;
ii) Chemotherapy facilities – utilisation of research facilities, Ward 3 and TCPC in the
delivery of chemotherapy;
iii) Endocrine unit – accommodating both pre-operative and endocrine requirements.
e) Sustainable practice changes
Outpatients – increase the use of virtual appointments
Treatment / testing delivery – bloods closer to home
Inpatients – increase model for ambulatory care – CareGO
Pharmacy – patient delivery service
Radiotherapy – deep inspiration breath hold (DIBH) and Stereotactic ablative radiotherapy
(SABR).
4. Investment plan
Detailed below is the proposed investment plan for Phase 3, drawn from the service
planning work and linked to the system planning. These proposals have preliminary
costings that will be included into the submission for GM phase 3 planning and formal
approval by the Regional NHSE \ I team for release of the capital funding. Revenue
implications are required to be worked through in parallel. A project team lead by our
Director of Capital and Estates will be formed to implement the proposed plan once
approved.
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Proposed planned and implemented during window
(July 2020 to March 2021)
Capital
Additional revenue
Digital Priorities
2 Additional theatres
DOSA
Surgery

Airseal machine (30k)
COVID environment for
robot

Pre op resource for COVID
testing

Ward 3 refurbishment

Extended establishment to
cover extended hours &
Christie@ home capacity

Additional capacity at one
of TAM/OLD/SAL, modular
or multiple
Chemotherapy

TCPC theatres to be staffed by
TCPC

Bloods Closer to Home
iQemo Smart Pump
functionality

Additional staff capacity at
Tamside / Oldham / Salford
Bloods Closer to Home

4 additional single rooms
(CAR– T)
Haematology

Refactor CWP to build Order
Comms
Attend Anywhere – top slice
revenue
Bloods Booking closer to
home
iQemo Scheduling
Roll out of patient flow
including mobile

Waiting room capacity +
Phlebotomy room capacity
SABR
Radiotherapy &
DIBH
Physics
Waiting room capacity

Endoscopy system upgrade
(14k)

SABR
DIBH

Roll out of patient flow
including mobile

Extended establishment to
cover and extended hours

refactor CWP to build Order
Comms
iQemo Scheduling

Phlebotomy room flow
reconfiguration

Roll out of patient flow
including mobile

Additional clinic room
development
Family accommodation
Screening team

refactor for Order Comms
Attend Anywhere
Remote central booking
service

Outpatients

Roll out of patient flow
including mobile
AAU
4 bed bay changes (testing
dependent)
Inpatients

Ambulatory care models:
CareGo
Extension of acute physician’s
team to cover all areas, 7 day
working and removal of
Manchester FT SLA.
TCPC bed continuing use
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Virtual ward (remote
monitoring)

Proposed planned and implemented during window
(July 2020 to March 2021)
Capital
Additional revenue
Digital Priorities

Radiology

Additional modular CT
(RMS)

Staffing support additional
capacity

Home PACS reporting

Estates work to make use
of unused space for
additional waiting capacity

IS staffing support

Roll out of patient flow
including mobile

PACS storage

Pathology

MR + US – HCA Wilmslow

Point of care testing
machines COVID 1, to 10

2 band 3 -Support book in to
LIMS for COVID testing

refactor for Order Comms

Blood gas analysers

Biomedical scientist for each
point of care testing

NPEX link

Social distancing/
environment improvements
AAU

Extension of Anaesthetics
team to cover all areas
(including Brachytherapy and
Protons), 7 day working and
removal of MFT SLA

Pharmacy home delivery
car leasing

Continuation and extension of
Pharmacy delivery service

CCU and
Anaesthetics

Pharmacy

Reporting capacity IS

GM – PACS roll out

GM – digital pathology roll out
System for staff testing
coordination

iQemo Smart Pump
functionality
Remote monitor access to
CWP

Research

Digital Trial workbooks
Education

Virtual training environment

Virtual training environment

5. Recommendation
Board are asked to note the outlined phase 3 plans for the period July 2020 and March
2021.
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Refreshing the Provider Federation Board governance to support
Greater Manchester’s response to COVID-19
Purpose
1. This paper provides an update on the proposed evolution of the governance of the Greater
Manchester (GM) Provider Federation Board (PFB) to support the recovery phase of the COVID19 pandemic and ensure that providers are able to collectively respond to any subsequent
waves of COVID activity. It sets out:
•
•
•
•

The context and rationale for reviewing PFB governance.
Reflections on the way PFB operates and learning from the initial phases of the pandemic,
including other changes that have been enacted within GM.
Proposals for how we refine our PFB governance, recognising the responsibilities that
remain with Trust Board of Directors and the need to work with GM and locality partners.
How we refine these proposals, including engagement with Chairs and Bill McCarthy.

2. The paper incorporates feedback provided from recent PFB meetings and work by the GM
Directors of Strategy Group, as well as scrutiny and oversight provided by the CEO sub-group.
Context and Background
3. We are in living in unprecedented times. COVID-19 has had a profound and long lasting impact
on the way that we manage and deliver health services. The NHS has been operating at a level 4
incident status since the beginning of March 2020, which has brought with it a command and
control approach led by NHS England/Improvement together with emergency funding
arrangements. This is likely to continue until at least the end of this year.
4. Trust Board of Directors retain statutory accountability to their regulators for delivering high
quality and financially sound services and have a critical role in overseeing and scrutinising areas
such as safeguarding, staff welfare and equalities as well as quality and financial probity. This
was set out unequivocally in Bill McCarthy’s recent note to Chairs. The responsibilities of
individual NHS providers, with respect to COVID-19, could include:
•
•

•

•
•
•

Maintaining EPPR arrangements during the COVID-19 pandemic and deployment of
organisational resources (including staffing) in response to COVID-19.
Developing an organisational activity and capacity plan to deliver both COVID-19 and nonCOVID activities, working with through PFB to ensure a coordinated approach to switching
on elective capacity and with locality partners to support effective pathways of care.
Determining how its site(s) and infrastructure are best used for patients and their safety, in
the context of agreed GM pathways and standards, ensuring that effective arrangements are
in place for infection prevention and control.
Reviewing local changes that have been enacted to consider which of these should be
‘locked in’ to deliver long term benefits.
Supporting other GM providers and locality partners, through mutual aid.
Working with locality partners to support a place-based approach to the recovery of health
and care services, and contribute to social and economic recovery.
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•
•

Working with partners to address any mismatches in capacity and demand, minimising the
impact on local populations.
Continuing to work with local IS provider(s) (‘buddy’ organisation) to maximise the use of
their capacity to support recovery, in line with the agreed GM framework.

5. The current crisis brings into sharper relief the necessity for collaboration and joint decisionmaking between providers in a single Sustainability and Transformation Partnership (STP), i.e.
across the GM conurbation. NHS England requires STPs to operate their emergency response
and recovery activities through “Hospital” and “Out of Hospital” (or Community Co-ordination)
Cells. For GM, the PFB fulfils the function of the Hospital Cell, with responsibility for developing
and overseeing the GM-wide hospital recovery plan.
6. Over the last few weeks PFB discussions have explored whether our current governance
arrangements are fit for purpose. We can legitimately point to a mature relationship between
providers in GM; a successful track record based upon consensus; and the exemplar status that
PFB enjoys compared to other provider collaborations. However, it is good management
discipline to routinely review the way PFB works, ensuring that we are able to cope with an
uncertain and a potentially volatile future where we will need to manage COVID-19 patients
alongside other pressing demands.
Taking Stock of Current Governance
7. The first thing to emphasise is that there is no appetite amongst PFB members for a formal
change in governance arrangements. It is important to note, however, that emergency powers
conveyed on NHS England via a Secretary of State Direction enables them to intervene in day to
day decision making in any or all providers (and indeed in CCGs). So the counterfactual argument
is that if PFB does not position itself to make effective, collective decisions – where these are
required to support GM-wide recovery matters – then all providers risk losing autonomy through
the direct intervention of NHS England.
8. Additionally, we know that making decisions quickly and acting at pace enabled a much more
effective response to COVID-19 during the escalation phase, supported by our successful GM
Gold Command arrangements. However, as we enter the recovery planning phases, the changes
we need to enact will be more complex, with potentially longer term consequences for providers
and our patients. We will also need to manage the restart of our elective programmes alongside
COVID and non-COVID non-elective demand. In this environment, it is critical that we are clear
how key decisions are made, and that we are able to balance agility and complexity of decisionmaking. The uncertainty and volatility of the pandemic means that quick changes of direction or
immediate intervention may be required, and our governance arrangements need to reflect this.
9. Initial capacity planning in GM has already demonstrated that demand for elective services
significantly outstrips current capacity to deliver (given COVID constraints), so more innovative
and collaborative models of delivery will be required to ensure priority patients are treated and
to provide equality of access across the conurbation. There is also an increasing need to
collaborate to ensure common standards are applied and that scarce resources are distributed
fairly to meet patient need.
2|P a g e
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10. All PFB members have emphasised that they see this as evolution of the way PFB currently
operates and value the existing consensus based approach, which has enabled PFB to be
successful as a collective decision-making forum. At the same time, there are examples where
this approach has not worked or has not worked sufficiently quickly. There will always be
differences of opinion and potential tensions amongst a collection of provider organisations that
each need to be responsive to their respective local populations and service needs. An agreed
governance model should help to secure mutual benefit, mitigate risks and enable risk pooling.
11. Documenting where shared decision making is a necessary and appropriate provides important
context when liaising with regulators, such as CQC, for whom a bilateral relationship remains the
primary interaction with providers.
12. It is also important to stress to external partners, that PFB decision making is not done in
isolation. There must continue to be a clear relationship with the GM Community Co-ordination
Cell, to ensure that we look at issues holistically, just as many providers will need to engage with
local stakeholders and partners within their locality (or localities). This includes local authorities
and leaders so they can understand the rationale for service or location changes and help
manage any local concerns. Additionally, agreed collective and joint decision-making
arrangements for the GM Hospital Cell will enable a strong voice in the Regional Cell discussions
and provide a solid platform to influence policy decisions.
13. Given our planning assumption that the underlying levels of activity for COVID will remain for
some time, we recognise that the rest of this year will be challenging and we need to prepare for
that now. Escalating critical care and medical beds as part of our first stage response to COVID
represented a particularly intensive period for us and, as that peak is behind us, we have space
to think through how we respond to further demands that presently look to be inevitable. It is
sensible to be working this through now prior to the pressures of winter and in case we are
suddenly faced with having to make a significant decision quickly without a clear understanding
of how we do that.
Proposals for Refining PFB governance
14. The focus of this paper is how PFB operates during a level 4 incident; determining how decisions
are made on those issues which have a GM system impact or where GM action could have an
adverse impact on individual providers. In strengthening our collaborative decision-making
arrangements, there is also an opportunity to consider how PFB might operate in the longer
term – to support the evolution of the GM STP.
15. PFB have already accepted a set of design principles. In determining PFB governance, these
principles offer a useful set of success criteria:
•
•
•
•
•

System and partnership by default
Appropriate level of decision making
Equality of access and fairness
Agility and speed
Transparency and accountability
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16. PFB sought legal advice and considered whether a more formal legal framework should be in
place to support shared decision making. The two main options explored were a) using a
committees-in-common form and b) creating a statutory sub-committee of NHS England. Both
of these have some advantages in making decisions stick, however neither compare favourably
to the existing consensus based arrangements.
17. The main reasons why we discounted these more radical options were:
•
•
•
•

They would take too long to establish – taking complex options through our respective
Boards and working through the legal construct would naturally take considerable time.
Such options would be more likely to result in adversarial behaviour if a legal line is drawn,
which would be retrograde.
No matter how well intentioned, a more formal legal solution presents an overt threat to FT
autonomy and would be harder to land.
Any change in membership resulting from new legal models would impact on PFB dynamics
and would dilute the mature relationships that are the cornerstone of current success.

18. As such, PFB members unanimously supported a continuation of the current consensus based
decision making approach. PFB already has a strong collaborative model and members felt that
we should work together to build on our strengths and, in doing so, safeguard what is special
about provision of care in the NHS.
19. Given there is no compulsion to act in a particular way through statutory powers, we need to
pay attention to how decisions are made and how behaviours can affect decision-making. PFB
recognised it is important to agree a set of behaviours that would be demonstrated by all
providers, to support each other, when making shared decisions. The following are proposed:
•
•
•
•
•
•
•
•
•

Always put patient interests first, recognising the impact on the entire GM population.
In making shared decisions, consider the impacts on all PFB members and partners.
Ensure all providers that are impacted by an issue are able to contribute to both the
formulation of options/solutions and the decision.
Make all reasonable efforts to support fellow providers and ensure wherever possible that
changes deliver shared, collective benefits.
Before making unilateral service changes within an organisation consider any GM wide
impact and make any proposals transparent to PFB.
Respect decisions that are made collectively and keep to any agreements in both the spirit
and letter of the decision.
Maintain a collective position on shared decisions in all relevant communications, both
internally and externally.
Where circumstances change that make it more difficult to comply with a collective decision,
bring the issue to PFB at the earliest opportunity.
Appropriately engage with commissioners and with other community partners on any
material service changes.
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20. PFB members were interested to use case studies to understand how decisions might be made
and to explore whether a framework could be developed to better understand what sorts of
decisions should be made at PFB (as the Hospital Cell), Gold Command and / or within individual
organisations – recognising that some decisions will need to be taken with GM system and
locality partners (described further below).
21. The enclosed case studies describe a variety of potential proactive and reactive decisions that
could be required during the current phase of the pandemic, highlighting the sorts of issues that
may need to be considered and the most likely level(s) at which decisions would need to be
made. Having worked through these examples, it is apparent that most appropriate decisionmaking fora tends to driven by the ‘scale of the impact’ and the ‘speed of decision making
required’. In broad terms:
•
•

•

Low impact decisions that do not need to be made at speed will normally be dealt with
between Executive Directors, through PFB’s existing sub-group structure.
GM-wide decisions that have lower impact and require a quick, tactical response should
normally be made at Gold Command. These decisions will be within the scope of
accountabilities of those Executive Directors that attend Gold Command.
Higher impact and GM-wide strategic issues will normally be considered at PFB, and where
the issue needs considering urgently an extraordinary PFB meeting will be required.
Dependent on the nature of the decision, Trust Board and/or Chair engagement may be
necessary.

22. This is consistent with prior discussions about PFB operating as the strategic decision-making
fora for the Hospital Cell, supporting by its professional sub-groups and specific cells for
programmes of work (such as the Imaging Cell and the Cancer Cell), with Gold Command
supporting tactical decisions.
23. Previously we used the term “reserved matters” to frame how (and where) decisions are made.
It is evident that this is not helpful as it infers a ceding of authority from individual trusts, which
is not the intention. It is also not strictly accurate, as the term has specific legal connotations.
24. It is proposed that PFB has responsibility for the following issues / areas of decision-making:
•
•
•
•
•
•
•
•
•
•

Escalations from GM Gold Command.
Mutual aid where scarce resource redistribution has material impact (e.g. workforce).
Agreeing trigger points and plans to address deficits in services, mutual aid and surge
requirements to give a framework for Gold Command.
Co-ordination of Independent Sector (IS) capacity to support equitable access to services.
GM wide contracts for additional capacity or resource.
Service changes materially altering tertiary service flows.
Wholesale service / whole site reconfigurations/designations.
Policies and processes to ensure consistency of approach and equity of access – e.g.
implementation of Infection Prevention, Control (IPC) guidance.
Allocation of any GM-level recovery funding (as mandated by NHSE/I).
Allocation of GM capital (as mandated by NHSE/I).
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•

COVID second (and subsequent) phase response plan approval, including a phased
introduction and step up in elective care programme.

25. It is proposed that Gold Command has responsibility for:
•

Overseeing the development of COVID response plans – escalation and recovery.

•

Monitoring the implementation of COVID response plans relating to escalation and recovery.

•

Monitoring key indicators to ensure there is sufficient capacity to safely treat Covid patients
across GM, whilst also ensuring access to services for non-Covid patients.

•

Sharing and ensuring consistent adoption of good practice and new patient pathways across
GM.

•

Maintaining oversight of key enablers, in particular workforce, PPE, testing, drugs

•

Escalating issues to PFB and the NW regional team.

•

Overseeing the provision of mutual aid across the system

26. It is important to emphasise, as noted earlier in this paper, that individual organisations continue
to retain their existing responsibilities and play a critical role in responding to the pandemic and
recovery planning. Although CEOs and Executive Directors can exercise collective decisionmaking through PFB (and its subgroups), Trust Boards and Directors retain their accountability.
27. Explicit consideration will need to be given to potential trade-offs, i.e. the risks and benefits to
individual organisations versus the GM system. Where proposals have a material, adverse
impact on individual organisations (levelling down, rather than levelling up) this needs to be
clearly understood and engagement with Boards and regulators will be essential.
28. Terms of reference for the Gold Command are appended, as well the core responsibilities of the
Imaging Cell and the Cancer Cell.
Broader System Connectivity
29. Clearly, neither PFB nor individual providers operate in isolation. It is essential that both
immediate recovery plans and long term provision of services are delivered with partners and
stakeholders from across the whole health and social care system and beyond.
30. The Hospital Cell has a clear relationship with the Community Co-ordination Cell through a
whole series of working arrangement to ensure that plans and activities are aligned not only
across the Hospital and Community Co-ordination Cells, but with wider public sector bodies for
optimum benefit. It is particularly important that PFB works closely with other GM stakeholders
to shape how these arrangements develop through the recovery phase and the resetting of the
wider GM governance processes.
31. Similarly, individual providers continue to operate within a locality(ies), where service provision
needs to be contextualised and aligned with local population need and local infrastructures.
Nothing in this paper changes those critical relationships.
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Engagement and Next Steps
32. Further engagement is planned with Trust Chairs and separately with Bill McCarthy on behalf of
NHS England / Improvement. This engagement will seek feedback on the above proposals,
particularly the intent to build on our consensus based decision-making rather than pursuing a
more formal framework. It will also explore the relationship between PFB, GM Gold Command
and individual provider organisations in joint decision-making, using the case studies as
examples as part of our COVID-19 recovery response. This engagement also offers the
opportunity to consider wider system governance and how such shared decision-making plays
out with regulators.
33. The immediate next steps planned are:
•
•
•

PFB Friday 19th June – Discussion with Chairs
Meeting between PFB and Bill McCarthy on 24th June
PFB Friday 26th June - produce a note for PFB on 26th June on our PFB provider
arrangements during the remainder of the COVID-19 emergency. It will be for each provider
to decide how they wish to use this note within their organisation

17th June 2020
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Appendix 1
PFB Governance - Case Studies
Scenario
Mutual aid

Example
1. Significant shortage of PPE within one
organisation, resulting in risks to
patient and staff safety. Stocks low in
other organisations but not critical.

2. Significant shortage of Medical
capacity in COVID surge could lead to
redistribution of doctors in training to
infection hotspots away from planned
placements. This could include
redirection of doctors in training away
from Mental Health (MH) placements.

Demand
exceeds the
resources

3. Capital bids in GM for recovery plans
exceed the resource allocation to the
STP, requiring adjustments to
individual capital bids.

Speed Impact Considerations and potential conclusions
Considerations would need to include the total available stock in the GM system and whether
PPE usage is consistent across GM (e.g. and use of PPE in non-prioritised clinical services). A risk
assessment would need to be undertaken of the impact on staff and patients. Mutual aid
requests should be made via Gold Command, with Gold Command taking a decision (if feasible)
to release surplus stock. If this were not sufficient, Gold Command would need to recommend to
H
12
PFB those areas where PPE availability should be prioritised and, if necessary, services paused
until the supply chain was resolved. Advice would be required from the GM Medical and Nursing
Directors, plus IPC leads. Unless mutual aid would result in the ‘giving’ organisation falling
beneath mandatory or statutory standards, the overall benefits (to the system/patients and
‘recipient’) would most likely exceed the costs (to the giving organisation).
Approval of redistribution of doctors in training would require sign off by PFB. The decision
should be supported by advice from GM Medical Directors and should consider the parity of
esteem between physical and mental health. The system benefit in terms of Acute capacity
would have to be considered against the risk to MH Trusts service provision if MH organisations
were not be able to satisfy statutory safety and quality requirements without doctors in training.
A likely consequence of reduction in the numbers of doctors in training in MH would be the
M
20
requirement to operate reduced rotas potentially sharing resource across a wider economy. The
resulting lack of capacity could impact on gatekeeping admission and discharge and potentially
lead to an increase in Out of Area and Independent Sector placements. Communication of the
risks in both physical and mental health provision should be shared with both providers and
commissioners of service via the MH Executive to support understanding and collective
ownership of the implications of decisions taken.
An agreed approach will be required as to how adjustments are made, in a way that is fair and
transparent. This is a strategic matter for PFB (engaging relevant subgroups). Board engagement
M/L
16
within individual organisations may be required dependent on the nature of the bids and the
consequential impact on each organisation.
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Scenario

Example
4. Second wave of Covid, combined with
increased testing, results in significant
shortfall in nursing capacity in a
number of PFB organisations. No
organisation has a surplus of capacity.

5. Significant waiting times for critical
services such as IAPT or Eating
Disorders resulting from increased
demand that can’t be met by
workforce (who may be impacted by
COVID-related reductions).

Speed Impact Considerations and potential conclusions
Pre-Covid, most PFB members had significant nurse vacancy. There is a high probability that a
number of Trusts will experience a significant shortfall in nursing capacity to maintain Covid and
urgent activity and expand priority elective activity. Given the overall shortage in nursing
capacity, any movements in capacity could result a ‘levelling down’ of standards. In the first
instance, individual PFB members should be responsible for maintaining safe staffing levels
across all COVID, urgent and priority elective areas. In agreement with Directors of Nursing, HR
M
20
Directors would need to consider whether staff could be transferred from one Trust to another
on a temporary basis. An assessment would also need to be made in relation to the speed at
which services could be safely turned off / transferred if necessary. Recent NHSE-I guidance on
temporary Service Change would need to be adhered to. Given the overall shortage in nursing
capacity, any movements in capacity could result in a reduction in services in Trusts to support
more vulnerable services in other Trusts. If this were the case, formal organisational (Board)
support would be required from those organisations that were adversely impacted.
Consider redirection of referrals or staff across GM to give equity of access to GM residents and
avoid exacerbation of conditions leading to poorer outcomes and longer therapy requirements.
Any redirection has potential to impact on individual organisational capacity, performance and
L
20
financial position, it would also redirect CCG funded resources. This would require
discussion/agreement via GM Mental Health Executive which includes commissioners.
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Scenario
Service
change or
site
designation

Example
6. GM capacity planning submission
highlights a significant mismatch in
capacity across the system, with
potential inequalities in access to
elective care. Specific sites need to be
designated for elective provision,
which will impact on the majority of
providers.

Proposed
GM-wide
policy

7. Shortage of anaesthetic capacity
requires reduction in sites providing
Electroconvulsive Therapy (ECT).
8. A consistent policy is needed across
GM on infection control and
prevention to ensure equity in care
and in staff protection and for
comparability in capacity planning,
but the achievable standard means
that one or more provider must
reduce their local standards

Speed Impact Considerations and potential conclusions
The GM capacity plan will necessitate changes both within and across organisations. Zoning of
care to specific sites to address the IPC guidance could mean that some services simply cannot be
delivered in the same way as prior to the pandemic. Any significant service changes required to
address gaps in the capacity plan would need to be agreed through PFB, engaging with the
relevant subgroups to determine the preferred solution. PFB would need to understand how
activity and performance would be allocated and how the necessary financial flows would work
L
20
particularly if staff are re-allocated to elective sites. Dependent upon the nature of the proposed
change (scale, duration, impact) commissioner engagement would be necessary to understand
the impact on patients and local providers. CCGs would determine what consultation is required
dependent on numbers of patients affected. They would need assurance of the temporary
nature of any changes. Individual Boards may need to consider the changes if it materially
impacts upon their portfolio of services and / or statutory responsibilities.
Agreement would be needed about any reductions in service and location for ongoing provision,
M
16
including transport of patients around GM and admission to other sites in order to be able to
access services. This would need agreement via PFB due to number of organisations impacted.
This is a policy issue, which would need agreement by PFB, based on advice from medical and
nursing executive director subgroups, the provider Board(s) and engagement with IPC leads. If
the reduction in standards was material, this would need considering by the Boards of those
organisations impacted. Where the reduction in standards was perceived by staff to have a
M
14
material impact on safety, discussions would be held at provider-level with input from the Board
and with feedback provided to PFB. Any system benefit would have to significantly outweigh the
material risk at provider level in order to be enacted.
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Scenario

Example
9. Expenditure on locums represents an
increasing pressure on providers as
staff shortages continue, so GM need
to agree a standard pay rate to
contain costs. However, a critical
workforce shortage due to an
unexpected surge in A&E consultant
absences in one organisation cannot
be bridged at the agreed pay rate.

Speed Impact Considerations and potential conclusions
A clear and consistent policy should be developed through the Directors of HR, for consideration
by PFB. This should describe where (if applicable) exceptions should be considered. Where one
organisation finds that the impact of the policy causes a material detriment to its ability to
deliver an essential service, it is expected that providers would work together to secure a
H
20
solution. If no solution could be secured to mitigate the adverse impact, again, the overall benefit
to GM would need to be weighed up against the adverse impact on the provider in question –
potentially resulting in the matter being considered by the provider Board.

Key
Speed of decision: H = decision within 24 hours or less, M = within 1-7 days, L = more than 7 days
Organisational impact: Likelihood x Consequence using NPSA risk definitions
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Appendix 2
Risk Matrix Approach to Scoring Impact
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Appendix 3
GM Gold Command Terms of Reference

Role of the Group
The role of the GM Hospital Gold Command is to understand the current operational position
is relation to the response to the COVID pandemic at the GM level, identify and resolve
issues where possible or escalate to PFB.
Duties and Responsibilities
The GM Hospital Gold Command Cell is responsible for:
1. Overseeing the development of COVID response plans – escalation and recovery.
2. Monitoring the implementation of COVID response plans relating to escalation and
recovery.
3. Monitoring key indicators to ensure there is sufficient capacity to safely treat Covid
patients across GM, whilst also ensuring access to services for non-Covid patients.
4. Sharing and ensuring consistent adoption of good practice and new patient pathways
across GM
5. Maintaining oversight of key enablers, in particular workforce, PPE, testing, drugs
6. Escalating issues to PFB and the NW regional team.
7. Overseeing the provision of mutual aid across the system
Chair
The Group is co-chaired by:
• GM Acute Provider Chief Executive - Silas Nichols, CEO Wrightington, Wigan and
Leigh NHS Trust
• GM Acute Medical Director – Jane Eddleston, MD Manchester University NHS
Foundation Trust
Fiona Noden, CEO Bolton NHS Foundation Trust, is the Deputy Chair.
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Membership
Membership includes GM acute hospital trusts gold commanders, GM Medical Directors,
NWAS, Out of Hospital Cell representatives and Nightingale NW. A full list is set out below.
Organisation
N/A
N/A
Bolton FT
East Cheshire NHS
Trust
The Christie
MFT
Northern Care
Alliance
NWAS
Stockport FT
Tameside
WWL

Out of hospital cell

Nightingale NW

Role

Name

Co-chairs

Silas Nicholls
Jane Eddleston
Fiona Noden
Andy Ennis
Francis Andrews
John Wilbraham
John Hunter
Bernie Delahoyde
Chris Harrison
Julia Bridgewater
Jane Eddleston
Jude Adams
Chris Brookes
Mick Forrest
David Ratcliffe
Hugh Mullen
Colin Wasson
Karen James
Brendan Ryan
Mary Fleming
Sanjay Arya

Deputy Chair
COO
Medical Director
Chief Executive
Medical Director
COO
Medical Director
COO
Medical Director
COO
Medical Director
Deputy Chief Executive
Advisor
Deputy CEO
Medical Director
Chief Executive
Medical Director
COO
Medical Director
Managing Director, GM Joint
Commissioning Team.
Chief Accountable Officer
NHS Salford Clinical
Commissioning Group.
Chief Officer
Medical Director

Rob Bellingham
Steve Dixon
Michael McCourt
Tony Redmond

N/A

Chair of GM Chief Nurses Group

Alison Lynch

N/A

Chair of GM Directors of
Strategy Group*

Richard Mundon

* Recovery meetings only

Additionally, representatives from the GM Mental Health Trusts attend the meetings on
Tuesdays and Thursdays for discussions on recovery.
Other members are co-opted from groups/ workstreams as necessary.
Meetings are attended and administered by members of the Provider Federation Board
support team.
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Meetings
The Group operates on a seven day per week basis. It meets via Microsoft teams seven
days a week as required. If not required meetings are stood down. Papers are circulated 1
hour in advance of each meeting as far as is possible, with notes circulated by 5pm each
day. The meetings last 60 minutes. They are supported by the PFB Support Team and a
note is circulated to PFB immediately following each meeting.
As the response moves into a recovery and restoration phase, 2 meetings each week will be
reserved for matters relating to recovery.

Reporting Arrangements
GM Gold Command reports to the GM Provider Federation Board as set out below.
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Appendix 4
GM Imaging Cell – Core Responsibilities
Reference: RJ / sjf

Group Headquarters
3rd Floor
Mayo Building
Stott Lane
Salford
M6 8HD

2 June 2020

Telephone: 0161 206 5186
Email: raj.jain@srft.nhs.uk
Via email to:
PFB Chief Executive Officers
Operations Directors
Medical Directors
Strategy Directors
David Levy

Dear Colleague
Establishment of GM Imaging Cell
In agreement with Northwest Region GM PFB has established an Imaging Cell (IC) as part
of GM’s recovery architecture. The IC will undertake the following functions (for all Imaging
modalities [except medical photography], specialist and general):
•
•
•
•
•

To co-ordinate capacity and demand planning across GM providers (inc East Cheshire);
To determine strategies and plans for securing additional imaging and reporting capacity;
To establish a system that provides agile and transparent mutual aide across the GM to
support all providers in GM and East Cheshire;
To present to GM PFB capacity gaps and recommendations for mitigation;
To lead engagement with the Regional Imaging Cell (to be established);

The IC will undertake the following processes/work:
1. The IC will utilise / build on the capacity work that Trusts have already undertaken, the
capacity analysis and issues developed by the Cancer Hub, GM Gold capacity planning,
Out of Hospital Cell analysis of primary care needs and capacity of Independent Sector
(IS). The IC will use this work to produce a single capacity plan for GM. Initially this will
be for the period to 31st March 2021. The single capacity plan will be required by 22nd
June.
2. The Cell intends to secure an external consultancy, already known to many in GM
Diagnostics, Murray Scott Ltd, to support this initial piece of work. Murray Scott will
support us so that we are collate existing capacity planning work from the sources
described above, identify gaps in planning, close those gaps and produce the single GM
Imaging Capacity Plan as best as we can in the time allowed and with the uncertainties
that exist.
3. The single GM capacity plan will be informed by the national Imaging Strategy, should
this be published in time. PA consulting have been contracted, nationally, to support
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capacity and demand planning. The Cell will engage with them to understand what
additionality can be brought to the process.
4. The IC will work with the Regional Imaging Cell (chaired by David Levy) to secure
additional imaging and reporting capacity. This needs to consider equipment, IS
capacity, and reporting capacity. It is unclear at this time as to what additional resources
Region may have to distribute. The Cell will work closely with Region to ensure GM’s
needs are appropriately prioritised.
5. The IC will engage with the IS to secure additional capacity. This will build on and be
aligned with the existing engagement with IS that has been led by GM Gold and
national/regional engagement with IS. NHSE/I are considering a further procurement of
IS, but yet to be informed of the details.
6. The IC will work with Trusts to determine the situations that will trigger the need for
mutual aide. The Cell will put in place process and support for this to work in an agile
and speedy manner. The triggers and process will be presented to GM PFB for
decision.
7. There will be a short period in which I will work with the leads for Gold Command (Silas
Nichols) and GM Cancer Hub (Roger Spencer) to determine the relevant workstreams
that will be subsumed into the IC or those that will remain with Gold and Cancer Hub, but
with strong links with the IC. The processes put in place for our cancer hub to support
diagnostics will continue and will inform the IC to work on total diagnostic capacity. The
guiding principles will be to avoid duplication and produce a single GM capacity plan.
8. In the immediate term it is important we continue to best utilise all of our available
diagnostic capacity.
9. The IC is chaired by myself and has Chris Sleight as Programme Director. We are
assembling a small team of people to undertake the responsibilities assigned to the Cell.
We will describe and cement the joint working that will need to occur between the Cell
and other Covid recovery activities in GM (Cancer Hub etc). The Cell has a small team
of senior staff driving it and meeting on a weekly basis. This is Sarah OShea, Ian
Lurcock, Chris Sleight and myself. We may co-opt others into this team.
The IC is an enabler for GM COVID recovery. It’s success is hugely dependant on the cooperation of many people across GM. The delivery is imperative to improving quality patient
care and recovery.
The information requests need to be fully aligned, and will fall under the remit of the IC. I
therefore look forwards to your full support in the requirements of data submission from your
organisations, to develop the plans and priorities needed to support the needs of our
patients.
Yours sincerely

Raj Jain
Chair of GM Imaging Cell
Chief Executive, Northern Care Alliance NHS Group
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Appendix 5
The Cancer Hub in Greater Manchester – Update and Progress

Gold Command - 9th June 2020

Purpose
This paper reminds gold command members of the agreed leadership arrangements for the cancer
hub, the work undertaken so far and the agreed cancer phase 2 plans which form the work programme
of the cancer team.

It provides further assurance to gold command and PFB that the actions taken fulfil the system’s
responsibilities for cancer care and that the approach we have taken has been reflected in national
policy guidance and is considered an example of leading practice.

The contents of this paper have all previously been reported to gold command and PFB and relevant
references to papers have been provided.

Background
The recent email from Bill McCarthy1 reminds CEOs that with establishment of the level 4 emergency
new governance arrangements were put in place whereby “NHSE has taken responsibility for running
the emergency”.

In the NW Health Cells (Hospital and Out of Hospital) have been established in each area with lead
CEOs accountable directly to NHSE for making necessary decisions for the duration of the emergency.

On 27th March 2020 PFB designated The Christie as the lead organisation for establishing a cancer hub
in Greater Manchester2. This was to secure protected systems for all types of cancer initial treatment
including systemic therapy, radiotherapy, acute oncology, haematology, and cancer surgery. The
proposal drew on our experience and connections in London, Beijing and Milan. This approach was
subsequently made mandatory across England in national guidance3 which drew on our experience
and advice.

The Christie has reorganised its activities to provide a protected cancer hub site where all forms of
cancer therapy can continue during the COVID emergency. This includes heightened infection control
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activities relevant to our particularly vulnerable patients, rigorous site access controls, staff testing,
patient testing and other measures designed to reduce the risk of COVID for our patients.

Although the principle was established earlier the governance and reporting arrangements for the
cancer hub were approved in a paper to gold command on 8th April and as amended by gold to the
PFB on 10th April 20204. In summary the approved arrangements were:

“Accountability and Reporting
• In the specific circumstances of the epidemic The Christie is the lead
organisation for organisation of the cancer hub on behalf of the PFB and
GM gold health cell
• The Greater Manchester Cancer team has paused its normal activities and
the staff have been redeployed to implement the cancer hub
• Formal executive organizational oversight of the cancer hub within The
Christie is by the Medical Director/Deputy CEO reporting to the Trust
Management Board (Senior clinicians and managers)
• Regular reports on progress are made to the GM Gold control via The
Christie’s Medical Director/Deputy CEO and to PFB by The Christie’s CEO”
(Extract from PFB paper 9th April 2020)

The arrangements for cancer were discussed and reaffirmed at the PFB meeting of 5th June 2020.

Achievements to Date
As agreed by PFB the Greater Manchester Cancer Team had been stood down from normal duties and
redeployed within The Christie (already their host employing organisation) to work with The Christie’s
executive team to support the GM cancer hub.

Within this framework the cancer team has been instrumental in establishing a fully functioning
clinically led cancer surgery triage mechanism together with a mechanism for reviewing proposed
cancer operations and reallocating patients where necessary to protected facilities at The Christie and
Rochdale Infirmary. There is in addition protected specialised cancer surgery e.g. neurosurgery, upper
GI surgery, head and neck surgery, HPB surgery and gynaecological surgery at other hospitals mainly
within MFT and NCA. This mechanism has been presented as a national model for others to follow.

The cancer hub team have also been instrumental in developing and disseminating documents setting
out principles for maintaining safe cancer surgery, surgery, and endoscopy during the COVID
pandemic. This work has supported the cancer surgical hub by ensuring that where capacity for local
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surgery continues to exist work can be undertaken safely, thereby avoiding unnecessary centralisation
of care. It will also support the safe re-establishment of endoscopy.

The cancer team spearheaded work to produce the phase 2 cancer recovery plan that was considered
by gold command and subsequently approved by PFB on 15th May 20205. The agreed strategic and
operational recovery activities set out in this paper form the current work plan of the cancer team.
These are amplified in a further paper being produced by the team.

The work of the cancer team within the direct supportive framework of The Christie’s executive
leadership team has been acknowledged by the national cancer team as a leading example for others
to follow. The most recent national guidance reflects our approach6.

Conclusions
1. The governance arrangements for cancer during the COVID emergency were set out clearly
by the PFB on 8th April and reflected prior development work and approvals
2. These arrangements are regarded as a national example of best practice and helped inform
subsequent national guidance
3. In addition to establishing a protective environment for all cancer patients at The Christie’s
main site an effective cancer surgical triage and allocation system has been operational for
over eight weeks, evidence based clinically led principles to enable cancer surgery and
endoscopy to be undertaken locally have been established and a comprehensive phase 2 plan
agreed and implemented.
4. The phase 2 plan for cancer has also been identified as an example of best practice nationally
and the priorities within it are the agreed work programme for the cancer team.
5. Gold command and the PFB have been receiving weekly updates on these issues since early
April 2020, the contents of PFB papers are reviewed beforehand by gold command and
updated in the light of any comments.
References
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Appendix – Extract from Cancer Recovery Plan
These are being developed into a workplan by the cancer team

23 | P a g e
77

PARTNERSHIP GOVERNANCE - PROPOSED NEXT STEPS
AND OVERVIEW OF COVID-19 INTERIM ARRANGEMENTS
Update for Health and Social Care Partnership Members – June 2020
1. INTRODUCTION
This paper sets out the proposed next steps for the GM Health and Social Care Partnership
Governance review process, suspended at the outset of the Covid-19 pandemic. It also describes
the interim arrangements for the operation of the Health and Social Care Partnership
Governance over the summer months. It has been written in the context of the continuing
response to the Covid-19 Pandemic and particularly, the continuing operation of the Hospital and
Community Co-ordination Cells.
The diagram at appendix 1 illustrates the model of Covid-19 Governance currently in operation,
including a brief overview of the two Cells mandated by NHS England/ Improvement as part of
the incident response.
2. AN INTERIM EXTENDED ROLE FOR THE CORE LEADERSHIP GROUP
The Core Leadership Group, (CLG), has a specific role in the co-ordination of the GM Covid-19
response, as agreed at the Partnership Executive Board meeting held in March, (see appendix
2).
Given the current extraordinary circumstances and the focus required on the operation of the
Covid-19 response and governance, the April and May meetings of the Partnership Executive
Board, (PEB), were cancelled. It is suggested that PEB should not meet over the summer
months, in recognition of the continuation of the Covid-19 response and to allow the previously
suspended governance review to reconvene and complete its work. During the period where the
PEB does not meet, it is proposed that the CLG takes on responsibility for discharging any of its
functions as may be required, recognising that many of these functions are currently suspended
or significantly limited in scope.
Similarly, the bi-monthly meetings of the Health and Care Board scheduled for March and May
were also cancelled. It is proposed that the July and September meetings should also be stood
down, for similar reasons to those described above.
A proposed interim Terms of Reference for the CLG, reflecting its proposed extended role, are
included at appendix 2.
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A key element of the operation of the CLG will be the element of the Terms of Reference which
states that the Group will be “Providing regular briefings and update reports to agreed
stakeholders”. After each meeting of the CLG, a stakeholder briefing will be prepared to ensure
that appropriate engagement remains in place during the period where the PEB and Health and
Care Board are not meeting.
3. PRACTICAL CONSIDERATIONS
It has been confirmed that the governance arrangements for the GM Health and Social Care
Partnership do not carry any statutory or legal obligations, (other than aspects of the operation of
the JCB, which is outside of the direct scope of this process) so can be amended by local
agreement. Two qualifiers to this were presented as follows:
 We have an accountability arrangement with NHS England which places certain
obligations on us, (this is probably less of an immediate issue, given the current NHS E/ I
command and control structure)


The current arrangements have been agreed with all GM partners, under the principle that
we govern by consent. Any amendments would need to be agreed across our wider
system

4. GOVERNANCE REVIEW PROCESS AND NEXT STEPS
We have established a Governance Group to oversee the review work. This group is chaired by
Liz Treacy, the GMCA solicitor and consists of representatives from all of the sectors described in
section 2 above. The Governance Group has been asked to work over the summer months to
develop a proposal which:




Describes the GM Health and Social Care Partnership governance moving forward, taking
into account:
o

The requirement for an inclusive, system wide decision making system which
facilitates the input, engagement and ownership of all partners across health and
care, wider Public Services and the GM system as a whole

o

The ongoing implications of Covid-19 and our recovery programme

o

The learning from the operation of the pre-existing governance model and the
current emergency response structures

Sets out options for the process to recruit a permanent Chief Officer for the GM Health
and Social Care Partnership

This work will be informed by the objectives and principles set out Appendix 3 and drawn from
the original Health and Care Devolution Memorandum of Understanding.
The process will be characterised by extensive engagement with all member organisations, with
the aim of ensuring we develop a proposal which commands the full support of the Health and
Care Partnership in its widest sense.
The Health and Social Care Partnership members are asked to:
2 | Page
79

o

Support the proposal and associated Terms of Reference for an interim extended role for
the CLG described in Section 2 and Appendix 2 above, initially for the period 1 June to 30
September 2020

o

Approve the proposed programme of work for the Governance Group as described in
Section 5 above for completion by mid September,

June 2020
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APPENDIX 1 – CURRENT COVID-19 GOVERNANCE IN GM
NW Incident Management
Team
Chair: Bill McCarthy

GM HSC Partnership Executive
Board
Chair: Sir Richard Leese

NW Incident Coordination
Centre
Chair: Graham Urwin

PFB GM Hospital Cell
Chair: Mike Deegan

GM Core Leadership Group
Chair: Eamonn Boylan

GM Strategic Command Group
Chair: Eamonn Boylan/Ian
Hopkins

GM Out of Hospital Cell
Chair: Sarah Price

GM Hospital Gold Command
Cell
Chair: Silas Nicholls

GM Covid Response
Committee
Chair: Andy Burnham

GM Hospital Clinical
Cell
Chair: Jane Eddleston

North West command
structures

Lines of accountability for COVID
response

GM hospital response
infrastructure

Reporting lines for COVID
response

Regional Command and Control Arrangements
Two “cells” have been established in line with the instruction received from the NHS England/
Improvement. The functions of these Cells have been prescribed centrally and are as described
below.
GM Hospital Cell
The purpose of the cell is to enable hospitals to work as a single hospital system for the duration
of the COVID 19 emergency.
The cell will work within the planning assumptions and policies communicated by the Regional
Incident Co-ordination Centre. In this context, the cell will be responsible for:
 Securing general and ICU bed capacity in NHS hospitals to deal with projected COVID 19
Numbers
 Securing overflow bed capacity in other settings
 Securing workforce capacity needed
 Securing necessary ventilation and other equipment
 Co ordinating the use of independent sector capacity
 Protecting capacity for other urgent services
 Managing mutual aid arrangements across hospitals within the ICS/STP in conjunction
with the clinical cell who will be managing mutual aid across the region
 Identifying problems and escalating to regional Incident Director
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GM Community Co-ordination Cell (initially described as Out of Hospital Cell)
The purpose of the cell is to co-ordinate the work of community services, mental health services
and primary care and will work with social care in responding to COVID 19 emergency
The cell will work to planning assumptions, clinical policies and other instructions communicated
through the Regional Incident Co ordinating Centre In this context, the cell will be responsible for:
 Creating capacity in community settings
 Overseeing the management of hospital discharge process to achieve targets set
 Monitoring capacity pressures in community, with, primary care and social care
 Identifying problems and escalating to Regional Incident Director
 Supporting the SCG in particular their vulnerable people and shielding arrangements
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APPENDIX 2

INTERIM TERMS OF REFERENCE
CORE LEADERSHIP GROUP
June 2020
1.
Overview
The Core Leadership Group has a formal role in the co-ordination and oversight of the GM
response to the Covid-19 pandemic, (agreed at the March 2020 meeting of the Partnership
Executive Board). These Terms of Reference set out these duties, along with an interim set of
responsibilities for the period of time when the Partnership Executive Board is not meeting.
2.








Membership
GM Combined Authority portfolio holder for Health and Social Care (Sir Richard Leese –
Chair)
2 representatives from Greater Manchester CCGs (Dr Tom Tasker and Su Long)
2 representatives from Greater Manchester Providers (Sir Mike Deegan and Karen
James)
2 representatives from GM Local Authorities (including GMCA) (Eamonn Boylan and
Steven Pleasant)
2 representatives from Primary Care (Dr Tracey Vell and Janet Castrogiovanni)
2 representatives from the GH Health and Social Care Partnership (Sarah Price and
Warren Heppolette)
Health Innovation Manchester (Rowena Burns)

3.
Frequency of Meetings
The Core Leadership Group will meet weekly (or at a frequency to be agreed with the Chair)
4.
Key Roles and Responsibilities
Covid-19 Response
 Assisting in the coordination and execution of a GM COVID 19 Response Plan for health and
care to be delivered through the Hospital and Community Co-ordination Cells
 Ensuring, where necessary, that there is a single agreed GM approach, where national
instructions are open to interpretation
 Ensuring consistency, where necessary, across providers (across all care sectors) for the
small number of issues that will affect us all and would benefit from a joined-up approach
 Escalation of emerging issues or risks to the regional incident command team and agreement
of any immediate GM-level mitigation required
 Oversight of any agreed workstreams and monitoring delivery against agreed plans
 Acting as a point of escalation for GM, for any significant issues/delays or risks
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Interfacing with the local, regional and national incident command process and responding to
any new guidance or actions
Providing regular briefings and update reports to agreed stakeholders
Management (and where necessary securing) of resources to support delivery of the agreed
plan

Partnership Executive Board Functions
For the period that these interim Terms of Reference remain in place, the Core Leadership Group
will, where necessary, fulfil any of the following functions, normally undertaken by the Partnership
Executive Board:
 Ensuring the delivery of the GM strategy: Taking Charge
 Performance across the system. This includes GM holding localities to account and
localities being able to hold GM to account for the delivery of cross-cutting and GM level
programmes such as Mental Health
 Allocation of the GM Transformation Fund and any subsequent, similar GM level funding
streams such as the delegated Digital Fund
 On-going monitoring of the use of GM funding allocations and sign off to further funding
being released in-line with agreed investment agreements
 Management of the GM risk register and delivery of actions
 Development of the future Target Operating Model
Additional Interim Role
 Oversee the operation of a Governance Gateway process to ensure that any GM level
programmes, established under the auspices of the Health and Social Care Partnership
and suspended in the light of the Covid-19 pandemic, receive formal approval prior to
their re-establishment. The Gateway process does not apply to the sectoral governance,
eg Joint Commissioning Board, Provider Federation Board, Primary Care Provider Board
etc., all of which continue to meet
5.
Voting
As outlined in the GM Health and Social Care Devolution MoU, the voting members of the GM
HSC Partnership are those sectors who were original signatories to the devolution agreement
with the addition of primary care representatives, in recognition of the significant proportion of the
health and care system they represent. Where a vote is required to agree a particular proposal,
80% support is required for the proposal to be carried.
6.
Accountability and wider governance
For the period that these interim Terms of Reference remain current, accountability of the Core
Leadership Group will be via the relevant sectoral governance as follows:






GMCA
Joint Commissioning Board
NHS England/ Improvement via North West Regional Director
Primary Care Provider Board
Provider Federation Board

7.
Quorum and voting
The Core Leadership Group will be considered quorate if:
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Each sector (CCGs, Providers, Local Authorities and Primary Care) are represented and
NHS England is represented at the meeting, (via the Health and Social Care Partnership
Team)

Each of the five constituent partners described above have a single vote. Where a vote is
required, 80% support is required for the proposal to be carried.
8.
Declarations of interest and decision log
Declarations of interest will be requested and logged at the start of each meeting and a decision
log will be completed following every meeting in line with the requirements of the GM
accountability agreement.
9.
Support arrangements
The Core Leadership Group will be supported by the GMCA Governance and Scrutiny Team.
10.
Date agreed and review date
These terms of reference were agreed on (include sign off date) and will be reviewed in the light
of the outcome of the GM Governance review, scheduled for September 2020.
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APPENDIX 3 – UNDERPINNING OBJECTIVES AND PRINCIPLES
Objectives
 To improve the health and wellbeing of all of the residents of Greater Manchester (GM)
from early age to the elderly, recognising that this will only be achieved with a focus on
prevention of ill health and the promotion of wellbeing. We want to move from having
some of the worst health outcomes to having some of the best;


To close the health inequalities gap within GM and between GM and the rest of the UK
faster;



To deliver effective integrated health and social care across GM;



To continue to redress the balance of care to move it closer to home where possible;



To strengthen the focus on wellbeing, including greater focus on prevention and public
health;



To contribute to growth and to connect people to growth, e.g. supporting employment and
early years services; and



To forge a partnership between the NHS, social care, universities and science and
knowledge industries for the benefit of the population.

Principles
 GM will still remain part of the National Health Service and social care system, uphold the
standards set out in national guidance and will continue to meet statutory requirements
and duties, including those of the NHS Constitution and Mandate and those that underpin
the delivery of social care and public health services;


Decisions will be focused on the interests and outcomes of patients and people in Greater
Manchester, and organisations will collaborate to prioritise those interests;



In creating new models of inclusive governance and decision-making, the intention
is to enable GM commissioners, providers, patients, carers and partners to shape
the future of GM together. There will be regular communication and engagement
with patients, carers and the public during the different stages of devolution;



Commissioning for health and social care will be undertaken at a GM level where the GM
place-based approach is optimum for its residents, rather than at a regional or national
level;



A principle of subsidiarity will apply within GM, ensuring that decisions are made at the
most appropriate level;



Decision making will be underpinned by transparency and the open sharing of
information;



There will continue to be clear accountability arrangements for services and public
expenditure;



The delivery of shared outcomes will drive changes to organisational form where
necessary.
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Board Assurance Framework 2020/21
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Louise Westcott, Company Secretary
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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 2020/21.
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)
2020/21 and consider any further updates

Background papers

Board assurance framework 2019/20. Corporate
objectives 2020/21, operational plan and revenue and
capital plan 2019/20.

Risk score

N/A

Link to:
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 Corporate objectives

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

Trust’s strategic direction

•

Divisional implementation plans

•

Our Strategy

•

Key stakeholder relationships

BAF
Board assurance framework
CN&EDoQ Chief nurse & executive director of quality
EDoF&BD Executive director of finance & business
development
EMD
Executive medical director
COO
Chief operating officer
DoW
Director of workforce
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Agenda Item 22/20e
Meeting of the Board of Directors
Thursday 25th June 2020

Board Assurance Framework 2020/21

1

Introduction
The board assurance framework (BAF) 2020/21 was presented to the Board of Directors in
March. Further review of the board assurance framework has taken place by the executive
team and company secretary in light of the COVID-19 level 4 incident and altered financial
and regulatory regime for 2020/21.

2

Updates to the risks
The following updates have been made to the BAF since it was presented to Board in
March;
•

•

•

Removal of risks no longer relevant in the level 4 incident;
-

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

-

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

-

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

-

Delays in implementation of commissioned service specification impacting on
patient experience

-

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

-

Financial performance target not achieved

-

Non delivery of transformation schemes (CIP)

-

Introduction of a system control total resulting in a deterioration of our SOF score

Risks have been re-described to reflect the new focus in 2020/21
-

2.1 Disruption to delivery of the Research strategy due to the impact of COVID 19
creating strategic, financial and operational risks

-

3.1 Disruption to delivery of the School of Oncology strategy due to the impact of
COVID 19 creating strategic, financial, reputational and operational risks

New risks added
-

1.4 Impact of the COVID-19 pandemic on clinical outcomes, safety and experience

-

4.1 Insufficient capacity in the Cancer Hub to manage demand

-

4.2 Underutilised capacity in theatres

-

5.2 Change in financial regime resulting in inability to reinvest

-

6.2 Lack of financial governance arrangements
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•

3

-

6.3 Non delivery of the cancer element of the GM recovery plans

-

7.5 Risk of non-compliance with essential training needs

Review of the impact of COVID-19 on each risk and reference to this impact where
relevant including reassessment of risk scores.

Recommendation
The Board is asked to note the board assurance framework (BAF) 2020/21 that reflects the
risks to achievement of the corporate objectives.
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BOARD ASSURANCE FRAMEWORK 2020-21

1.1

CN&EDoQ

3

1.2

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

CN&EDoQ

2

1.3

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

CN&EDoQ

4

4

1.4

Impact of the COVID-19 pandemic on clinical
outcomes, safety and experience

CN&EDoQ

5

5

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).
None identified
NHSI criteria for assessment & expectations 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. Increase in low harm
Daily meetings of response team. Clinical Advisory Group in place.Updates to all staff. Daily monitoring of
staffing / patient impact. Following national guidance. Leading cancer care through the Cancer Hub.
Biosecurity measures on site to maintain a COVID secure environement. Adherence to surgical standards
around safe surgery during COVID-19.

Uncertanties associated with the
virus & the timeframes of the impact

Target risk score

None identified

Position at end of Q4

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.

Position at end of Q3

4

Gaps in assurance

Position at end of Q2

3

Assurance

Position at end of Q1

Key Gaps in Controls
None identified. No formal threshold
set by commissioners.

Opening Position

Key Control established
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.

Current Risk Score

Exec Lead

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

Impact

Principal Risks

Likelihood

Number

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

9

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

9

0

8

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

8

4

16

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

12

4

25

16

None identified

Weekly reports from the response teams. Regular
25 communication with internal and external stakeholders. Reports
to Board.

EMD

2

4

2

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,
Uncertainty around impact of
5 FBC approval to Jan 19 Board. Additional board sessions to discuss complex case. Planning application
COVID-19
will be considered in late August by Manchester City Council. Development agreement signed. GMP
approval planned for September.

2.3

Failure to deliver the Paterson building replacement

EDoF&BD /
EMD(S)

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
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Oversight of potential legislative
impact and consideration of any
impact from COVID-19 pandemic

8

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

10 Regular reports to Board

None identified

Target risk score

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

Position at end of Q4

2.2

Uncertainty around impact of
COVID-19

Assurance
Gaps in assurance
Weekly review of 70 day performance. All industry metrics
reported through to the Research Divisional Board and
12 Management Board; quarterly review of Disease Group
None identified
performance. 6 monthly reports to Board. COVID-19 T&F Group
monthly oversight meetings

Position at end of Q3

4

Key Gaps in Controls

Position at end of Q2

3

Key Control established
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. COVID19 Task & Finish
Groups established to manage impact of finance, activity, workforce challenges along with the need for
further digital enablement of the business

Position at end of Q1

EMD

Principal Risks

Opening Position

Impact

2.1

Disruption to delivery of the Research strategy due
to the impact of COVID 19 creating strategic,
financial and operational risks

Current Risk Score

Exec Lead

Likelihood

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

12

3

8

8

10

5

EMD

4

12

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

Gaps in assurance

Target risk score

12

Position at end of Q4

None identified

Position at end of Q3

Gaps in assurance

Position at end of Q2

Assurance

Position at end of Q1

Current Risk Score

Key Gaps in Controls
Continuing difficulty in back filling
senior staff despite funding
availability. Uncertainty around
impact of COVID-19.

Opening Position

Disruption to delivery of the School of Oncology
strategy due to the impact of COVID 19 creating
strategic, financial, reputational and operational risks

Key Control established

Refresh of the School of Oncology to focus on integration of objectives between clinical divisions, research
and education. Review Schools ability to support development PAs and consider funding for development
3 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. Investment needed to develop
virtual eductaional approaches. Different approaches to educational delivery.

Opening Position

3.1

Exec Lead

Impact

Principal Risks

Likelihood

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

6

4.2

4.3

Insufficient capacity in the Cancer Hub to manage
demand

2

EMD(S)

2

4

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.

GM Cancer Hub SITREP report to Management Board

6

Target risk score

8

4

8

4

6

6

None identified

8

Availability of comprehensive data
with which to compare ourselves

Position at end of Q4

Assurance

8

Position at end of Q3

Key Gaps in Controls
Anaesthetic capacity. Uncertainty
around impact of COVID-19

Position at end of Q2

Key Control established
SITREP meetings, Clinical Advisory Group set up to disucss key clinical issues. Arrangement in place
across GM to direct patients to Hub. Clinical prioritisation process. Continued working with independent
sector.

Position at end of Q1

4

EMD(S)

Underutilised capacity in theatres

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

2

Current Risk Score

Exec Lead

Impact

Principal Risks
4.1

Likelihood

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

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

3

5.1

Non-delivery of our chemotherapy strategy

5.2

Impact of GM pathology on The Christie Pathology
Partnership objectives

COO/
EDoF&BD

2

3

5.3

Change in financial regime resulting in inability to
reinvest

EDoF&BD

3

5 Participating at national level to influence new financial regime to ensure we deliver efficiency.

5.4

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

COO

2

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
Uncertainty around impact of
November 2018. Review of contract arrangements for CPP. Review of Trust strategy with regards to on site COVID-19
pathology

Weekly reports to Executive Team. Quarterly reports to Board of Directors. Non executive chair in place.
Internal and external auditors in place. MIAA governance audit - significant assurance. Waiting times
reported monthly through Integrated Performance report & improving as a result of the home delivery
service working.
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12 Reports to Management Board

Position at end of Q4

Position at end of Q3

Position at end of Q2

Gaps in assurance

None identified

12

8

Target risk score

Assurance

Position at end of Q1

Key Gaps in Controls

Opening Position

Key Control established

Option appraisal of mobile unit versus static/hospital based provision. Option appraisal undertaken for new
sites. Approval of business case for Christie @ East Cheshire June 18. Regular updates to Board. Project Uncertainty around impact of
4
COVID-19
Board with partners in place. Strategy on track but constrained by other trusts. Expansion on Withington
site.

COO /
EDoF&BD

Current Risk Score

Exec Lead

Impact

Principal Risks

Likelihood

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

6

Reports to BoD from The Christie Pathology Partnership board
meetings.

None identified

6

6

Changes in national funding
arrangements

15

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

None identified

15

10

None identified

6

Regular reports to Board and Audit Committee

None identified

6

6

Key performance targets not achieved

6.2

Lack of financial governance arrangements

6.3

Non delivery of the cancer element of the GM
recovery plans

6.4

Current EPR unable to support delivery of
operational objectives

6.5

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

6.6

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.

Uncertainty around impact of
COVID-19

COO

5

EDoF&BD

2

COO

2

4

1

Internal capability & expertise to
External analysis undertaken to identify options to address issues with CWP (clinical web portal). Business
4
support system going forward.
case in development for EPR. Procurement process underway to bring in a development partner.
CWP built on an outdated platform

5

JV Board meetings. Approval of CPC strategy. Approval of capital investment to expand theatres. John
4
Logue appointed as medical advisor. Business case for new theatre approved Oct 18.

National arrangements with the
independent sector during the
COVID pandemic

20 Regular reports to Board

2

Business case approved April 2019. Infrastructure in place to support new
4 operating system (OS). New PCs being rolled out with new OS. Monitoring taking place through IG panel.
Bidding for national monies to mitigate the risk.

None identified

8

EDoF&BD

EDoF&BD

EDoF&BD

None identified

Delivering services in line with the cancer hub. Linking in with GM hospital cell on diagnostic recovery plan. Uncertainty around impact of
COVID-19
Biosecurity measures in place across the organisation. Transformation projects within OP (virtual clinics)

Position at end of Q4

Position at end of Q3

Position at end of Q2

Gaps in assurance

None identified

8

4

Target risk score

Assurance

Integrated performance report to Management Board and BoD.
15 Presentation on 62 days to Quality Assurance Committee Sept
19.

Position at end of Q1

Key Gaps in Controls

Current Risk Score

Key Control established

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
3 cyber security). Escalation internally & across GM of delays impacting waiting time targets. Monitoring
cancer waiting time standards through GM Cancer & IPR. Working as part of GM Hub to improve cancer
pathway across GM&C.
Change in approval process during level 4 incident. Monthly reporting to BoD and NHSE/I. System
4
oversight of COVID expenditure

Opening Position

6.1

Exec Lead

Impact

Principal Risks

Likelihood

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

8

Reports to Management Board and Board of Directors

None identified

12

0

8

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

None identified

12

0

4

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

None identified

8

4

None identified

8

8

None identified

6

4

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

7.2

Underutilisation of the apprenticeship levy

DoW

3

7.3

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

DoW

3

2 Information shared with managers on compliance. Redesigned systems and paperwork.

7.4

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

DoW

4

4

7.5

Risk of non compliance with essential training needs

DoW

4

6

3

None identified

9

9

6

Regular reporting to Management Board and Board of Directors
None identified
through the integrated performance report. Trustwide
performance at 91.7%

6

6

16

National staff survey 2019 results. Reports to Management
Board . Agency spend.

None identified

16

15

None identified

12

6

6

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

9

Regular report to board

Q1 performance shadow monitored
but not directly managed with teams
in light of COVID-19.

12 Reports to Board through integrated performance report

Target risk score

Gaps in assurance
None identified

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

None identified

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)National staff shortages impacting
Introduction of Physician Associates. Use of external agency to cover out-of-hours gaps
recruitment
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
Q1 performance shadow monitored
but not directly managed with teams
Delivery of training through virtual and e-platforms. Face to face training managed in line with social
3
in light of COVID-19. Impact of
distancing.
socila distancing on delivery of
training

Position at end of Q4

Key Gaps in Controls

Position at end of Q3

Key Control established
Adherence with sickness management policy monitored through performance review meetings. COVID-19
and non COVID-19 sickness levels monitored & reported.
Monthly monitoring us usage in School of Oncology. Development of apprenticeships positions built into
vacancy process. Agreement in workforce planning meetings to include apprenticeships in workforce
3 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.

Position at end of Q2

3

Position at end of Q1

2

Current Risk Score

Exec Lead
DoW / COO

Opening Position

Target reductions in sickness levels not achieved

Impact

Principal Risks
7.1

Likelihood

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

8.1

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

6

15

Target risk score

Position at end of Q4

Position at end of Q3

Position at end of Q2

Assurance
Gaps in assurance
Met the 15/16 through 19/20 green travel milestones. Agreement
by MCC of strategic development plan. 5 year Capital Plan
delivery. Monitored through Management Board & Board of
None identified
Directors. Monthly meetings with MCC. Capital programme
shared with MCC and Board of Directors. Plans for tiered car
parking approved Jan 18.

Position at end of Q1

2

Key Gaps in Controls

Opening Position

EDoF&BD

Key Control established
Close working with Manchester City Council (MCC) on implementing the green travel plan . The strategic
planning framework approved and includes current and future requirements for travel to site.
Communication with residents through the Neighbourhood Forum and newsletters. Green travel plan and
3
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.

Current Risk Score

Exec Lead

Impact

Principal Risks

Likelihood

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

5

May-20

Integrated Performance & Quality Report

Responsive

Caring

Safe

Effective

93

Well Led

1. Safe

1.1 Patient Safety Incident Reporting

May-20

1.1.1 – Patient Safety Incidents
The Trust is recognised by the Care Quality Commission as
having a strong incident reporting culture by demonstrating a
high reporting, low harm organisation.

94

2

1. Safe

1.1 Patient Safety Incident Reporting

May-20

1.1.2 – Serious Incidents & Never Events

There have been 0 serious incidents reported in month

Never Events - are defined as Serious Incidents that are wholly preventable
A never event was declared in December 2019 following an ABO incompatible
blood transfusion due to a failure to follow process. As a result of the swift
action taken by the nursing team the patient did not experience any harm.

95

3

1. Safe

1.2 Inquests

May-20

1.2.1 – Inquests Held per Month
In March the local Coroner’s paused the inquest process as a consequence of
the current COVID-19 pandemic. Inquest statements continue to be processed
as requested with 2 submitted at the end of May.

96

4

1. Safe

1.3 Claims

May-20

1.3.1 – New Claims per Month

1.3.2 – Live Claims

97

5

1. Safe

1.3 Claims

May-20

1.3.3 – Payments

98

6

1. Safe

1.4 Harm Free Care

May-20

1.4.1 – Pressure Ulcers

The pressure ulcer improvement trajectory for 20/21 is no more than 30
category 2 pressure ulcers, Deep tissue Injury and unstageable and no
category 3 & 4 pressure ulcers acquired during hospital admission.
All cases are discussed at the Friday FoCUS meeting, which is a multiprofessional forum for shared learning.
The extended period of warm weather has been a contributory factor in
the increased number of category 2 pressure ulcers

99

7

1. Safe

1.4 Harm Free Care

May-20

1.4.2 – Inpatient Falls Resulting In harm

All falls resulting in harm are reviewed within 7 days using a screening tool
and then discussed at the Friday FoCUS meeting. If the screening tool
dictates it will proceed to a full root cause analysis investigation. The fall in
May continued to a full investigation.
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1. Safe

May-20

1.5 – Infection Rates

1.5.1 – C-Difficile

There were 4 cases of C-Difficile in May that were deemed attributable to the Trust. There
have been a total of 9 attributable cases YTD.

10

8

Abbreviation
HOHA

Meaning
Healthcare onset
healthcare acquired
Community onset
healthcare acquired

Definition
Symptoms commenced more than 2 days after
admission
Symptoms commenced within first two days of
admission and has been an inpatient in the trust within
past 4 weeks.

COIA

Community onset
indeterminate acquisition

Symptoms commenced within first 2 days of admission
and inpatient in the past 12 weeks (but not past 4
weeks)

COCA

Community onset
community acquired

Symptoms commenced within first 2 days of admission.
(No admission in past 12 weeks)

COHA

6

4

2

0

Attributable Total

Lapses in Care

Attributable Threshold

101

9

2. Caring

2.1 Complaints/PALS

May-20

2.1.1 – New Complaints per Month
There were 4 new complaints received in May.

2.1.2 – Closed Complaints per Month
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2. Caring

2.1 Complaints/PALS

May-20

2.1.3 – PALS Contacts
1 complaint and 12 concerns were in respect to COVID-19 related issues. The
issues raised from the complaints this month were predominantly concerned
with operational issues (including discharge) and with communication.
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3. Effective

3.1 – Clinical Effectiveness

May-20

3.1.1 – 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.

3.1.2 – Wrong Route Chemotherapy CCU Mortality Rates
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3. Effective

3.2 – Clinical Outcomes

May-20

3.1.3 – Survival Rates
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4. Responsive

4.1 – Cancer Standards

May-20

4.1.1 – 62 Day Standard
90.0%

In May performance against the 62 day standard was 64.8%.

85.0%

All of the cancer standards continue to be monitored and managed through weekly PTL meetings and
escalations to service teams, however, during the COVID pandemic patients are being given clinical priority for
treatment.

80.0%
75.0%
70.0%
65.0%
60.0%
55.0%
50.0%
May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20 Apr-20 May-20
62 Day Compliance 72.3% 81.1% 78.3% 73.3% 78.6% 76.7% 80.1% 82.4% 86.1% 79.4% 81.7% 73.9% 64.8%
62 Day Standard

85%

85%

85%

85%

85%

85%

62 Day Compliance

85%

85%

85%

85%

85%

85%

85%

62 Day Standard

4.1.2 – 31 Day & 18 Weeks Incomplete
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4. Responsive

4.2 – Referrals

May-20

4.2.1 – External Referrals Received
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4. Responsive

4.3 – Finance

May-20

4.3.1 – Executive Summary Month 2 Financial Performance
This report outlines the consolidated financial performance of The Christie NHS Foundation Trust and its wholly owned subsidiary The Christie Pharmacy Ltd.

Exchequer Cash Balances 2020-21
£200,000
£175,000

£'000

£150,000
£125,000
£100,000

Cash balances

£75,000
£50,000
£25,000

I&E
The Trust has achieved a breakeven position in month 2; this is in line with national reporting guidance
under COVID-19.
To achieve a break even position £2,309k of block income has been prepaid
The month 2 EBITDA position is reporting a surplus of £3,956k
The month 2 I&E surplus before removing donated depreciation and capital donations is £502k
Balance sheet / liquidity
Cash balances stand at £176,052k.
Debtor days have decreased to 6 down from 8 in previous month.
Capital expenditure stands at £9.086m
Other
TCPC shows a distributable profit of £13.722m for 2019 financial year. The position to date for the new
financial year of 2020 reports a distributable profit of £4.007m, of which £2.419m is reflected in 2019-20
accounts and nil profit in 2020-21 accounts.
PSPP 108
is at 98% for trade (30 days/ 10 days) and 97% NHS
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4.3.2 – Income
The Trust received total income of £53,065k, including £46,933k block
payment income up to 31st May 2020, expenditure for this period equated to
£49,109k.

Block Payment v Run Rate
25,000

30,000
25,000
20,000
£'000

To achieve a break even position income for the two month period £2,309k
was deferred.

20,000
15,000
Operating Expenditure
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5,000

5,000
0

Block payment

10,000

10,000

It is anticipated that a reconciliation will be undertaken later in 2020/21 to re
adjust significant variances against the block payment.
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Activity v Run Rate

The table below shows total operating expenditure alongside total Trust
activity.
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4.3.3 – Run rate of Expenditure

Run Rate
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Non Pay - Other

6,977.67

5,493.98

4,661.71

Non Pay - Drugs

7,284.99
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6,963.76

Pay - Agency

65.75

68.48

19.37

Pay - Other

1,647.04

1,272.25

1,326.90

Pay - Non Clinical

2,750.46

3,073.76

3,115.90

Pay - Clinical

7,565.50

7,834.22
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4.3.4 – Agency Spend

Agency Spend
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5.59
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4.3.5 – COVID-19 Revenue
Covid-19 expenditure by category

The graphs outline increased revenue spend of £2,333k incurred
cumulatively to month 2 as a direct result of Covid-19.
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4.3.6 – COVID-19 Capital
Covid 19 capital expenditure

Actual

Actual

Actual

Plan

Plan

Plan

2019-20

Apr-20

May-20

Jun-20

Jul-20

Aug-20

£'000

£'000

£'000

£'000

£'000

£'000

Total
£'000

Schemes over £250k
Covid OAU ward

£1,231

£2,703

£947

£0

£0

£0

£4,881

£18

£15

£0

£131

£0

£0

£164

£0

£268

£223

£80

£100

£100

£771

Schemes below £250k
Medical equipment
Estates infrastructure (excluding Covid
OAU ward)
IT expenditure
Total - schemes below £250k
Total Covid capital expenditure

£86

£65

£16

£68

£0

£0

£235

£104

£348

£239

£279

£100

£100

£1,170

£1,335

£3,051

£1,186

£279

£100

£100

£6,051

The Trust has incurred £4,237k cumulatively in 20-21 of COVID-19
capital, and cumulatively since commencement in March 2020, £5,572k.
Reimbursement of approved provider capital expenditure will take place
via the established process for PDC allocations . COVID PDC will not
attract a PDC dividend charge.
Capital investment required to manage the impact of COVID sit outside
the GM STP envelope.
Provider had discretion to approve up to £250k of capital spend without
obtaining prior approval from NHSE\ I.
From the 19th May the deminimus has been removed and all Covid
capital has to have prior approval from the regional office before orders
are placed. COVID capital has to clearly link to the GM Phase 2 and 3
demand and capacity plans .
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5.1.1 – Sickness Rates
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5.1 – Human Resources Metrics
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5.1.2 – PDRs & Essential Training
PDR Compliance for May is 82.0%

Essential Training Compliance for May is 91.0%
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5.1.3 – Workforce Metrics
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Emergency Preparedness, Resilience and Response
Annual Report 2019/20

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. Roles and responsibilities
The role of Accountable Emergency Officer is fulfilled by the Chief Operating Officer. They are
the executive lead for EPRR for The Christie. The Health, Safety and Emergency Planning Lead
will ensure that the trust’s EPRR statutory obligations and corporate responsibilities are met in
relation to EPRR.
3. NHS EPRR Assurance
3.1 Annual self-assessment against EPRR core standards
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.
For the 2019/20 self-assessment process, 55 standards were applicable to specialist trusts. The
trust rated itself as fully compliant for 53 standards and partially compliant for 2 standards. These
related to the requirement to undertake an annual audit of business continuity plans. Whilst a
formal audit was not completed, there was a lot of activity in relation to updating local business
continuity plans, not only for individual services, but for specific clinical systems as well.
The self-assessment process included a deep dive into severe weather response and long term
adaptation planning. The trust rated itself fully compliant with 12 of these standards, and partially
compliant with 8 standards. The self-assessment against the deep dive standards did not
contribute to the trust’s overall EPRR assurance rating, but provides a focus for future action
planning.
3.2 MIAA Continuity Preparedness Review
MIAA conducted a review with Digital Services of the continuity preparedness of the Trust in
relation to the ‘paperless’ work environment being introduced. The following clinical services were
reviewed – Oncology assessment, Oncology medical, Unplanned admissions and Surgery.
The objective of the review was to provide assurance to the organisation regarding the
effectiveness of the controls in place to provide continuity of key functions in the event of an IT
system outage. The review has assessed the arrangements for the departments that have
adopted the paperless environment and highlighted opportunities for improvement, where
appropriate.
The following areas of good practice were identified:
•

Supported by a good overarching Digital Services disaster recovery/mitigation
framework.
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•

A robust system implemented supporting the Christie Web Portal (CWP) in a ward
environment.

The following areas for improvement were identified:
•

A number of clinical services Business Continuity Plans (BCPs) were either not
available, outdated or did not state they had been formally approved by committee.
Some Digital Services BCPs made available were outside of the review date.

•

No formal process for the dissemination of the BCPs to staff and no records of who
the information had been disseminated to.

•

Whilst there is a trust level formal testing plan there were no records or evidence of
formal testing of the BCPs by clinical services either in a live environment or table top
exercise.

•

No instructions on post incident activities regarding the clinical services updating
systems with data accumulated during the BCP process.

3.3 MIAA Audit of data security toolkit compliance
The Emergency Planning Lead met with an internal auditor to assess and enhance the trust’s
level of compliance with the business continuity element of the data security toolkit. Significant
assurance was received for this following some work to ensure systems and processes are as
robust as they can be.
4. Implementation of emergency plans - Incidents
4.1 W48593 – In early June 2019 the ‘reserve’ air handling unit in the MLC server room was
turned on when external temperatures rose. This was running in manual operation mode. Over
time, condensation from the unit dripped onto the Building Management System (BMS) control
panel until the point at which it went out of service on Saturday 13 July. The cooling systems in
the room failed, which led to a rapid rise in temperature which in turn led to the computer systems
shutting down in an unplanned manner. The temperature rose to 48°C.
When the cooling failed the MLC server room services running did not fail over as designed due
the catastrophic nature of the failure to the second Finance Server Room. This resulted in the IT
systems going out of service, including Clinical Web Portal (CWP), Picture Archiving
Communication System (PACS), Metavision, laboratory systems and Teletracking.
The first indication that there was something wrong was when CWP became unavailable for use.
Reports of non-availability of other IT systems were then received. This required the
implementation of the trust’s business continuity arrangements, and an internal major incident
was declared. The response was managed by the hospital control team and Digital Services,
based in the Incident Coordination Centre (rooms 4/5, trust administration).
An investigation was undertaken into the incident. The root cause was found to be a failure of the
air handling units in the MLC computer room which was caused by a combination of excessive
external heat and insufficient capacity for the heat load in the server room.
4.2 W51842 – Failure of cyclotron in proton beam therapy centre in its ability to deliver a clinical
beam. This was due to a leak of unknown origin within the cyclotron vacuum. This meant 5½
consecutive clinical days were lost, leading this to be graded as a major incident in business
continuity terms. The proton contingency protocol followed:
- Photon radiotherapy treatment plans produced as per clinical priority
- Patients treated within the photon radiotherapy service as per clinical priority
- Radiographer late shift adjusted to add to photon radiotherapy capacity
- Daily operational huddles to meet operational challenges
- Clinical Prioritisation Meetings held to meet the dynamic nature of clinical priority
- Regular communication with Trust, NHSE and comms team throughout
4.3 W51936 - Damage to property – a sewer backed up, flooding lift shafts and basement of the
hospital. Whilst the main contractor on the Paterson rebuild project was carrying out planned
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excavations around the trust’s main drain, debris entered a drain. This was partially removed and
the drain left semi-operational pending bringing in specialist equipment. Subsequent high rainfall
led to a surcharge of the drain and flooding in the hospital. In order to minimise the risk of a
recurrence, site rules were reviewed to cover working in proximity of live and critical services as
well as emergency response protocols.
4.4 Business continuity arrangements were also put in place for planned IT work over the year.
4.5 EU Exit
During 2019/20 the trust had to plan for a no deal EU Exit. This involved business continuity
planning for a number of eventualities, which included unavailability of medication and medical
devices, radioactive sources for our work, transportation delays and impact on our research
activity. This work was suspended once it was mandated that the United Kingdom would leave
the EU with a deal, but will be picked up again should the need arise. The trust’s response to this
included regular internal meetings and the requirement to submit sitreps externally, seven days a
week.
4.6 COVID-19 pandemic
The trust implemented its pandemic influenza plan and business continuity plan at the end of
January 2020 following the NHS declaration of a Level 4 National Incident in relation to COVID19. This is an unprecedented situation for the NHS and the trust’s response to it has had to be
commensurate with a rapidly changing situation. Initially weekly meetings were held to manage
the trust’s response and these became twice daily as the pandemic became more widespread.
The Incident Coordination Centre has been operational since 11 March and at the time of writing
this report remains open, manned by a core team led by the Emergency Planning Lead. The
trust has several returns for daily electronic submission nationally, locally and internally.
The key message to staff has been to work from home where possible, and for national guidance
to be followed within the workplace e.g. social distancing, use of Personal Protective Equipment,
reduced footfall within the trust. Daily communications are issued to all staff, making use of
mobile telephony as well as other IT solutions.
The response by staff has been amazing. People have been redeployed to different roles such
as patient and staff screening, novel ways of working have been introduced in order to be as
efficient as we can whilst remaining safe, and new developments have been accelerated in order
to be in the best position we can be in response to the virus. Some clinical work has had to be
suspended but the trust has a clear escalation and prioritisation process for all clinical specialties.
The huge support from our staff and patients is acknowledged.
5. 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 2019/20 by holding 2 communications tests, and running a
number of table top exercises. The response to the COVID-19 pandemic is a live situation and
fulfils the requirement to hold a live exercise every 3 years.
5.1 Internal exercises
5.1.1 Two communications tests were undertaken during the year. These were to test the
numbers held by switchboard on the incident notification sheet. Work was undertaken to display
the caller identity to improve the response rates as some staff were reluctant to answer a call
where the number had been withheld.
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5.1.2 User knowledge of CWP business continuity in outpatient areas 8.1.20 – This was a
planning meeting to look at how best to test user knowledge of CWP (Clinical Web Portal)
business continuity in outpatient areas. It involved managers from a number of outpatient areas
within the trust and the aim was to ensure that staff in all outpatient areas had similar access to
CWP business continuity arrangements as on the wards.
5.1.3 Digital security and PACS exercise 28.1.20 – The exercise was adapted from material
provided by the National Cyber Security Centre. Group discussions were based on questions
posed as part of the exercise, which related to a phishing email scenario and knowledge of
protection for computer systems. The second part of the exercise was specific to PACS (Picture
Archiving Communication System). This highlighted that while the business continuity plan made
sense to radiology staff, it was not user-friendly for other staff across the staff who would need to
know what arrangements are in place if PACS is not available.
5.2 Internal training
Nine training sessions for duty managers and on call executive directors were delivered over the
year.
5.3 External
5.3.1 Northern Care Alliance/GM Resilience system workshop
The trust participated in this workshop for which the aim was to validate the Hospital Evacuation
Offsite Response Framework for North Manchester General Hospital. The rationale for this plan
and exercise was to consider the potential impact from a loss of current medical beds/treatment
capacity provided in particular within Northern Care Alliance Pennine Acute Trust, which may
arise through planning or executing remedial works to address unacceptable risks to patients and
staff arising from the layout and environment. The principles of off-site evacuation could apply to
any trust. Representatives from GM trusts, the ambulance and fire services, local government
and Transport for Greater Manchester took part.
6. Policies and procedures
A number of EPRR documents were reviewed and received approval during 2019/20. These
were:
• Fuel shortage plan
• Evacuation plan
• Heatwave plan
• Winter plan
• CWP business continuity plan
In addition, a procedure was produced for the use of Whatsapp during a major or business
continuity incident.
7. Lessons learned
Opportunities for learning are identified during exercises, following incidents and through the selfassessment process. Some of the lessons learned and actions taken in 2019/20 are:
•

Lack of awareness of Trust business continuity arrangements - The trust is increasingly
dependent on information technology and plans are in place for when we have disruptions
to our normal IT services. Some staff are not aware of the alternative arrangements that
are in place if a system is unavailable. All departments have a local business continuity
plan, which includes information on what to do in order to continue to deliver our services
to patients. In addition, there is some guidance linked to specific systems e.g. what to do
if CWP is unavailable. Whenever the trust experiences a serious event that could impact
on our ability to deliver our services e.g. IT failure or flooding, a Hospital Control Team will
convene in our Incident Coordination Centre (rooms 4/5 in trust admin), led by the duty
manager and chief operating officer or executive on call. This team will coordinate the
trust response to the incident and ensure that staff are kept informed of what is
happening.
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•

Local business continuity plans – These must be written so that people outside the
individual department can clearly understand what to do if a system fails

8. Recommendation
The Board of Directors is asked to note current compliance and the work that has been
undertaken during 2019/20.

122

Agenda Item 23/20d
Board of Directors business
Thursday 25th June 2020

Subject / Title

Freedom to Speak Up report 1st October 2019 to 31st March
2020

Author(s)

Sue Mahjoob, Freedom to Speak Up Guardian

Presented by

N/A

Summary / purpose of paper

This report presents the regular six monthly update on
Freedom to Speak Up activity to the Board of Directors

Recommendation(s)

The board is invited to note the contents of this report and
receive a further update in six months’ time.

Background papers
Risk score

Link to:

 Trust strategy
 Corporate objectives

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

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.

123

Agenda item 23/20d
Board of Directors business meeting
Thursday 25th June 2020
Freedom to Speak Up report 1st October 2019 to 31st March 2020
1. Background
The Freedom To Speak Up Guardian’s role is to support staff to effectively raise concerns, address
barriers to speaking up and foster a positive speaking up culture so that concerns raised are
viewed as an opportunity for learning and improvement.
This report presents the regular six monthly update on activity to the Board of Directors.
2. Activity
The FTSUG has continued to raise the profile of the role and the message for speaking up safely.
This has involved attendance at team meetings, attendance at satellite sites and presence at staff
inductions.
Other activities which help promote a positive speaking up culture include:•
•
•
•
•
•
•

Display in main oak road reception area during Freedom to Speak Up month with focus on
messages and highlighting action that has taken place as a result of speaking up
Development and addition to HIVE FTSU page to display pictorially staff’s one word to
describe Freedom to Speak Up
Update on Staff App
FTSUG involvement in the anti-bullying and harassment listening project
FTSUG involvement in Respect campaign
FTSUG co-delivered NGO national training to new North West FTSUGs
FTSUG attendance at regional and national meetings and conferences

3. National guidance and reports
Throughout the last six months a number of reports and guidance have been issued relating to
staff speaking up and raising concerns. All reports have been reviewed and, where applicable,
learning has been identified and the action plans monitored by the Workforce Committee.
The reports are as follows:
a. NHS England and NHS Improvement board assessment tool - NHS E/I have updated the
guidance for boards. The tool has been reviewed and updated.
b. NGO guidelines on Freedom to Speak Up training in the health sector in England. The
NGO will provide e-learning modules for organisations to use to provide level 1 training.
Additional training has been developed by FTSUG, as recommended by the NGO, to meet
the needs of The Christie (Section 7).
c. MIAA review of raising concerns policy. Policy has been refreshed to include suggestions.
d. National Freedom to Speak Up Guardians survey report 2019 – NGO asked FTSUGs and
FTSU champions for their views and the report outlined a number of recommendations.
e. National Guardians Office annual report 2019/2020 – report reviewed
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4. Contacts
4.1 Number of contacts by quarter

Number of Contacts
20
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5
0

Q1

Q2
2016/17

Q3

2017/18

2018/19

Q4
2019/20

4.2 Type of contact
The table below describes the activity from 1st October 2019 to 31st March 2020. Descriptions of
concerns are recorded as described by the staff member and concerns can have more than one
issue.
Quarter

2019/20
Q3

Number
of
contacts
15

Issue
category

Description

Action

Attitudes and
behaviour
(x11)

Manager attitude
and behaviour (x6)

Advice given and person either
decided to speak with manager
or wait to see behaviour
improved

Attitude and
behaviour and lack
of engagement (x5)

Joint concern - response to
concern given

Policies,
procedures
and
processes
(x3)

Correct recruitment
process not followed
(x3)

2 x one role – raised by staff
with senior manager
1x one role - HR validated and
reviewed recruitment process,
process followed correctly

Quality and
Safety

Disabled facilities

Disabled facilities reviewed and
appropriate action taken.
Amendments made to the
Facility team walkround
process.
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2019/20
Q4

16

Attitudes and
behaviour
(x14)

Policies,
procedures
and
processes
(x7)

Bullying behaviour

Advice given

Divisional culture

Person considering options for
raising concern themselves

Lack of engagement
with staff and
behaviour of
manager (x2)

Joint concern raised, response
provided

Relationship with
manager

Managed via HR process

Team culture and
attitude of
colleagues

Manager to organise team
building sessions

Lack of engagement
and unsupportive
manager (x4)

Joint concern, review
undertaken and response
provided

Behaviour and
engagement (x2)

Element of joint concern advice given, part of review

Trust culture re
speaking up

Minor change to messages for
team

Consultant
behaviour

Concern noted but person
raising concern did not want
concern shared

Concerns over
procurement
process (x2)

Joint concern – review
undertaken, recommendations
made

Governance
arrangements for
decision making (x3)

Joint concern – review
undertaken, recommendations
made

Employment
process not followed

Joint concern – review
undertaken, recommendations
made
Advice given, following HR
process

Unnecessary
escalation of staff
concern
Service
change (x1)

Service changes
introduced too
quickly

Staff member considering
raising views with manager

Staffing
levels (x2)

Not properly staffed

Discussed with manager
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In summary, throughout the last six months, 25 of the issues raised concerned staff relationships
and none had an element of patient safety. Three raised were concerns where multiple staff
contributed. A non-executive director has undertaken a review of one joint concern and outlined
recommendations for the Trust. The remaining two were reviewed and responded to by a senior
manager, with oversight from an Executive director.
One staff member believes they have suffered detriment because they raised a concern. This is
being investigated using HR processes.
5. Covid-19 (April – May 2020)
The COVID-19 pandemic is an unprecedented challenge to the health and care sector, putting
enormous pressure on workers and nationally Freedom to Speak Up Guardians are continuing to
support workers to ensure that their voices are listened and responded to. The National Guardians
Office is conducting pulse surveys to ascertain the impact the pandemic is having on speaking up
and has set up a support service for Guardians, available 24/7.
At The Christie, reminding staff to speak up if they were concerned has remained a priority. The
Freedom to Speak Up service was referred to in the Covid-19 daily bulletins and also as a source
of support and advice in wellbeing guides, the working from home support guide and within
information relating to risk assessments and vulnerable staff. New starters were emailed an
introduction to the FTSU service as induction was cancelled in April and May.
The FTSUG attended the virtual induction, held in 1st June 2020 and will continue to introduce the
role to new starters in this way. Arrangements to join virtual team meetings to highlight the role
have commenced.
12 contacts raised a Covid-19 related concern and the themes were:
•

Unable to work from home according to Trust and government guidance

•

Lack of flexibility in rotas for office working

•

Social distancing within offices and on corridors

•

Concern that Trust policy relating to when staff who tested positive with Covid-19 can return
to work could provide risk to patients and other staff

•

Additional measures for BAME staff not in place

Concerns were forwarded to the respective managers and resolved or staff were able to raise
concerns directly with manager. Changes included:
•

Communication with staff to improve awareness of plans to ensure staff are able to work
from home

•

Separate entrances for staff and patients

•

Trust wide messages about the importance of maintaining social distancing and the
wearing of masks within the trust

•

Explanation obtained from Trust’s consultant microbiologist on process and basis for
providing guidance on return to work

•

Risk assessment for BAME staff member satisfactorily carried out.
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6. Effectiveness
6.1 Feedback from staff who contacted FTSUG
The NGO requires that Guardians ask those who contact the FTSUG if they would speak up again
or have experienced detriment. Their feedback tool has been amended to include questions on
support, communication and being informed of learning which reflect the principles of speaking up.
The questionnaire is sent when a case is closed and not all cases are closed in the quarter they
are reported.
Six people responded to the request for feedback, all said they would speak up again. Three
completed the new questionnaire, all felt they were thanked, were very well supported, understood
what would happen next and were very well communicated with. Two said there was no learning
identified, one said that no learning was shared. No respondents reported detriment using this
feedback tool.
• I would choose to speak up again because as soon as I made my concern known to the
FTSUG, she was so understanding and supportive, she created a safe space and
atmosphere where I felt like I could discuss the issues that have been holding in for the
longest without the fear of being judged or penalised.
•

I think it is a very positive process, and it gives staff the assurance that there is always
someone to turn to, even if you’re not sure if you’re following the correct process or doing
the right thing or not. I think the fear that things might take on a life of their own and get out
of control, and possibly be career limiting, is definitely a concern at the beginning of the
process, but this fear was quickly alleviated.

Suggestions for improvement
•

It might be useful to publish the numbers and types of issues raised, and maybe a reflection
on the positive/neutral/negative feedback above. This could be useful for management to
gauge whether certain areas need improvement. If the data was published at a high level, it
might give staff the awareness that the service is being used effectively in their favour.

6.2 National staff survey and the FTSU index
The NGO use 4 questions from the national staff survey 2019 to develop the NGO FTSU index.
The index has yet to be published, but the Christie results from the National Staff survey 2019 for
these questions are in the table below.
The changes are minimal; however the question relating to feeling secure to raise a concern has
shown the biggest change but remains above the specialist trust average.
2019
2018
specialist trust Christie
average
Questions included in the NGO FTSU index
17a. % of staff responded "agreeing" or "strongly
agreeing" that their organisation treats staff who
are involved in an error, near miss or incident
fairly
17b. % of staff responded "agreeing" or "strongly
agreeing" that their organisation encourages
them to report errors, near misses or incidents
18a. % of staff responded "agreeing" or "strongly
agreeing" that if they were concerned about
unsafe clinical practice, they would know how to
report it
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2019
Christie

Christie
difference
2018-2019

64.8

70.9

71.8



91.2

90.3

89.1



95.4

93.7

94.0



18b. % of staff responded "agreeing" or "strongly
agreeing" that they would feel secure raising
concerns about unsafe clinical practice
18c. % of staff responding “agreeing” or “strongly
agreeing” that they were confident the
organisation would address their concern
9d. % of staff responding “agreeing” or “strongly
agreeing” that senior managers act on staff
feedback
4b. % of staff responding “agreeing” or “strongly
agreeing” that they are able to make suggestions
to improve the work of their team/department

74.0

78.2

75.6



65.8

70.3

68.8



39.4

43.3

39.9



77.5

79.0

80.0



6.3 Staff survey results by protected characteristics
The national staff survey results for The Christie have been broken down by ethnicity and disability
for the questions relating to Freedom to Speak Up. The aim is to highlight if there are any
differences in responses for these groups of staff when compared with white or non-disabled staff
and identify if further action.
The report with the survey results is at appendix 1.

7. Encouraging a positive speaking up culture
The FTSUG, during visits to departments, has asked staff for their views on why staff would find it
difficult to speak up. Informal feedback most commonly cites the following as reasons
•
•
•
•

believe nothing would be done as nothing has been done in the past
they are too busy to raise it at the time and the moment has gone
they are concerned that raising a concern would affect their relationship with their manager
or colleagues
they are concerned that they would be seen as foolish

The ongoing action to consider referencing a positive speaking up culture when updating Trust HR
policies has resulted in a question being added to the Performance Development Review (PDR)
preparation document. This asks staff to consider “if there are there any concerns I need to raise
around something troubling me at work?” to encourage staff to speak up about their concerns with
their manager.
A virtual Microsoft Teams meeting was organised for members of the Equality, Diversity and
Inclusion Interest Group to discuss the barriers faced by staff within the protected characteristics
groups to speaking up and to identify action that could be taken to address these barriers.
The conversation was wide ranging and suggestions were made that will be considered and
developed into actions for improving the Freedom to Speak Up message.
8. Training
The NGO are developing training modules for all staff that will be available for access via ESR.
These will cover the basic requirements. In addition the FTSUG has developed a short module for
managers to cover behavioural aspects so that they can better understand the thought processes
involved when speaking up. The evaluation identified that attendees felt that the topic was
important and merited a module that could be accessed separately rather than as an addition to
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the Managing for Success programme. Feedback was very positive with attendees finding it useful
for their role and would recommend it to others.
The training session will be delivered as a standalone module and a slide highlighting the key
points relating to the importance of speaking up would be included in the Managing for success
module. The results from the evaluation are in Appendix 2.
9. The Freedom to Speak Up plan 2019/2020
The Freedom to Speak Up plan was presented to Board in November 2018 and is overseen by the
Workforce Committee. This has been updated to outline the priorities for 2019/2020 and progress
with the action plan is attached as Appendix 3.

10. NHS England and NHS Improvement board self-assessment 2019
NHS England and NHS Improvement published the updated board self-assessment with guidance
in July 2019. The initial self-assessment was discussed and agreed at the November 2018 board
meeting. The assessment for 2019 has been reviewed by the Chair and the non-executive lead for
FTSU, along with supporting evidence provided by the trust for FTSU. The assessment is
available as Appendix 4.
11. Conclusion
The board of directors is asked to note the detail in the report and receive a further update in six
months’ time.
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Appendix 1 – Equality, Diversity and Inclusion - Freedom to Speak Up
Introduction
All staff regardless of who they are and what they do should feel able to speak up freely, confidently
and without the fear of consequence. However results from the national NHS staff survey 2019 for the
questions relating to speaking up show that BAME and disabled staff find it harder. It is likely that this is
the case for all staff with a protected characteristic.
It is therefore important that staff members feel able to raise their concerns and know that they will be
listened to and supported.
The National Staff Survey 2019/2020 – BAME and Disability
The national staff survey results for The Christie have been compared by ethnicity and disability for
the questions relating to Freedom to Speak Up.
FTSU index
17a. % of staff responded "agreeing" or "strongly
agreeing" that their organisation treats staff who are
involved in an error, near miss or incident fairly
17b. % of staff responded "agreeing" or "strongly
agreeing" that their organisation encourages them to
report errors, near misses or incidents
18a. % of staff responded "agreeing" or "strongly
agreeing" that if they were concerned about unsafe
clinical practice, they would know how to report it
18b. % of staff responded "agreeing" or "strongly
agreeing" that they would feel secure raising
concerns about unsafe clinical practice
Not in FTSU index
18c. % of staff responding “agreeing” or “strongly
agreeing” that they were confident the organisation
would address their concern
9d. % of staff responding “agreeing” or “strongly
agreeing” that senior managers act on staff
feedback
4b. % of staff responding “agreeing” or “strongly
agreeing” that they are able to make suggestions to
improve the work of their team/department

BAME

White

Disabled

Non
Disabled

70.0%

71.0%

63.8%

72.5%

83.8%

89.5%

85.8%

89.6%

88.0%

93.5%

89.2%

93.6%

72.7%

74.0%

72.4%

73.9%

65.5%

68.7%

62.5%

69.3%

45.6%

38.6%

32.3%

40.7%

74.5%

79.5%

73.2%

80.1%

Number of staff responding to questions
BAME respondents – between 120-150 staff
White respondents – between 887-1155 staff
Disabled respondents – between 160-229 staff
Non Disabled respondents – between 952-1085 staff
Conclusions
Overall, BAME and disabled staff report a more negative experience that their white and nondisabled colleagues when it comes to speaking up.
1. There is little difference between the groups of staff in relation to their thoughts that the
organisation treats all staff who are involved in an error, near miss or incident or concern
fairly
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2. In all but one question, BAME staff score the organisation lower than white staff. The
exception is % of staff responding “agreeing” or “strongly agreeing” that senior managers act
on staff feedback.
3. In all questions, disabled staff score the organisation lower than non-disabled staff.
Raising concerns for staff with protected characteristics
A virtual Microsoft Teams meeting was organised for members of the Equality, Diversity and
Inclusion Interest Group to discuss the barriers faced by staff with protected characteristics that
stops them speaking up and to identify action that could be taken to address these barriers.
The conversation was wide ranging and suggestions were made that will be considered and
developed into actions.
Most suggestions related to improving the Freedom to Speak Up message for all staff but there
were two ideas that would be of particular benefit to staff with protected characteristics.
These were;
• including within the local induction pack for new starters a section on reasonable
adjustments to make it easier for staff with a disability to discuss their needs with their
manager
• sharing with managers the need to view the risk assessments for high risk staff as a
positive process and be mindful of the language used.
The resulting action plan will be shared with the EDI interest group and Workforce Committee.
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Appendix 2 – Freedom to Speak Up Training evaluation
Introduction
Supporting managers to set a positive example by speaking up when they have a concern and
also to respond in the right way when a member of their team speaks up to them is one of the
essentials when developing a positive speaking up culture.
It was identified that training for managers that helps them understand the behaviours and thought
processes involved with speaking up would aid with this.
Method
A training session was developed and tested with the Quality and standards team and some
improvements made. The session was added to the module “Build your team” from the Managing
for Success programme and attendees asked for their views. Following feedback the training
package was delivered as a standalone session for a group of nurse managers. Feedback was
sought using the Trust evaluation form.
Feedback
Feedback from attendees at the Managing for Success module suggested that the module should
be delivered as a standalone session as the topic’s importance merited full attention which was not
possible at the end of a long session. Feedback from the standalone session with nurse managers
was very positive, with attendees finding it useful for their role and would recommend it to others.
Conclusion
Training session will be delivered as a standalone module with the addition of an opportunity for
attendees to be able to discuss any personal experiences they may have had of speaking up with
colleagues. A slide highlighting the key points relating to the importance of speaking up would be
included in the Managing for success module.
Appendix 1 - Evaluation Form Results
1.
How likely is it is that you would recommend this training to a colleague?
0 = Not at all Likely

10 = Extremely Likely

0

1

2

3

4

5

6

7

8

9

10

Managing
for
success

0

0

0

0

0

1

1

2

1

1

1

Nurse
managers

0

0

0

0

0

0

0

0

2

2

6

2. Overall, how would you rate the training session?

Excellent
Very Good
Good
Fair
Poor

Managing for
success
2
1
4
0
0
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Nurse
managers
7
3
0
0
0

3. What did you enjoy about the training session?
Managing for success
It asks questions that challenge your thinking/what you thought about yourself/team. It is a
very interesting topic that we should talk about more and key to get more people involved in
It tied in well with the training, good to explore the different avenues and opinions of others too
Awareness of processes and roles of managers in FTSU. Needed some anonymous case
examples to illustrate processes
Speaker good and informative
Learning and advice around speaking up
Understanding that it is important on how we present ourselves for others to speak up.
Highlighting issues with speaking up across all levels
It was thought provoking and good opportunities to discuss and reflect.
Nurse managers
Really good reminder of how situations, hierarchy impacts on speaking up
Provokes thought and reflection on your own practice and behaviours
How it focussed me on my behaviour when staff raise concerns- not to try and offer advice and
solve everything
Group chat and feedback
Good to raise awareness of reasons why and why not people feel they can/can't raise a
concern
Made me think about things I want to speak up to
This may be useful for less senior team members. It may be helpful if they are struggling to
highlight issues
Thought provoking, informative
Applicable to ward staff. Informative
The opportunity to reflect with colleagues about a positive speaking up culture
4.

What did you dislike about the course?
Managing for success
It is very short but it's got a great potential to be expanded
Couldn't concentrate as was straight after a long course - no break
The cold room
No case files - even if they are not directly associated with the Christie
Probably too much text on powerpoint - not helped by being at the end of a long morning
session without a break
Nurse managers
Nothing

5.

Did you find this training useful for your work?
Managing for success
3 staff said yes and 3 made the following comments
Yes, made me think about the role of a manager in speaking up rather than speaking up myself
Yes, but with more case files/scenarios for more insight and impact
Yes, I will be referring colleagues to read up on the matter
Nurse managers
7 staff said yes and two made the following comment
Remembering to say thank you
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Reflecting on how approachable I am as a sister
6.

Was the training session too long, too short, or about right?

Too long
About right
Too short
7.

Managing for
success
0
2
4

Nurse
managers
0
9
0

Is there any other feedback you would like to share about the training session?
Managing for success
It is a great topic, I think it could be its own session as its such a great topic
Separate session or break between. Contact sheet - who to contact - process. More about
what exactly Freedom to Speak Up is
Give it the importance it deserves
Nurse managers
No thank you
Tips for speaking up and possibly discuss individual experiences of speaking out or not
Short and sweet - just right
I think it is a good positive reminder regarding thinking about freedom to speak up
Possible dissemination to ward staff
Maybe more interaction from the attendees to have opportunity to share experiences
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Appendix 3- Freedom to Speak Up plan deliverables for 2019-2020
Deliverable
Raising awareness
Develop effective awareness training in
conjunction with local guardians that meets
National Guardian Office guidance
requirements

Comment

Deadline

NGO to provide level 1 e-learning
module, when available to be
rolled out across Trust
Module for managers developed.
NGO module expected Summer
2020
Ongoing activity

Managers
module
completed 30th
January 2020

Posters and presence in main
Oak road reception for FTSU
week

Event
completed 21st
- 25th October

Refresh the Trust board review of leadership
and governance arrangements in relation to
speaking up following updated NHSI guidance

Review completed and tool
updated

Completed 12th
February 2020

Include speaking up within work streams
focusing on engaging with the Trust’s
marginalised and diverse groups

Virtual round table conversation
with interested EDI members took
place 11 June 2020. Action plan
to be developed.
To be reviewed and considered
when each policy is updated.
Included in PDR paperwork

30th September
2020

Completed

Complete 31st
January 2020
31st March
2020

Deliver regular communications to staff on how
to raise concerns
Ensuring a positive raising concerns culture
Support Freedom to Speak month with activity
across the Trust

Consider how and the appropriateness of
including link to speaking up when reviewing
HR policies
Support
Develop a more detailed feedback tool for
people who raise concerns
Develop process to capture reflections from
those who are involved in raising concerns
Learning
Deliver a Schwarz round
Develop Trust processes that provide ongoing
opportunity for reflective practice and learning
Sharing learning points from concerns raised
via trust processes
Launch updated Exit interview process, ensure
FTSU assessment and culture form part of
process
Conduct a listening into action exercise to
obtain views on FTSU, EDI and bullying and
harassment to assess effectiveness and impact
of work undertaken within these Workforce
priorities

Reflections added to HIVE

Schwarz round planned

Learning point can be shared
using Learning from improvement
bulletin
Exit interview process launched
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30th September
2020

30th September
2020

17th November
2020
30th September
2020
30th September
2020
Complete
1st December
2019
31st August
2020

Appendix 4 – NHS England and NHS Improvement board assessment

Freedom to Speak Up review tool for
NHS trusts and foundation trusts
July 2019
Date

NHS England and NHS Improvement
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This is a tool for the boards of NHS trusts and foundation trusts to accompany the Guidance for boards on Freedom to Speak Up in NHS trusts and NHS
foundation trusts (cross referred with page numbers in the tool) and the Supplementary information on Freedom to Speak Up in NHS trusts and NHS
foundation trusts (cross referred with section numbers).
We expect the executive lead for Freedom to Speak Up (FTSU) to use the guidance and this tool to help the board reflect on its current position and the
improvement needed to meet the expectations of NHS England and NHS Improvement and the National Guardian’s Office.
We hope boards will use this tool thoughtfully and not just as a tick box exercise. We also hope that it is done collaboratively among the board and also
with key staff groups – why not ask people you know have spoken up in your organisation to share their thoughts on your assessment? Or your support
staff who move around the trust most but can often be overlooked?
Ideally, the board should repeat this self-reflection exercise at regular intervals and in the spirit of transparency the review and any accompanying action
plan should be discussed in the public part of the board meeting. The executive lead should take updates to the board at least every six months.
It is not appropriate for the FTSU Guardian to lead this work as the focus is on the behaviour of executives and the board as a whole. But getting the
FTSU Guardian’s views would be a useful way of testing the board’s perception of itself. The board may also want to share the review and its
accompanying action plan with wider interested stakeholders like its FTSU focus group (if it has one) or its various staff network groups.
We would love to see examples of FTSU strategies, communication plans, executive engagement plans, leadership programme content, innovative
publicity ideas, board papers to add them to our Improvement Hub so that others can learn from them. Please send anything you would specifically like
to flag to nhsi.ftsulearning@nhs.net
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Summary of the expectation

Reference for
complete
detail
Pages refer to
the guidance
and sections
to
supplementary
information

How fully do we meet this
now?

Insert
review
date

Evidence to support a ‘full’ rating

Principal actions needed in relation
to a ‘not’ or ‘partial’ rating

Freedom to Speak Up plan shared at board meeting.

Add question re leadership in
survey in 2020

Insert review
date

Behave in a way that encourages workers to speak up
Individual executive and non-executive directors
can evidence that they behave in a way that
encourages workers to speak up. Evidence
should demonstrate that they:
•
•
•
•
•

Section 1

30/09/2020

Examples of non exec director involvement in a case
and personal visit to department

p5

FTSUG regular meetings with CEO, Chair and FTSU
non exec

understand the impact their behaviour
can have on a trust’s culture
know what behaviours encourage and
inhibit workers from speaking up
test their beliefs about their behaviours
using a wide range of feedback
reflect on the feedback and make
changes as necessary
constructively and compassionately
challenge each other when appropriate
behaviour is not displayed

Review of staff survey data (national survey, FTSU
survey, safety culture survey)

Develop strap line for FTSU
Provide catch up notes following
meetings with FTSUG, non exec
lead for FTSU and Chair

Chair/exec/non exec statement of support on HIVE
Board meeting minutes outline comments made
FTSU plan, which outlines vision, shared and
discussed at board meeting

Demonstrate commitment to FTSU
The board can evidence their commitment to
creating an open and honest culture by
demonstrating:
•

there are a named executive and nonexecutive leads responsible for

p6
Section 1
Section 2

31/08/2020

Named exec and non exec FTSU. Contact details on
HIVE
Six monthly reports to the Board on FTSU
Anti-bullying and harassment project with report and

139

Include staff stories and cases in
FTSU reports and shared learning.

Summary of the expectation

Reference for
complete
detail
Pages refer to
the guidance
and sections
to
supplementary
information

•

•
•
•

•
•
•

speaking up
speaking up and other cultural issues
are included in the board development
programme
they welcome workers to speak about
their experiences in person at board
meetings
the trust has a sustained and ongoing
focus on the reduction of bullying,
harassment and incivility
there is a plan to monitor possible
detriment to those who have spoken
up and a robust process to review
claims of detriment if they are made
the trust continually invests in
leadership development
the trust regularly evaluates how
effective its FTSU Guardian and
champion model is
the trust invests in a sustained,
creative and engaging communication
strategy to tell positive stories about
speaking up.

Section 3

How fully do we meet this
now?

Insert
review
date

Evidence to support a ‘full’ rating

Principal actions needed in relation
to a ‘not’ or ‘partial’ rating

action plan as outcome.

Policy updated to articulate more
clearly detriment and how to report
it and options for those who feel
they have experienced detriment.

Insert review
date

FTSUG can raise concerns anonymously if staff
member is anxious about consequence.
Leadership development programme has reference to
freedom to speak up.
Testimony on HIVE
Survey of new starters to assess effectiveness of
personal approach at induction undertaken
Effectiveness of FTSUG assessed using survey
results, and feedback from those speaking up

Have a strategy to improve your FTSU culture
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Include feedback from those who
have spoken up in reports

Summary of the expectation

Reference for
complete
detail
Pages refer to
the guidance
and sections
to
supplementary
information

The board can evidence it has a comprehensive
and up-to-date strategy to improve its FTSU
culture. Evidence should demonstrate:
•
•
•
•
•

P7
Section 4

How fully do we meet this
now?

Insert
review
date

Evidence to support a ‘full’ rating

Insert review
date

Speak Up plan shared with board members, Staff
forum, Management board members.
Plan linked to Organisation development plan

as a minimum – the draft strategy was
shared with key stakeholders
the strategy has been discussed and
agreed by the board
the strategy is linked to or embedded
within other relevant strategies
the board is regularly updated by the
executive lead on the progress against
the strategy as a whole
the executive lead oversees the regular
evaluation of what the strategy has
achieved using a range of qualitative
and quantitative measures.

FTSU plan update shared six monthly at board
meeting
Quantitative measures via surveys
FTSU plan has actions which are monitored
Raising concerns at work referenced in the grievance
policy,
FTSU policy references positive working relationships
policy, grievance policy, code of conduct, disciplinary
procedure, anti-fraud, bribery and corruption policy

Support your FTSU Guardian
The executive team can evidence they actively
support their FTSU Guardian. Evidence should
demonstrate:
•

they have carefully evaluated whether
their Guardian/champions have
enough ringfenced time to carry out all
aspects of their role effectively

p7
Section 1
Section 2
Section 5

FTSUG has 3 days ring-fenced time
FTSUG attends training, regional and national
meetings
FTSUG has regular meetings with FTSU exec lead,
who can provide emotional support when required and
help with overcoming any barriers
Non exec FTSU and Chair provide support. There is
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Principal actions needed in relation
to a ‘not’ or ‘partial’ rating

Summary of the expectation

Reference for
complete
detail
Pages refer to
the guidance
and sections
to
supplementary
information

•

the Guardian has been given time and
resource to complete training and
development

•

there is support available to enable the
Guardian to reflect on the emotional
aspects of their role

•

there are regular meetings between
the Guardian and key executives as
well as the non executive lead.

•

individual executives have enabled the
Guardian to escalate patient safety
matters and to ensure that speaking up
cases are progressed in a timely
manner

•

they have enabled the Guardian to
have access to anonymised patient
safety and employee relations data for
triangulation purposes

•

the Guardian is enabled to develop
external relationships and attend
National Guardian related events

How fully do we meet this
now?

Insert
review
date

Evidence to support a ‘full’ rating

Insert review
date

access to the NGO support. Other sources are
available
Regular meetings take place with FTSU non exec,
exec, CEO, with direct access to all execs as required
(as can be demonstrated with FTSU cases)
FTSUG has access to survey data, incidents,
complaints PALS and any other HR information.
FTSUG networks with fellow guardians in the
northwest area.
FTSUG works with guardians from other trusts on
specific projects (eg training)

Be assured your FTSU culture is healthy and effective
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Principal actions needed in relation
to a ‘not’ or ‘partial’ rating

Summary of the expectation

Reference for
complete
detail
Pages refer to
the guidance
and sections
to
supplementary
information

Evidence that you have a speaking up policy that
reflects the minimum standards set out by NHS
Improvement. Evidence should demonstrate:
•
•

that the policy is up to date and has
been reviewed at least every two years
reviews have been informed by
feedback from workers who have
spoken up, audits, quality assurance
findings and gap analysis against
recommendations from the National
Guardian.

Evidence that you receive assurance to
demonstrate that the speaking up culture is
healthy and effective. Evidence should
demonstrate:
•
•

•

•

you receive a variety of assurance
assurance in relation to FTSU is
appropriately triangulated with
assurance in relation to patient
experience/safety and worker
experience.
you map and assess your assurance to
ensure there are no gaps and you flex
the amount of assurance you require to
suit your current circumstances
you have gathered further assurance
during times of change or when there

P8
Section 8
National policy

How fully do we meet this
now?

Insert
review
date

Evidence to support a ‘full’ rating

Insert review
date

Policy reviewed regularly. Staff forum part of review
process
Policy content reflects national policy
Policy audited by MIAA and reported to Quality
Assurance Committee
Policy reviewed by Browne Jacobson solicitors to
ensure legal compliance

P8
Section 6

Board receive reports on patient safety and experience
and worker experience
Review of NHSI suggested sources of board
information carried out to ensure recommended
information is received
Non executive involvement in reviewing concerns
raised provides assurance
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Principal actions needed in relation
to a ‘not’ or ‘partial’ rating

Summary of the expectation

Reference for
complete
detail
Pages refer to
the guidance
and sections
to
supplementary
information

•

How fully do we meet this
now?

Insert
review
date

Evidence to support a ‘full’ rating

Insert review
date

has been a negative outcome of an
investigation or inspection
you evaluate gaps in assurance and
manage any risks identified, adding
them to the trust’s risk register where
appropriate.

The board can evidence the Guardian attends
board meetings, at least every six months, and
presents a comprehensive report.

P8

FTSU attends and presents report 6 monthly

Section 7

The board can evidence the FTSU Guardian
role has been implemented using a fair
recruitment process in accordance with the
example job description (JD) and other
guidance published by the National Guardian.

Section 1

The board can evidence they receive gap
analysis in relation to guidance and reports from
the National Guardian.

Section 7

Open recruitment process with interview

NGO JD

NGO reports are shared with non executives.
True for Us reports are carried out for NGO reports and
action identified. These reports are discussed with
executive team.

Be open and transparent
The trust can evidence how it has been open and
transparent in relation to concerns raised by its
workers. Evidence should demonstrate:

P9

FTSU content in annual report
FTSU HIVE pages
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Principal actions needed in relation
to a ‘not’ or ‘partial’ rating

Summary of the expectation

Reference for
complete
detail
Pages refer to
the guidance
and sections
to
supplementary
information

•
•
•
•
•
•

How fully do we meet this
now?

Insert
review
date

Evidence to support a ‘full’ rating

Principal actions needed in relation
to a ‘not’ or ‘partial’ rating

Insert review
date

Board assessment on HIVE

discussion with relevant oversight
organisation
discussion within relevant peer networks
content in the trust’s annual report
content on the trust’s website
discussion at the public board
welcoming engagement with the
National Guardian and her staff

Six monthly FTSU reports on HIVE
Quarterly NHSIE reports discussed with trust
executive. CQC inspection report and action plans
Involvement of independent NED to review cases as
required

Individual responsibilities
The chair, chief executive, executive lead for
FTSU, Non-executive lead for FTSU, HR/OD
director, medical director and director of nursing
should evidence that they have considered how
they meet the various responsibilities associated
with their role as part of their appraisal.

Section 1

30/09/2020

FTSUG and non exec FTSU attended FTSU training
Responsibilities outlined in FTSU policy
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Develop statement of
responsibilities for non exec for
FTSU with guidance on dealing
with speaking up concern involving
a board member and how to
commission an external report
without compromising
confidentiality

Action plan 2019/2020
Recommendation

Action

Getting feedback on leadership activity
on FTSU

Add question re leadership in survey in 2020

Demonstrate non-exec commitment

Provide catch up notes following meetings with FTSUG,
non-executive lead for FTSU and Chair

Encourage a positive speaking up
culture

Include staff comments, stories and cases in FTSU reports

Encourage a positive speaking up
culture

At next review of the policy articulate more clearly detriment
and how to report it.

Lead
Head of
HR/FTSUG

Timescale
August 2020

FTSUG

October 2019 onwards

FTSUG

October 2020

Head of
HR/FTSUG

Detriment section amended and
included in revised policy
June 2020

Enabling measure of effectiveness

Include feedback from those who have spoken up in reports

Supporting non exec lead for FTSU

Develop statement of responsibilities for non-executive for
FTSU with guidance on dealing with speaking up concern
involving a board member and how to commission an
external report without compromising confidentiality

FTSUG
Director of
Workforce

Complete
March 2020
September 2020

Action plan 2018/2019
Recommendation
Ensure contact, support and
information between Senior team
and FTSUG
Ensure Senior team awareness

Action
Regular meetings to be arranged with CEO, Trust chair
and non-executive lead for FTSU.

Lead
Trust secretary
CEO secretary

Timescale
June 2018
Complete June 2018

Trust secretary to send National Guardians’ Office reports
to non-executive leads

Trust secretary

As required
Complete
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Recommendation
Develop communication on speak
up issues with senior leaders

Action
FTSU executive lead to provide FTSU activity reports
Board of directors

Lead
Executive lead FTSU
and FTSUG

Supporting managers to deal
effectively with concerns raised

Review leadership competency framework plan for other
opportunities to reinforce message

Regular reviews of policy

Add review of raising concern policy to rolling programme
for Workforce committee
Quality of investigation and lessons learned to form part of
annual review of the raising concerns policy.

Deputy Director of
Workforce / Head of
Engagement
Senior HR business
partner
Deputy Director of
workforce/Senior HR
Business Partner
Senior leaders

Ensuring robustness of
investigations and lessons learned
Promoting speaking up message
Obtaining views
Promoting speaking up message

At executive walkrounds, executive directors to refer to
speaking up message
Review questionnaire for the Raising concerns survey to
include question relating to policy
Develop a Schwarz round to promote positive messages

Freedom to Speak Up
Guardian
Executive lead for
FTSUG and FTSUG

Produce article for Chinwag to promote positive messages

Ensuring staff have support to raise
concerns
Learning from concerns raised

Review options for cover when FTSUG not available
Development of formal process to record the learning from
HR employee relations/Speak Up issues
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Executive lead for
FTSUG and FTSUG
Deputy Director of
Workforce/Senior HR
Business Partner

Timescale
From June 2018 six monthly
reports and presentation
provided
Complete
Managing for success
programme launched
Complete
June 2018
Complete
Lessons learned review takes
place. Reported quarterly to
Workforce committee.
June 2018 onwards
Complete
July 2018
Complete
September 2018
Event cancelled as unable to
find speakers to be rearranged
Articles for Chinwag provided
Options for contact outlined in
FTSU policy
Complete
Lessons learned review takes
place
August 2018

Agenda item 23/20f

Meeting of the Board of Directors
Thursday 25th June 2020

Subject / Title

Register of approvals under seal – 1st April 2019
– 31st March 2020

Author(s)

Louise Westcott, Company secretary

Presented by

N/A

Summary / purpose of paper

For the board of directors to note the register of
approvals under seal from 1st April 2019 – 31st
March 2020

Recommendation(s)

For the board to note

Background Papers

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

Risk Score
Link to:



Trust’s Strategic Direction



Corporate Objectives

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

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

Register of approvals under seal from 1st April 2019 to 31st March 2020
Progressive
No

Date

Document

144

5th April 2019

The Christie Pharmacy Ltd (borrower) and The Christie NHS
Foundation Trust (lender) Two million pound (£2m) term loan

3/19

Roger Spencer

Joanne Fitzpatrick

145

24th April 2019

The Christie NHS Foundation Trust and The Christie
Pharmacy Ltd, contract for the provision of pharmacy services
and the supply of drugs and other goods.

4/19

Roger Spencer

Joanne Fitzpatrick
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8th May 2019

Early closure of the Annie Alcock Will Trust. HSBC Trust Co
(UK) Ltd (1), Beryl Jean Oliver, The Christie NHS Foundation
Trust and Manchester University Hospitals Foundation Trust
(2)

5/19

Roger Spencer

Joanne Fitzpatrick
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29th May 2019

AMENDED – car park lease relating to land at Burnage Rugby
Football Club – supersedes Seal No 143

6/19

Roger Spencer

Joanne Fitzpatrick
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14th June 2019

Section 106 agreement between Manchester City council and
The Christie NHS Foundation Trust

7/19

Roger Spencer

Wendy Makin

149

25th July 2019

The Christie NHS Foundation Trust and The University of
Manchester – licenced to occupy part of the ground and first
floors of the Kay Kendall Labs.

8/19

Roger Spencer

Joanne Fitzpatrick

150

29th August 2019

Exclusive ATM site agreement between Cardtronics UK
Limited t/a Cashzone and The Christie NHS Foundation Trust

9/19

Roger Spencer

Joanne Fitzpatrick

151

10th October 2019

Lease between The Christie NHS Foundation Trust and
Wrightington Wigan & Leigh NHS FT for the land at Royal
Albert Edward Information for the fixed PET CT unit supplied

10/19

Roger Spencer

Joanne Fitzpatrick
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Sealing
committee
minute no.

Attested by

Progressive
No

Date

Document

Sealing
committee
minute no.

Attested by

by Alliance Medical Ltd.
Underlease between The Christie and Alliance Medical Ltd for
the land at Royal Albert Edward Infirmary for the fixed PET CT
unit.
152

7th November 2019

Extension to lease – Veolia Energy & Utility Services UKPLC
and deed of variation to project agreement for provision of
energy management services

11/19

Joanne
Fitzpatrick

Roger Spencer

153

14th November 2019

IHP Stage 3 contract – Paterson Redevelopment Scheme
P22-0067

12/19

Roger Spencer

Joanne Fitzpatrick

154

13th February 2020

The Christie NHS Foundation Trust & The University of
Manchester & Cancer Research UK – Development
Agreement relating to the redevelopment of the Paterson
building, Wilmslow Road, Manchester

01/20

Roger Spencer

Joanne Fitzpatrick
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