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Public meeting of the Board of Directors
Thursday 28th January 2021 at 12.45 pm
By virtual means
Present:

Agenda item 04/21c

Chair: Chris Outram (CO), Chairman
Prof Jane Maher (JM), Non-executive Director
Tarun Kapur (TK), Non-executive Director
Kathryn Riddle (KR), Non-executive Director
Robert Ainsworth (RA), Non-executive Director
Neil Large (NL), Non-executive Director
Prof Kieran Walshe (KW), Non-executive Director
Roger Spencer (RS), Chief Executive
Wendy Makin (WPM), Executive Medical Director
Bernie Delahoyde (BD), Chief Operating Officer
Eve Lightfoot (EL), Director of Workforce
Prof Chris Harrison (CJH), Executive Medical Director (strategy)
Sally Parkinson (SP), Interim Executive Director of Finance
Prof Janelle Yorke (JY), Executive Chief Nurse

In attendance:

Dr Pavan Najran, Consultant Radiologist
Rachael Bailey, Staff Governor, other clinical professionals
Janet Morley, Public Governor, Manchester
Sam Vickerman (SV), Public Governor, Tameside & Glossop
Colin Bamford, Public Governor, Trafford
Maurice Gubbins, Public Governor, Cheshire
Stuart Keen, Director of Capital & Estates
Neil Bayman, Consultant Clinical Oncologist

Minutes:

Louise Westcott (LW), Company Secretary

Clinical presentation: Interventional Radiology – changes to services during the Covid-19
pandemic - Dr Pavan Najran (PN), Consultant Radiologist
CO introduced Dr Najran. Interventional radiology treatments are done in emergency / palliative
patient’s and are a minimally invasive intervention for issues such as a blocked kidney or liver.
During covid the service have been getting a lot more patients.
PN noted that they have expanded the team and now have 5 nurses. They have an extra
interventional suite and have 5 consultants plus a locum who has recently been appointed. Lots of
patients come with liver issues and the interventional radiologists deliver radioactive treatment
direct to the liver. We are now offering a one day service for the entire procedure which reduces
bed stay and exposure to the hospital in this period. We are providing cancer care to patients
across the country and get patients from beyond Manchester.
PN described a fatigue element during covid, colleagues have really felt the pressure but there is
so much good will and patients have continued to be seen.
PN took the meeting through a brief video tour of the interventional suite and showed both rooms
and the equipment that is used for the procedures.
The team deal with a huge variety of tumours and cancers with a variety of practitioners including
radiographers, nurses and doctors.
PN outlined the main differences in day to day practice during the pandemic. Any aerosol
generated procedures mean use of full PPE and the gaps in between patients has increased
because of the need for decontamination. In order to avoid delays as a result of this the team now
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use both rooms simultaneously. Procedures have been truncated into one day procedures where
they were previously done over 2 weeks. This is the case for SIRT and the approach has been
taken on by other centres also. We are a centre of excellence for this treatment. PN also outlined
the negatives in terms of workload & pressure. There has been a mental & physical impact on
staff. He described that there has also been lots of good will from staff.
PN described some of the patients in their care. This includes patients at the end of life that require
procedures to improve their quality of life and those who come for procedures as treatment. These
are often cancers of the liver and also cancers of the urinary tract / kidney where the team put
drains in the kidney, this can be lifesaving. They also see patients with cancers of the biliary tract,
blockages of the liver, stomach or oesophagus. Patients with sepsis or an acute bleed are also
treated, often in the liver of pelvis and these are treated very quickly and often feel well very quickly
after treatment.
CO thanked PN and his colleagues for all their superb work and commitment.
CO welcomed everyone to the meeting and explained that during this period the priority is dealing
with the covid emergency. We have received a letter from NHSEI to tell us to reduce the burden on
teams by keeping board meetings to a minimum. We therefore have a reduced approach to the
meeting and will deal with the business in a slightly more streamlined way.
It has been agreed that the NEDs will have a separate meeting to discuss the Workforce report in
more detail should they wish and NEDs will have this opportunity to meet EL and Workforce
colleagues.
Item

Action

01/21 Standard business
a Apologies
None received
b Declarations of Interest
None received
c Minutes of the previous meeting – 26th November 2020
Accepted with no changes
d Action plan rolling programme, action log & matters arising
All items from the rolling programme are noted as on the agenda, no actions
noted
02/21 Reports
a Chief executive’s report
RS updated on the current SITREP. The system is in the most stressed
position it has ever seen. The role of the Christie is to continue to provide
cancer services and play our part in the system with mutual aid so others can
continue to provide acute and covid services. We are looking after all of our
patients on treatment and with acute problems. We therefore do get patients
who are impacted by covid. We have maximum biosecurity measures on site to
enable us to deliver our standard treatment. Unlike in the first wave there has
been a national directive to prioritise treatment for covid patients as well as
cancer patients.
In our GM system super surge plans means an increase in critical care and
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general & acute care beds. In terms of critical care, normally there are about
160 beds available, currently there are around 300 critical care beds in GM. All
elective & planned patients have been stepped down.
We are providing care for acutely ill cancer patients and in addition we are
providing additional surgical capacity so that surgical procedures for cancer
patients in other hospitals can be treated by us where they are unable to do so.
The Nightingale Hospital is for patients being stepped down from acute care
and there are 75 beds available there.
For both radiotherapy & surgery our staff resource is the rate limiting factor.
We’ve had an increased absence because of covid and currently about 130
staff are off work. This is a relatively reducing number. We have had up to
about 175 staff off at any one time. Notwithstanding this we continue to deliver
all required treatments.
Our biosecurity measures mean that we test all staff regularly.
RS updated on the vaccination campaign for staff where 3485 staff have
received their 1st dose. This will hopefully reduce the number of staff that are
off and represents at least 82% of frontline staff. It may be more than this as
the numbers are currently being validated.
CH updated on the Cancer Hub arrangements. He noted that we’re at the
height of the pressure at the moment. We attend daily Gold Command
meetings. The surgical cancer patient system capacity is very limited at the
moment because of staff and critical care availability. The system has been
agreed that each hospital in GM have set up a system for monitoring patients
waiting for surgery on a frequent basis to make sure they are put forward for
their surgery at The Christie. These are patients that require surgery within 28
days. Capacity for these patients is now limited and the discussion is around
how the system makes sure all patients defined as priority 2 (P2) whether they
are neuro, vascular, orthopaedic etc, as well as cancer, are prioritised. The
cancer patients that can’t be operated on locally are assessed by a clinical
panel and then those suitable are brought to The Christie. We’ve made
arrangements to take extra patients safely and to operate over 7 days. We see
in the region of an extra 20 to 30 patients per week. The system is trying to
ensure that the highest priority patients do get their operations as soon as
possible. The big problem is that the priority 3 (P3) patients will progress and
become more urgent. This increases the pressure all the time. We are storing
up a big issue for the future that is being discussed at this point. We are doing
everything we can to address this.
CO noted how flexible and cooperative the Christie staff have been and
thanked them for that. CO invited questions.
RA asked if anyone will fall outside of the prioritisation and not get their
surgery. CH noted that all priority 1 (P1) patients, acute emergencies, are
being operated on. We currently have the capacity for all P2 cancer patients
but there will be longer waits for other P2 patients.
Radiotherapy & Chemotherapy patients are not waiting longer because of
some of the changes we have made. One of the impacts in the reduction in
surgery is fewer patients flowing into the non-surgical treatments. WM noted
that some patients who miss out on surgery may be referred for radiotherapy &
systemic therapy. The challenge is how we accommodate other patients who
previously had surgery elsewhere. This doesn’t compromise other treatments
that we give to patients.
RS added that on a daily basis the GM system is looking at whether it will
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escalate into a full major incident. Even if we move into this status it wouldn’t
signify anything other than a continuation of the pressures described.
Colleagues have gone above & beyond to respond and to carry on delivering
services in this huge challenge. We have done incredibly well to ensure we are
continuing to deliver services. We are delivering incredibly well comparatively
in continuing to provide treatments.
b Integrated performance, quality & finance report
BD presented the month 9 report and noted the executive summary.
Safe
• There were no serious incidents or never events in month, 7 moderate
incidents still progressing through to full root cause analysis. A new
corporate risk score of 20 has been added to the risk register relating a
financial risk due to suggested changes to NHS payment methods and
system approach to distribution of capital spend 2021/22.
Responsive
• Meeting the cancer waiting time standards has been challenging, this
month we achieved 73.4% against the 62 day standard and 80.7% against
the 24 day standard. This is mainly due to delays in receiving referrals.
• Referrals are beginning to recover but are still below 19/20 outturn.
• Activity in some aspect is beginning to recover in line with the phase 3
plans. New attendances are behind plan in line with the lower rates of
referrals, outpatient follow ups are above plan. Surgical operations and
radiotherapy fractions remain behind plan.
Effective
• There have been no cases of MRSA bacteraemia and 1 C-Difficile
attributable to the trust but with no lapses in care. We have noted a slight
increase in other infections felt to be seasonal and some related to the
changes implemented due to COVID-19 such as the use of hand gel as
opposed to hand washing. This is in line with national statistics.
• We had 1 nosocomial outbreak of Covid-19 in month on the surgical unit.
Regular testing of asymptomatic staff and patients continues
Well – Led
• Finance – The trust has an improved financial position at the end of month
9, delivering a surplus of £2,096K
• The Trust’s year end forecast has been reviewed a from a deficit of
£1.472m to a surplus of £4.0m
• The cash balance is £151,704K
• Capital spend is underspent at month 9 by £4.8m we are working with the
GM wide system to manage the current capital underspends.
CO noted that cancer waiting times have been examined at the Quality
Assurance Committee. BD noted that we still make sure we see our patients as
quickly as possible and that there are no delays with radiotherapy or
chemotherapy. There are delays for surgery due to additional requirements.
The waiting list is manageable.
RA asked about cancelled operations. BD noted that there was an outbreak in
surgery in December so patients had to be cancelled and moved to January.
Admissions were stopped to the surgical ward in that time.
NL asked about the covid infections and the outbreak. He asked for the detail
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BD/JY

to come to board around the Infection Prevention & Control BAF.
NL noted finances are looking excellent. The concern is the underlying
position. Board must be sighted on the underlying position to allow decision
making on future business cases. Planning information is being prepared and
will be presented to Board.
CO noted the uncertainty with finances. CO also thanked the executives and
their teams for their hard work throughout this period.
c Revenue business cases approved under delegated authority
The Board noted the paper relating to the impact of the revised SFI’s.
d Workforce report
CO noted the great information in the report and that a group of NEDs will meet
with EL and her team to get further detail outside of this meeting.
EL introduced the quarterly report which provides the Board with an update on
The Christie People Plan, the Trust’s workforce Covid 19 response and other
key strategic developments.
EL drew attention to a review undertaken by the Workforce Committee in
November of the overall Trust Workforce risk. Prior to the review the risk score
was 16 for Trust wide staffing gaps. A data review indicated there has been a
reduction in key workforce gaps in our key areas such as nursing, radiotherapy
and junior doctors. We are now over established with our nursing
numbers. Turnover has improved from 13.01% to 11.42% across all staff
groups over the last 12 months. As a result of this the workforce committee
agreed to reduce the risk score to 12.
We have been working with Timewise on an accreditation programme to
develop flexible working solutions to help us attract and retain staff. In
December we learned that we have become a Timewise accredited Trust. We
will continue progressing our plans through the Workforce committee and
Timewise are using us as a case study to share with other Trusts.
EL noted the section relating to our plans to review and embed the Christie
values. These have become confused as we developed principles and
behaviours and the Christie Commitment. The aim is to have one clear set that
are clear and memorable and are embedded thoroughly in everything we do.
We have received data through the model hospital from a new tool developed
around culture and engagement. The number of FTSU cases per 1000 WTE
are the same as the peer group median however our bullying & harassment
cases over a 12 month rolling average are higher. Patient safety issues are
lower. EL stressed that we have very small numbers of cases but the low
denominator results in the percentages looking significant. Over the last 3
months we have had two bullying and harassment cases and no new cases
opened. Our staff are raising concerns through the FTSU Guardian which is
positive.
EL noted the section on Employee Health and Wellbeing. The section provides
information on the latest offers of support we have introduced. EL noted that in
line with the requirements of the NHS People Plan to implement a wellbeing
guardian it has been agreed that TK will be the wellbeing guardian for the
Christie. The role is a board level assurance role that supports the board in
ensuring the health & wellbeing of our staff. We are currently finalising a role
description and how we integrate this into our existing wellbeing plans and
governance framework.
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TK noted that he is very pleased to take this on, and that he would like to come
and report to the Board at a future meeting.
CO noted that we must deal with bullying reports, she stressed our
commitment to dealing with such issues.
SV asked about mental wellbeing and how we support staff. EL responded that
we offer counselling, are working with external agencies to support staff and
are looking at how we support staff in the long term through the NHS resilience
hub.
JM noted the sustained work being done and noted its worth looking at what
charities have around support for healthcare professionals e.g. Macmillan.
CO thanked EL for the reports.
03/21 Board assurance
a Board assurance framework 2020/21
RS noted the updated BAF and the updated risk scores. No changes were
suggested.
b Quality Assurance Committee report
KW noted the content of the meeting and invited questions. No questions were
asked.

7

Agenda item 04/21d

Meeting of the Board of Directors - 2021
Action plan rolling programme after January 2021 meeting
Month

From Agenda No

Issue

Responsible Director

March 2021

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

Corporate planning (corporate objectives / BAF 2020/21)
Letter of representation & independence
Register of directors interests
Integrated performance report
Declaration of independence (non-executive directors
only)
Responsible Officer report
Annual reporting cycle
Six monthly compliance with NICE safe staffing guidelines

Executive directors
Chair
Chair
COO
Chair

Annual reporting cycle
Annual reporting cycle

May 2021

Approve next year's BAF / note delay in planning
Directors to sign
Report for approval
Monthly report
For completion by NEDs

IEMD
Chair
CN&EDoQ

Medical Appraisal & Revalidation Annual report
Approve
Review

COO
CN&EDoQ
CEO
DoR

Monthly report
Declaration / approval
April 2020 to March 2021
Review

CEO
CEO
Chairman
DoW
EDoF
FTSUG

Review 2020/21 progress
Approve
Undertake survey
Quarterly review
Approve
Quarterly update

Annual reporting cycle

Integrated performance report
Annual compliance with the CQC requirements
Register of matters approved by the board
Medical directors report - Research update (key issues,
progress against objectives and future plans)
Annual Corporate Objectives
Modern Slavery Act update
Board effectiveness review
Workforce update
Operational and Planning update 2021/22
Freedom to speak up Guardian report

Annual reporting cycle
Annual reporting cycle

Integrated performance report
Annual reports from audit & quality assurance committees

COO
Committee chairs

Annual reporting cycle

Annual report, financial statements and quality accounts
(incl Annual governance statement / Statement on code of
)
Self certification
declarations

EDoF&BD

Approve

EDoF&BD
DoSoO

To approve the declarations
Review

Annual reporting cycle
April 2021

Action

Monitor provider licence
Annual reporting cycle

Medical directors report - Education update
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Monthly report
Assurance

To Agenda no
06/21c
06/21a(i)
06/21a(ii)
05/21b
06/21a(iv)
05/21g
06/21b
05/21d

Month

From Agenda No
Annual reporting cycle

June 2021

Issue

Responsible Director

Integrated performance report
Workforce update
Digital update
Annual sustainability report (from November)
Emergency Preparedness, Resilience and Response
(EPRR) annual report 2019-20

COO
DoW
CIO/CCIO/CCIO
(nursing)
DoC&E
COO

Action

To Agenda no

Monthly report
Quarterly review
Progress report
Update
For approval

July 2021 - no meeting

Integrated performance & quality report and finance report

COO

Monthly report

by email

August 2021 - no meeting

Integrated performance & quality report and finance report

COO

Monthly report

by email

Annual reporting cycle
Sepember 2021

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

October 2021

Integrated performance report
Compliance with NICE Safe Staffing Guidelines
Risk Management strategy
Emergency Preparedness, Resilience and Response
assurance process
Corporate objectives & board assurance framework
Executive medical directors report - Research review (key
issues, progress against objectives and future plans)
Freedom to speak up guardian
Digital update

Annual reporting cycle
Annual reporting cycle
November 2021

January 2021
February 2021 - no meeting

Annual reporting cycle

CEO
DoR
FTSUG
CIO/CCIO/CCIO
(nursing)

Integrated performance report
Executive medical directors report - Education review (key
issues, progress against objectives and future plans)
Digital update
Annual sustainability report

December 2021 - no meeting

COO
CN&EDoQ
CN&EDoQ
COO

COO
DoSoO

EDoF&BD

Monthly report
Six month review
Annual review
Approval of compliance status
Interim review
Six month review
Annual report
Progress report
Monthly report
Six month review

Update

Integrated performance & quality report and finance report

COO

Monthly report

Integrated performance report
Workforce update

COO
DoW

Monthly report
Quarterly review

Integrated performance & quality report and finance report

COO

Monthly report
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By email

By email

Agenda item: 01/21d

Action log following the board of directors meetings held on
Thursday 28th January 2021

No.
1

2

Agenda

Action

02/21b

Infection Prevention & Control BAF to come to
Board

02/21b

Board to be sighted on the underlying financial
position. Planning information to be presented to
Board.

By who

Progress

Board review

BD/JY

Complete

March Board

SP

10

Complete
Planning information to follow
once received.

Report to Board session 11th
March

Agenda item 05/21a
Meeting of the Board of Directors
Thursday 25th March 2021

Subject / Title

Chief executive

Author(s)

Chief executive

Presented by

Roger Spencer

Summary / purpose of paper

To keep the board of directors updated on key
external developments & relationships

Recommendation(s)

The board is asked to note the contents of the paper

Background Papers

n/a

Risk Score

n/a

Link to:

Achievement of corporate plan and objectives



Trust’s Strategic Direction



Corporate Objectives

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

GM

Greater Manchester

NHSEI

NHS England Improvement

BAME

Black Asian & minority ethnic

CCU

Critical Care Unit
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Agenda item 05/21a
Meeting of the Board of Directors
Thursday 25th March 2021
Chief executive’s report
1.

Situation report
The Christie is at trust escalation Level 1 – business as usual, subject to COVID
adjustments. We continue to provide all cancer care and treatment for our patients,
including those who have been affected by COVID. We also provide some additional
treatment for patients who may usually have received their cancer care in other
hospitals across our network. Whilst we have plans in place to maintain services
should a further wave of COVID infection take place, we are developing plans that will
continue to support the sustained delivery of our services going forward as well as
supporting the full recovery of cancer service across other care providers in our
Greater Manchester system.
The table below summarises the position on the 18th March at the Trust with Covid
cases and staff absence as well as service readiness.

2.

NHSI Review
The NHSEI Rapid Review which commenced in November 2020 is progressing and we
continue to provide any information required to the investigating team. It is anticipated
that the review will report in Spring 2021.

3.

Medical Director
At the end of April 2021 our Executive Medical Director and Responsible Officer,
Dr Wendy Makin is retiring from the Trust. Wendy has been working at The Christie
since 1988 and has been the Executive Medical Director since November 2016. Prior
to her appointment to the Board Wendy was the Deputy Medical Director and a
Palliative Care Consultant. Wendy’s leadership has been invaluable to the
organisation and she will be greatly missed. On behalf of the Board of Directors, I
thank Wendy for her dedicated service to The Christie and wish her a long and happy
retirement.
From May – October 2021 Wendy’s Medical Director accountabilities will be held by
Professor Harrison with dedicated additional support from Associate Medical Directors
– Dr Dan Saunders, Dr Neil Bayman and Professor Adrian Bloor. These interim
arrangements will provide the capacity for updating our Medical Director and medical
leadership roles together with a comprehensive recruitment process.
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4.

R&I Director
Interviews for the role of Director of Research were conducted on Friday 19th March.
The process has been managed by an external independent search agency. There
were 2 candidates interviewed and the results will be reported to the Board of Directors
in their meeting on 25th March.

5.

Staff Vaccination Programmes
Following on the success of the staff COVID vaccination programme which started on
5th January and provided 3455 of our frontline and support staff with dose 1 of the
Pfizer-BioNTech vaccine, we are now preparing to provide the second dose week
commencing 22nd March. In addition a number of our staff who were unable to receive
the vaccine in January have been supported through our colleagues at Manchester
Foundation Trust to access the vaccine at one of their hospital hubs.
There has been a national focus on supporting those staff that may be experiencing
racial inequalities to ensure equity of access to the vaccine. To this end we have
engaged with our colleagues within the Equality, Diversity and Inclusion network to
help us understand the reticence staff may have towards receiving the vaccine and to
provide one to one advice and support where requested. To date 76% of our staff in
minoritised group have been vaccinated and 87% of our total frontline workforce.
At the end of February we closed the annual staff flu vaccination programme for
2020/21 with a record 87% of our frontline staff receiving the vaccination, with a peak
of 90% in December. The variation is due to movement with new starters and leavers.
Planning is already underway for the 2021/22 programme. It will continue to provide
staff access to both the COVID vaccination, including any boosters that may be
required, and the flu vaccination on site.

6.

National Black, Asian and Minority Ethnic (BAME) Health and Care Awards
Two of our ward sisters Rosie Taylor and Shellon Jarvis, have been shortlisted for the
National BAME Health & Care Awards 2021 – Nurse of the Year. They were
nominated together as a single entry.
The Awards recognise and celebrates the achievements of black, Asian and minority
ethnic (BAME) staff and allies from across the health and care fields in making
significant improvements in career development support for BAME staff.
Further information can be found at https://bamehscawards.org/

7.

Respect Grand Round
As part of the work to promote respectful behaviours a Respect Campaign Grand
Round was held on 12th February. Hosted by a panel of executive and HR colleagues
and our Freedom to Speak Up Guardian, all staff were encouraged to attend.
A number of topics were discussed including:
• The importance of Respect in the workplace and how to engage with the campaign
• How Freedom to Speak Up and Respect go hand in hand
• The Respect Campaign resources and how to use them
• The Respect Campaign Workshops
The session can be viewed at The-importance-of-respect-in-the-workplace-and-howto-engage-with-the-respect-campaign

8.

NHS Staff Survey 2020
Feedback from 1500 of our staff through the annual NHS Staff Survey 2020 results
were published on 11th March. A benchmarking summary of thematic scores in
comparison with other organisations in the ‘Acute Specialist Trusts’ shows:
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•
•
•

The Trust scores higher than average in six themes (equality, diversity and
inclusion, morale, safe environment – bullying and harassment, safe environment –
violence, safety culture and staff engagement).
The Trust scores equal to the benchmarking group in three themes (health &
wellbeing, immediate managers and team working).
The Trust’s Quality of care theme is lower than the benchmarking group average.

The detailed survey results are being shared across The Christie including divisional
results breakdowns and an action planning template so that we can focus on areas
where our staff tell us that further improvements can be made.
The report can be found at NHS staff survey results benchmarking organisation
overview 2020
9.

NHS People Pulse
In addition to our annual staff survey NHS People Pulse is a national online survey
which provides a temperature check of how staff are feeling in that particular month.
100 staff took part in the February wave. The feedback shows that the top four items
of practical support wanted by staff were greater flexibility to their working patterns/
schedules (33% of respondents), more virtual check-ins/ greater team connection
(33%), details about any wellbeing/ mental health services (24%) and more updates on
changing operations/ ways of working (23%). Actions have been recommended for
further improvements. The March wave was launched for staff responses on 11th
March.

10.

Greater Manchester Developments
The Greater Manchester Health & Social Care Partnership bulletin and GM
Stakeholder Briefing are attached

11.

Integrated Care System Development
The publication of the white paper - Integration and innovation: working together to
improve health and social care for all has provided the blueprint for future health care
delivery focussed on the system. The Christie is working with national policy
developers and GM provider collaborative on embedding the value of specialist trusts
into our system to accelerate the integration of cancer services. The move to
integrated care systems, and increased collaboration between providers builds on the
pandemic response and embeds learning for a sustainable recovery.

12.

Estate Developments
Paterson Redevelopment
Site works are progressing well with the casting of the supporting columns and floors
continuing. The contractor is currently preparing to start casting the third floor slab.
The third and last tower crane has also been erected. The building works are currently
programmed to complete in December 2022. Design development and engagement
with the user groups continues.
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The Christie at Macclesfield Cancer Centre
Work continues on site with very good progress being made on the concrete frame
which is almost complete. Internally, work has started on the internal partitions and
mechanical and electrical services. The works remain on programme to complete in
December 2021.

4 Bed CAR-T Ward
Works commenced in November 2020 and are continuing however, there has been
some delays relating to the delivery of some large materials and completion is currently
forecast for late April 2021.
Tiered Car-Park
We have appointed Vinci Construction UK Limited as the main contractor with the
works commencing on the 19th March, 2021 with the new car park being available
December 2021. The construction significantly reduces the number of staff parking
spaces with the interim parking arrangements communicated via individual e-mail.
Replacement of Energy Centre
We have appointed Vital Energi Limited as the main contractor and a further update
will follow. This scheme replaces existing facilities and includes an additional chimney.
We continue to progress a programme of repair and improvement works across the
estate, to be completed by the end of March 2021. These include minor improvements
in Wards and CCU, the replacement of a lift (to complete June 2021), damp proofing at
Candleford and the removal of an obsolete nitrogen storage tank.
More information about our new developments can be found
at: http://christie.nhs.uk/about-us/our-future/our-developments/
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Greater Manchester's health and care news: March 2021
The number of people vaccinated against coronavirus continues to rise
The Covid-19 vaccination programme has continued to make
impressive progress and more than 937,000 people in the city
region have received at least one dose of the vaccine.
This includes more than 90% of our residents aged over 70, 85%
of people aged 65-69 and more than 81% of our health and social
care workers who work face-to-face with other people.
The vaccine means that fewer people will get Covid-19 and those
who do are less likely to become seriously unwell, go to hospital,
or die.
Getting vaccinated not only protects the person receiving the jab, but also their family, friends, and
anyone else they may come into contact with.
The groups of people eligible for the vaccine continues to expand. The order of priority is based on
advice from the Joint Committee on Vaccination and Immunisation.
The aim is to have offered all adults in England a first dose of the vaccine by the end of July.
If you’ve not already been vaccinated, you will be contacted when it is your turn and asked to book an
appointment.
Please remember, if you have already received the vaccine it’s essential to still follow all the
government’s rules and guidelines.
“We owe women a huge debt of gratitude”: Greater Manchester marks International Women’s Day
International Women’s Day was marked in style on 8 March by health and care leaders across Greater
Manchester.
The day was a chance to celebrate the significant contribution that has been, and continues to be,
made by women across the city region in dealing with the coronavirus outbreak. Women make up
80% of our workforce and play a vital role in Greater Manchester’s health and care system.
Sarah Price, interim chief officer of Greater Manchester Health and
Social Care Partnership, said: “Representing over three quarters of
our workforce, our female colleagues across health and care have
worked tirelessly over the past year.
“They have managed so many unknowns over such a long period of
time, often moving to work in the areas that needed them most,
seeing colleagues fight the virus, at the same time as being regularly
at risk themselves. We owe them a huge debt of gratitude.”
Read more
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New Greater Manchester endoscopy unit
A new Greater Manchester endoscopy unit based at Fairfield General Hospital in Bury began treating its
first patients in January.
The twin-roomed unit will operate for six months initially from a temporary building set up on the Fairfield
General Hospital site.
The unit has been specially commissioned by Greater Manchester Health and Social Care Partnership to
support the delivery of endoscopy services following the pandemic disruption.
An endoscopy is a procedure where a medical instrument is used to look inside a patient’s body to
investigate symptoms and diagnose problems.
The unit is currently prioritising patients who most urgently need an endoscopy.
Read more

Actor-turned-radio presenter Gemma Atkinson asks everyone to think ‘111 first’
Local star Gemma Atkinson is helping spread the word about NHS 111 First –
a more convenient way for people to get the urgent care they need.
The Bury born actor and broadcaster is lending her support to our campaign
to encourage people to ‘think 111 First’ instead of heading straight to their
local emergency department.
Gemma has recorded a short film to explain the benefits of the service and
how to use it.
If you need urgent care, then NHS 111 can book you in to be seen quickly and
safely in A&E.
NHS 111 is also able to direct patients to, or book an appointment at, urgent treatment centres, GP
surgeries, pharmacies, emergency dental services and walk-in clinics.
You should still dial 999 if you have a life-threatening illness or injury.
Use NHS 111 either by visiting the website 111.nhs.uk or by calling 111
Read More
Be a Care Hero
Could you support your local community by caring for the most vulnerable?
Adult social care organisations across the whole North West urgently need people to help provide
essential care to those that need it most. We are looking for people who can provide direct care to
people in a care home or their own home. You don’t need any previous experience. We are looking for
kind, caring and compassionate people with good communication skills.
You could be recruited into any number of roles but primarily we
are looking for people to work as care assistants. Care assistants
mainly support older people or people with a disability to
complete everyday tasks that they struggle to do on their own.
For example, you could be helping to prepare meals, supporting
people to wash, get dressed or take their medication.
Working in adult social care can be challenging but is one of the most rewarding jobs around.
Find out more
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Looking after our mental wellbeing
The pandemic has been hard on all of us, though undoubtedly some people will have struggled more
than others.
Worries about work, our nearest and dearest, and the effects of social isolation have all taken their toll on
our collective mental health.
We should all be reaching out to friends and families during this period, especially
if they are living alone. Your support can make a real difference.
If you’re struggling please have a look at the mental health and wellbeing
resources in your area, including the Greater Manchester Bereavement Service.
You can also visit the Every Mind Matters website for tips and advice for dealing
with anxiety.
If you’d like to make sure you’ve got the confidence to talk to someone that might be really suffering, find
the time to take our free online suicide awareness training Learn to Save a Life.
Telling the story of healthcare in Greater Manchester during the pandemic
Over the last few weeks The Manchester Evening News has been reporting on the way our colleagues
have been dealing with the impact of coronavirus, how they have had to adapt, and how they have
coped with one of the most challenging periods of their professional lives.
The paper has produced some breath-taking journalism allowing the reader a glimpse of what it’s been
like in our hospitals over the last year.
If you have not seen the fantastic reporting you can find out what it’s been like at Fairfield General
Hospital, Rochdale Infirmary, Manchester Royal Infirmary, Royal Oldham Hospital over the last 12
months.
As well as the challenges faced and overcome in Wythenshawe Hospital’s Critical Care Unit, Royal
Bolton’s maternity ward and by the Northern Care Alliance’s bereavement team.
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Date: 18 March 2021
To:

Greater Manchester Stakeholders

From: Eamonn Boylan, GMCA Chief Executive and Chair of the Greater Manchester Strategic
Coordinating Group and Sarah Price, Interim Chief Officer Greater Manchester Health and Social
Care Partnership and Deputy Chair of the Greater Manchester Strategic Coordinating Group.
Email: Director of Communications, GMCA and GM Health and Social Care Partnership and GM
Communications Cell chair claire.norman@nhs.net
______________________________________________________________________________
OVERVIEW
This briefing is for Greater Manchester’s stakeholders. This is distributed following the GM COVID-19
Committee which is chaired by Mayor of Greater Manchester Andy Burnham.
SUMMARY
On 3 March, the Chancellor presented his Budget 2021 to Parliament, setting out further COVID-19
spending as well as a timeline for a phased withdrawal of COVID-19 related support.
On 22 February, the Government published its COVID-19 Response – Spring 2021 roadmap out of the
current national restrictions.
On 16 February, the Government announced a new group would be classified as clinically vulnerable
and sent a letter asking them to shield.
From 15 February further measures came into effect for those arriving in England from a country on
the travel ban list . You will now need to self-isolate in a quarantine hotel for at least 10 days and before
you travel, need to book and pay for your hotel room and 2 COVID-19 tests to take during your stay.
On 11 January, the Government published their plan for the vaccination programme.
HEALTH AND SOCIAL CARE DASHBOARD
The average 7-day rate of positive tests per 100,000 has started to increase slightly across Greater
Manchester, with the GM average now at 96.51.
The number of cases occupying beds continues to decline, both in HDU/ITU and non-HDU/ITU beds.
The number of care home residents with confirmed tests for or symptoms of COVID-19 remains stable,
currently standing at 1.8%2.

1
2

As of 12 March 2021
As of 16 March 2021
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Since the vaccination programme started, over 1 million people across Greater Manchester have
received the first dose of the vaccine.
Below we have included the information shared this week with the media at the Mayor’s weekly press
conference.
The 7-day rate of positive tests per 100,000 population.

Please note: The data is presented with a small-time lag - usually four days. This lag is built in to allow for potential delays in the recording and reporting of positive cases. After four
days, there is a greater degree of confidence in the stability and completeness of the data.

Age specific rates

2
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% of GM care home residents with confirmed COVID-19 or showing symptoms

Number of COVID-19 cases occupying hospital beds in GM
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Number of vaccinations carried out in Greater Manchester

Links to additional NHS COVID-19 related data can be found in the annex.
Vaccination Programme
Over 1 million (1,026,030) Greater Manchester residents have now received the first dose of the vaccine
through the Mass Vaccination Programme equating to 48% of the eligible population within Greater
Manchester. We also continue to make significant progress vaccinating all eligible JCVI Priority Groups
with the largest uptake in Groups 6, 7 & 8. The Committee recognised this significant milestone and the
incredible efforts of NHS staff and others, including volunteers, across GM and thanked them for the hard
work to get to this stage.
Priorities for March/April include the roll out of second doses including a comprehensive communications
campaign aimed at ensuring people are fully informed of the process and roll out of the vaccine to the
over 50’s cohort.
COVID-19 AstraZeneca Vaccine
The potential risk of the COVID-19 AstraZeneca Vaccine has been well documented in the media over
the past few days. The summary below provides an overview of the current MHRA position with further
supporting evidence from AstraZeneca with links to the full statements.
The MHRA statement is below:
Dr Phil Bryan, MHRA Vaccines Safety Lead said, “Vaccine safety is of paramount importance and we
continually monitor the safety of vaccines to ensure that the benefits outweigh any potential risks. It has
not been confirmed that the report of a blood clot, in Denmark, was caused by the COVID-19 Vaccine
AstraZeneca.
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The Danish, Norwegian and Icelandic authorities’ action to temporarily suspend use of the vaccine is
precautionary whilst they investigate. Blood clots can occur naturally and are not uncommon. More than
11 million doses of the COVID-19 Vaccine AstraZeneca vaccine have now been administered across the
UK.
Reports of blood clots received so far are not greater than the number that would have occurred naturally
in the vaccinated population. The safety of the public will always come first. We are keeping this issue
under close review but available evidence does not confirm that the vaccine is the cause. People should
still go and get their COVID-19 vaccine when asked to do so.”
In addition, the AstraZeneca statement provides additional detail including:
“A careful review of all available safety data of more than 17 million people vaccinated in the European
Union (EU) and UK with COVID-19 Vaccine AstraZeneca has shown no evidence of an increased risk of
pulmonary embolism, deep vein thrombosis (DVT) or thrombocytopenia, in any defined age group,
gender, batch or in any particular country.
So far across the EU and UK, there have been 15 events of DVT and 22 events of pulmonary embolism
reported among those given the vaccine, based on the number of cases the Company has received as
of 8 March. This is much lower than would be expected to occur naturally in a general population of this
size and is similar across other licensed COVID-19 vaccines.”
Personal Protective Equipment (PPE)
Overall, the position remains stable, both in the hospital and wider sectors, with sufficient stock levels for
the immediate future.
SOCIETY AND COMMUNITIES
Greater Manchester Fire and Rescue Service (GMFRS)
Business Continuity Management processes continue to be in operation and measures are in place to
mitigate the risk of COVID-19.
GMFRS support for contact tracing work across Greater Manchester is due to be stood down at the
request of GMHSCP. Further work is being carried out to support the ongoing Greater Manchester
response to the pandemic. Over the last few weeks GMFRS staff and volunteers have been supporting
at mass vaccination sites in Manchester, Bury and Wigan.
Firefighters, staff and retired members have also been supporting Manchester City Council in contacting
residents in North Manchester to make them aware of the surge testing that is taking place after the Kent
variant of COVID-19 was identified in parts of the city. Fire crews have also been attending popular parks
in Bury to give COVID-19 safety messaging to the public.
A number of GMFRS firefighters have also stepped forward to assist North West Ambulance Service
(NWAS) with driving ambulances if required.
The Service continues to share home fire safety messaging externally and to support the overall Greater
Manchester-wide COVID-19 compliance campaign across all its channels.
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North West Ambulance Service (NWAS)
NWAS have been experiencing a 50.86% decrease in NHS 111 demand, with 8,953 calls on the busiest
day 13th March (Saturday). The average daily calls for the week is 6,131.
In the past week NWAS have seen a 14.82% decrease in calls to 999, the highest daily number of calls
being 4,064 on the 12th March (Friday). Greater Manchester is experiencing the highest decrease with
19.56% fewer calls over the period. The average daily calls for the week is 3,810.
Greater Manchester is currently 40.71% of total call volumes. 108.7% EA cover weekdays, 110.2%
weekend, 101.6% EOC.
The Trust has moved to operations at Resource Escalation Action Plan (REAP) Level 2 and military aid
stops on 20th March.
Staff from NWAS will be giving evidence at the Arena Enquiry this week.
BUSINESS AND ECONOMY
The total GM claimant count in January 2021 decreased by 1.1% to 137,890, the lowest it has been since
May 2020, but still 63,130 higher than March 2020. 406,000 employees have been furloughed at some
point during the pandemic in GM, equivalent to 32% of eligible individuals. This is in line with national
trends.
Around 89,000 GM residents had claimed a second self-employment income support (SEISS) grant by
30th September 2020, equivalent to 73% of those eligible for the scheme. This compares to a 67% takeup across the UK as a whole. The number of people applying to SEISS has declined with each round in
GM as nationally. As in every round, the number of GM applications from the eligible population has been
higher than the national average (63% vs. 57%). The North West’s unemployment rate was relatively
unchanged in new data for the three months to December 2020 at 4.8%, but the region saw an increase
in people moving into economic inactivity (i.e. not working and not looking for work) compared to other
regions; 22.4% of the region’s 16-64 population are currently economically inactive.
The Good Employment Charter welcomed 4 new members last month: Rochdale Boroughwide Housing,
The Growth Company, Damar Training, and Ingeus. This brings the total number of members and
supporters to 137, covering over 200,000 employees across the city region.
The Growth Company has launched a guide setting out the key steps employers should take to enable
staff to self-isolate when required to do so, to stop the spread of coronavirus and help restart the
economy.
Government updates:
As part of the Budget 2021, the Office for Budget Responsibility (OBR) have predicted that real GDP will
return to its pre-pandemic peak 6 months earlier than previously anticipated - in the second quarter of
2022 - and unemployment is expected to peak at 6.5% rather than 7.5% as forecast in November.
The Chancellor announced that the £4bn of one-off “top-up grants” announced in January will be
supplemented with “restart grants” worth up to £6,000 per premises, with larger venues eligible for as
much as £18,000 each. There will also be an additional £425 million of discretionary business grant
funding for local authorities to distribute in addition to the Additional Restrictions Grant (ARG) monies
already received, on the condition that any council’s existing allocation has been fully spent. Final
6
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applications for non-discretionary closed, open and sector grants are due by 31st March. 100% business
rates relief will be extended from 1 April 2021 to 30 June 2021 for eligible properties, followed by 66%
business rates relief until the end of March 2022.
The coronavirus job retention scheme (CJRS) and the self-employment income support scheme (SEISS)
will be extended to September 2021. Employer contribution towards the cost of unworked hours will be
introduced to the CJRS from July at 10%, then at 20% in August and September. The SEISS has been
adjusted so that the level of support is dependent on the loss in trading income suffered, and the eligibility
criteria for the scheme has been extended to include the newly self-employed in 2019-20 who had
submitted a self-assessment return by 02 March 2021. Other groups such as company directors remain
excluded.
TRANSPORT
Network patronage and facemask compliance
During the 7-day period ending Sunday 14 March there were an estimated 37.2 million trips on the GM
transport network, an increase of around 0.47% from the previous week. This increase means that
journeys are at the highest levels seen during the current lockdown and are currently 28% below prepandemic levels.
In the week in which schools returned to in-person teaching, all public transport all modes saw an
increase in activity. The largest of these was seen on bus (c26%), with Metrolink patronage up by c13%
and footfall at Piccadilly Rail Station also up by c5.5%. Trips on Greater Manchester’s highways also
increased by around 3.4%, however cycling trips fell by c29.4%. Face covering compliance currently
stands at 90% on rail, 81% on Metrolink and 90% on bus.
Concessionary pass change
This week it was announced that Greater Manchester concessionary pass holders will not need to travel
to renew their tram and train add-on until late June at the earliest after the deadline for renewal was
extended by nearly three months. The extension is aimed at removing the need for more than 120,000
concessionary pass holders, whose £10 tram and train add-on is due to expire between February and
June, from making unnecessary journeys to renew it until Monday 21 June 2021 at the earliest.
The renewal deadline had initially been set at 31 March but has been extended further in line with the
government’s roadmap out of lockdown. The extension date will be kept under review alongside the
progress of the roadmap.
Greater Manchester bus reform
Greater Manchester will reach a key milestone in its commitment to bus reform later this month when
GMCA and the Mayor will consider whether to introduce bus franchising across the city-region. Papers
which set out the outcome of consultation and a recommendation to progress with bus franchising in
Greater Manchester were published last week for consideration by GMCA later this month.
This follows a public consultation process, with two consultation periods. The first consultation period, on
a proposed franchising scheme for the city-region’s buses, was between October 2019 and January
2020. Due to the potential impact of COVID-19 on the bus market, a further report was commissioned by
GMCA, with a second consultation period, looking at the impact of the pandemic on the proposals, held
between December 2020 and January 2021.
Earlier this week the Government also published its National Bus Strategy, which sets out the options
and opportunities for reforming the way in which bus services are provided across England.
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Annex
•

•

•

•
•
•

•

Daily hospital admissions and daily bed occupancy, showing the national and regional picture
every day, and includes breakdowns on the admissions, including cases from care homes and
the community and numbers of people in mechanical ventilation beds. (Daily admissions
file) https://www.england.nhs.uk/statistics/statistical-work-areas/covid-19-hospital-activity/
Every Thursday, up-to-date data on daily admissions by Trust and daily bed occupancy,
including mechanical ventilation beds. (weekly admissions
file) https://www.england.nhs.uk/statistics/statistical-work-areas/covid-19-hospitalactivity/
System level data around hospital admissions related to COVID-19 are produced and shared
with system comms and engagement leads on a weekly basis, along with a regularly updated
set of key messages, and used by ICS/ STP Comms and Engagement leads to respond to
relevant media enquiries and manage interviews and media bids appropriately.
Every day at 2pm, publication and press release of deaths in English
hospitals: https://www.england.nhs.uk/statistics/statistical-work-areas/covid-19-daily-deaths/
The government dashboard includes total number of patients in hospital in England and total
number of patients on ventilation: https://coronavirus.data.gov.uk/healthcare
Monthly performance statistics are published every month, including cancer, A&E waiting times
and admissions, and elective treatment starts. https://www.england.nhs.uk/statistics/statisticalwork-areas/
Bed occupancy statistics are also published every
quarter: https://www.england.nhs.uk/statistics/statistical-work-areas/bed-availability-andoccupancy/bed-data-overnight/
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EXECUTIVE SUMMARY
Introduction

• The Integrated Performance, Quality & Finance report presents a summary dashboard that provides an overview of performance.
Safe
• There were no serious incidents or never events in month, 6 moderate incidents still progressing through to full root cause analysis. There is 1 new corporate
risks in February, details of which can be found on slide 11.
Responsive
• Our performance against the cancer waiting time standards has improved significantly from January. This month we achieved 80.0% against the 62 day standard
and 84.9% against the 24 day standard.
• Referrals are beginning to recover but are still below the 19/20 outturn.
• Activity in some aspects is beginning to recover in line with the phase 3 plans. New attendances are behind plan in line with the lower rates of referrals, outpatient
follow ups are above plan. Surgical operations and radiotherapy fractions remain behind plan.
Effective
• There have been no cases of MRSA bacteraemia. There have been 3 C-Difficile cases attributable to the trust in month and 33 attributable cases YTD with no
lapses in care identified.
• There have been 15 cases of Covid-19 in month, ward 12 declared an outbreak on 1/2/21 and ward 11 declared an outbreak on 4/2/21, details of which can be
found on slide 24.
Well – Led
• Finance – The trust has an improved financial position at the end of month 11, delivering a (CT) surplus of £3.53m
• The Trust’s year end forecast has been reviewed a from a deficit of £1.472m to a surplus of £3.681m
• The cash balance is £171.235m
• Capital spend is underspent at month 11 by £12.7m we are working with the GM wide system to manage the current capital underspends.
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1. Safe

1.1 - Incident Reporting

The number of patient safety incidents has remained stable throughout the
height of the pandemic in line with reduced patient activity. The past 3 months
shows a small increase aligned to increased patient activity

The Trust is recognised by the Care Quality Commission as having a strong
incident reporting culture by demonstrating high levels of reporting and low
levels of harm.
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1. Safe

1.2 - Serious Incidents and Never Events

There have been no serious incidents reported in month.

Never Events – are defined are serious incidents that are wholly preventable
The last Never Event occurred in January 2020 which was the only incident in
the last 5 years.
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1. Safe

1.3 - Moderate Incidents

February 2021
Reference

Description

W59969

Outcome

Radiology images were zoomed in and out during acquisition. Image set
unusable as not consistent for dose planning.

Patient will need to be re-anesthetised. Progressing to full RCA investigation

W60093**

Enlarging lesion allowed retrospective identification of smaller lesion on 2016
scan.

Impact on patient unknown. Subject to complaint and progressing to full RCA
investigation

W60150/W60149

Patient safety concern regarding preparation of medications prior to radiology
procedures

No ongoing clinical impact to patient. Progressing to full RCA investigation

W60167

Lymphosintigraphy mapping scan was requested but patient not contacted.
Requires 24 hour notice, so an alternative procedure was provided.

Impact on patient unknown. Progressing to full RCA investigation

W60441

Incident raised by other NHS Trust.
Cytology samples received by neighbouring Trust for processing and reporting
by Cytology.
The sample site on the request form did not match with the sample site on the
Radiology report printed by Cytology staff.

Correct sample sites were confirmed with processing centre. No ongoing impact to
patients. Progressing to 72 hour review and feedback provided to the investigating
Trust

W60349

Paediatric patient received unintended exposure to radiation (not reportable to
IRMER)

No ongoing harm to patient. Progressing to full RCA investigation

*Not uploaded to NRLS until severity confirmed post investigation
** Missed the cut off date to report to NRLS in January 2021- will be uploaded May 2021

34

8

1. Safe

1.3 - Radiation Incidents

There have been 3 IRMER reportable incidents in February. All 3 incidents
have been classed as No Harm.

All incidents have been subject to full investigation and action plans. Learning
shared extensively.
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1. Safe

1.5 – Harm Free Care

Year to date total hospital acquired pressure ulcers = 20
There were 3 hospital acquired category 2 pressure ulcers in February.

Year to date total in-patient falls with harm = 19
There were 3 in-patient falls in February, all minor harm. No lapses in care
identified.
All falls resulting in harm are reviewed within 7 days using a screening tool. If
the screening tool dictates it will proceed to a full root cause analysis
investigation

36
All harms are discussed at Friday FoCUS (a multi-professional forum for shared learning)
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1. Safe

1.5 - Corporate Risks

14 corporate 15+ Risks
Top risk remains unchanged and 1 new risk
Description
Financial risk 2021/22
The level and mechanism for NHS income has not yet been
clarified for the 2021/22 financial year. The proposed
consultation document suggests a very different method of
payment (a move away from activity based payments) which
would have a significant impact on the Trust's ability to grow
and invest in services.
Trust-wide digital risk
Risk to Trust-wide digital disruption and strategic delivery due
to end of life, out of support computer room hardware and
significant capacity limitations, posing a risk of networked
infrastructure failure. Out of support systems risk long delays
and high costs restoring services. Timescale remaining to
enact change is a substantial challenge.

Score

Controls

20

The Trust has responded to the consultation document, expressing the need for
consideration of how the proposals apply to tertiary providers and growing disease
groups.
The Trust Chief Exec is part of the GM group considering how funding will be deployed
across GM and the impact the proposals may have on the Trust.
Annual planning has commenced with an assessment of the fixed costs (e.g. of the
current workforce) and a clinical perspective on the potential impact that Covid-19 has
and will have on the activity likely to be experienced in the 2021/22 financial year. This
will be used to assess the appropriateness of the cost base.

16
NEW

Business case progressed for the co-location of the data centre.
New services required should go 'cloud first' & 'Internet first' as per NHS Digital strategy.
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1. Safe

The standard for fill rate percentage is 90%.

1.7 – Safe Staffing
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2. Caring

2.1 – Patient Experience

Positive feedback received…..
"May I just say how lovely , friendly and efficient everyone is on your unit. Thank you again and I hope you all stay well “.

"The nurses on Ward 4 have just been fantastic. I particularly
want to give a huge shout out to Amy Beggs. She was just utterly
amazing - nothing was too much for her and she was not only
wonderful to mum but to also myself and my dad. Nothing was a
problem and she particularly worked very hard to make sure
mum was comfortable - that was a huge task as mum kept saying
she couldn’t get comfy! However, I would love the whole ward to
know how amazing they were. I will forever hold Christie’s in my
heart and particularly the love and support from ward 4"

“I feel very fortunate to be under the care of a capable team that
really have a personal touch. All the staff that have been responsible
for my care so far have all been kind, caring & they have all listened
and responded to my concerns. It’s not the best news knowing you
have cancer AND no cortisol but it’s made much better when there are
nice people looking after you. Thank you all very much for taking the
time to care. Especially Dr Kapoor. It makes a huge difference.”

"I do understand that all staff from receptionists to consultants are
well trained within mannerism towards all patients but I strongly feel
that Delyth McEntee (one of the nurses that works with Dr Lindsey) has
greatly surpassed her obligations which Christie expects from all the
staff. This lady does deserve the highest commendation which Christies
can award thank you.”

" I would just like to thank Dr Najran and Dr Mullan for my operation
last week. You gave me a great deal of confidence and as far as any
operation can be, I found the whole experience very interesting. I
thought the whole team were exceptional and should be grateful if
you would convey my thanks to them."
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3. Responsive

3.1 - Cancer Standards

62 Day / 31 Day / 18 Weeks
62 Days
62 Classic

Upgrades

Pts

Acc Num

Pts

Acc Num

(CaRP Rec)

Total Timeframe

185

62.5

88

34

FULL Christie Compliance

> 38 Days

<= 62 Days

21

21

9

9

FULL Christie Breach

<= 38 Days

> 62 Days

4

4

0

0

50% Shared Breach

> 38 Days

> 62 Days, Treat > 24 Days

17.0

8.5

8.0

4.0

50% Shared Compliance

<= 38 Days

<= 62 Days

58.0

29.0

42.0

21.0

FULL Referring Provider Breach

> 38 Days

> 62 Days, Treat <= 24 Days

85

85

29

29

TOTAL Compliances

79.0
21.0

50.0
12.5
80.0%

51.0

TOTAL Breaches

30.0
4.0
88.2%

62 Compliance

% Compliance

8.0

In February performance against the 62 day standard was 80.0%.

*All target positions are subject to validation and are correct as of the time of reporting
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3. Responsive

3.2 – Referrals Analysis
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3. Responsive

3.3 – Length of Stay

Overall and Non Elective length of stay has shown a reduction and consistent improvement trend over the past 6 months. The length of stay for
Elective and Transferred patients are both within control limits.
42
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3. Responsive

3.4 – Activity

Phase 3 recovery planning figures are based on a proportion of 2019 monthly totals. The percentages used are: (Sep 20 – 90% of Sep 19) (Oct 20 – 100% of Oct
19) (Nov 20 – 100% of Nov 19) (Dec 20 – 100% of Dec 19) (Jan 21 – 100% of Jan 20) (Feb 21 – 100% of Feb 20) (Mar 21 – 100% of Mar 20)
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3. Responsive

3.4 – Activity

Phase 3 recovery planning figures are based on a proportion of 2019 monthly totals. The percentages used are: (Sep 20 – 90% of Sep 19) (Oct 20 – 100% of Oct
19) (Nov 20 – 100% of Nov 19) (Dec 20 – 100% of Dec 19) (Jan 21 – 100% of Jan 20) (Feb 21 – 100% of Feb 20) (Mar 21 – 100% of Mar 20)
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3. Responsive

3.5 - Complaints/PALS

3 new complaints have been received in February 2021. The issues raised all
related to concerns about a patients care and treatment and communication
issues about appointments.
8 complaints were closed in February 2021. Only one of those complaints
were upheld and improvements in care identified.
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3. Responsive

3.5 - Complaints/PALS
50 PALS contacts have been received in February 2021.
50% of the contacts were in relation to a concern around care,
treatment or communication.
Examples of the concerns include:
•

Patient unable to get in touch with CNS in order to ask
questions about their treatment.

•

Patient not given correct self-isolation information resulting in a
delay in treatment.

•

Lack of communication following telephone consultation
resulting in medication not being requested and processed.

•

Letter not sent to GP regarding patients treatment.

•

Visiting restrictions due the pandemic.

There were no themes in relation to specific departments, teams
or professional groups.

Ombudsman Cases
Complainants have the right to refer their case to the Parliamentary and Health Service Ombudsman
(PHSO) if they are not satisfied it has been resolved by the Trust.
0 cases were referred to the PHSO in February 2021. 2 case remains under investigation.
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3. Responsive

3.6 - Inquests

We have received 3 requests for statements from Coroners. Coroner’s are now also regularly requesting sight of any Structured Case Note reviews to incorporate into
their investigation. No inquests were held in February.
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3. Responsive

3.7 - Claims

There are 21 open claims in total.
1 new Clinical Negligence Claim was received in February 2021 and is
currently under investigation to determine the Trust’s position on liability.
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4. Effective

4.1 - Healthcare Associated Infections

C-Difficile

There were 3 cases of C-Difficile in February that were deemed attributable to the Trust. There have been a total of 33 attributable cases YTD with no lapses in care
identified.
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

Other Infections

49
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4. Effective

4.2 – COVID 19 Outbreak

Ward 12

Ward 11

Increased incidence of positive patients and staff noted – outbreak declared 1/2/21
Outbreak protocol followed in collaboration with Public Health England

Increased incidence of positive patients and staff noted – outbreak
declared 4/2/21
Outbreak protocol followed in collaboration with Public Health England

Patient/Staff

Criteria

Patient/Staff

Comments

X2
Asymptomatic

Community
acquired

Tested negative day 1 & day 3 – positive day
7. Investigation revealed no explanation
?incubating on admission.

X5
Asymptomatic

X3
Asymptomatic

Hospital
acquired

Contacts of asymptomatic positive patients, 2
had also time spent at home before testing
positive on a readmission

X4 staff

X1
Symptomatic

Hospital
acquired

Nursed in side room throughout admission but
had contact with family who tested positive

Hospital
acquired

Complex history, multiple clinical reasons for
symptoms – tested positive day 32 – probable
asymptomatic staff transmission

X1
Symptomatic
X 6 Staff
Symptomatic/
Asymptomatic

(HO-iHA)

(1 HO-dHA, 2
HO-pHA)

(HO-dHA)

(HO-dHA)

Criteria
Hospital
acquired

(HO-dHA)

Comments
4 x probable asymptomatic staff transmission
1 x probable patient contact transmission
Identified on routine PCR testing at a time when
community prevalence high

Reflections on practice
•
•

Identified on routine/symptomatic PCR testing
at a time when community prevalence high

•
•
•
•
•

Outbreak Control Team enacted in a timely way with early multi-professional daily
meetings
Early lockdown of the wards and involvement from PHE – no issues identified/site
visit not required
Cohorting of positive patients on Ward 12 was the correct action to take to minimise
spread – no new transmissions occurred related to that decision
Outstanding support from deep cleaning team & catering team
Increased PCR testing to twice weekly
Introduced weekly testing for long stay patients, above national requirement
Outbreak before significant vaccination immunity likely

PHE Outbreak criteria
Two or more test-confirmed or clinically suspected cases of COVID-19 among individuals (for example patients, health care workers, other hospital staff and regular visitors, for
example volunteers and chaplains) associated with a specific setting (for example bay, ward or shared space), where at least one case (if a patient) has been identified as having illness
50
onset after 8 days of admission to hospital.
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4. Effective

4.2 – COVID-19 Testing

51
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4. Effective

4.3 - Mortality Indicators & Survival Rates

Survival Rates

CCU mortality rate

Inpatient Deaths – Onsite Deaths

52

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.
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4. Effective

4.4 - Quality Improvement & Clinical Audit

QICA programme – Quality Improvement and Clinical Audit
Including service evaluations and patient surveys
Reminders are sent mid-quarter which lead to increased number of
closed projects

53
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4. Effective

4.5 - NICE Guidance

Implementation of nationally agreed best practice
The trust has a risk based process with divisional support to assess
applicability and implement relevant guidance.
Guidance that is not resolved or on the risk register is monitored and
escalated if there are issues.

The trust aims to close guidance within 6 months of publication.
Guidance may be:
• compliant
• not applicable to the trust
• non or partially compliant with actions managed via the risk
register
Note: normal trust processes for NICE guidance were paused during
the Covid19 pandemic, affecting timescales
54
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4. Effective

4.6 - HR Metrics (Sickness)

The sickness rate excluding COVID for February is 2.42%
The sickness rate including COVID for February is 5.44%
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4. Effective

4.7 - HR Metrics (PDRs & Essential Training)

PDR Compliance for February is 77.2%
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Essential Training Compliance for February is 88.0%
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4. Effective

4.8 - Workforce Metrics

Total FTE & Total Headcount

Leavers

57
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5. Well-Led

5.1 - Finance (Executive Summary)
Exchequer Cash Balances 2020-21

YTD Actual
£'000
(262,869)
(696)
(664)
(6,345)
(4,100)
(44,753)
(319,426)
139,916
87,039
67,290
294,244
(25,182)
(3,255)
23,819
(4,618)
0
4,100
(3,011)
(3,530)

This report outlines the consolidated financial performance
of The Christie NHS Foundation Trust and its wholly owned
subsidiary The Christie Pharmacy Ltd.

£175,000
£150,000

£'000

NHS Clinical - Block Contract Income
NHS Clinical - Block Contract Income Deferral / (Accrual)
NHS Clinical - Top-Up Income
NHS Clinical Income
Charitably funded capital donations
Other non clinical income
Income
Pay
Drugs
Other non pay
Total expenditure
EBITDA
Non operating income
Non operating expenditure
(Surplus) / Deficit
Exclude impairments
Exclude charitably funded capital donations
Exclude donated depreciation
Adjusted financial performance (surplus) / deficit

£200,000

£125,000
Cash balances

£100,000
£75,000
£50,000
£25,000

Apr-20 May-20 Jun-20

Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21

I&E
• The Trust’s adjusted (CT) surplus at month 11 is £3.530m and reflects the new financial
arrangements in place for M7-12.
• In light of this improved financial position, the Trust’s year end forecast has been reviewed from
a planned deficit of £1.472m to a surplus of £3.681m .
• The month 11 EBITDA position is a surplus of £25.182m
• The month 11 I&E surplus is £4.618m, prior to adjusting for donated depreciation and charitably
funded capital donations.
Balance sheet / liquidity
• The cash balance is £171,235k.
• Debtor days remain at 9 days as the previous month.
• Capital expenditure is 76.8% of the NHSI revised plan.
Other
• The TCPC position for the 2 months period ending 28 February 2021 reports a distributable
profit of £1.902m. The Trust share of the 2021 TCPC distributable profit will be reflected in the
Trust financial performance based on the contractual arrangements of the TCPC .
• PSPP is at 98% for trade (30 days) and 97% NHS.
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5. Well-Led

5.2 - Finance (Income)
Block Payment v Run Rate
30,000

30,000

25,000

25,000
£'000

Activity v Run Rate

35,000

35,000
30,000
25,000

15,000

15,000

10,000

10,000

000

20,000

20,000

Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21

20,000
15,000

Operating Expenditure

10,000

Block payment

5,000
0

5,000

5,000
0

40,000

Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21
Expenditure £24,706 £24,403 £26,077 £26,546 £25,796 £27,805 £26,055 £27,678 £26,982 £31,703 £26,491

0

Activity

The Trust received total income of £319,426k, including £262,869k block
payment income up to 28th February 2021; operating expenditure for this
period equated to £294,244k.

31,421

29,673

32,902

35,018

32,051

35,900

36,700

36,664

36,853

35,371

35,372

The table above illustrates the total operating expenditure alongside total Trust
activity. The run rate of expenditure includes COVID-19 related revenue
spend.
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5. Well-Led

5.3 - Finance (Expenditure)

Run Rate

Agency Spend

35,000.00

120.00
30,000.00

100.00
25,000.00

80.00

20,000.00

£'000

£'000

60.00

15,000.00
Pay - Clinical

40.00

10,000.00
5,000.00

Non Covid

Pay - Agency
Non Pay - Drugs

-

-

-20.00

-5,000.00

-40.00
-60.00

Pay - Non Clinical
Pay - Other

Covid

20.00

Pay - Clinical

Non Pay - Other

(Avg)
M9-11
1920

Apr-20

May-20

Jun-20

Jul-20

Aug-20

Sep-20

Oct-20

Nov-20

Dec-20

Jan-21

Feb-21

7,565.50 7,834.22 7,994.25 8,196.86 8,023.32 8,012.59 8,354.19 8,022.70 8,021.02 8,149.83 8,248.36 8,138.43

Pay - Non Clinical 2,750.46 3,073.76 3,115.90 3,132.02 3,050.83 3,078.16 3,138.18 2,922.10 2,861.48 2,908.07 2,939.76 2,981.63

April

May

June

July

August

Sept

Oct

Nov

Dec

Jan

Feb

Covid

26.79

5.59

10.51

21.03

15.40

22.38

21.52

21.64

18.46

27.38

26.05

Non Covid

41.68

13.78

60.85

67.65

67.98

94.02

57.10

-49.36

49.07

86.88

72.17

Pay - Other
Pay - Agency

1,647.04 1,272.25 1,326.90 1,165.02 1,549.29 1,536.53 1,230.24 1,618.76 1,690.06 1,864.10 1,901.76 1,914.17
65.75

68.48

19.37

71.36

88.68

83.37

116.40

78.63

-27.72

67.53

114.26

98.22

Non Pay - Drugs

8,389.14 6,963.76 7,284.99 8,046.83 7,927.04 8,178.96 8,911.24 7,391.10 8,215.65 8,012.75 8,511.08 7,595.39

Non Pay - Other

6,977.67 5,493.98 4,661.71 5,465.36 5,907.23 4,906.84 6,055.16 6,022.13 6,917.30 5,979.45 9,987.91 5,762.89

The agency spend is £779k YTD with £217k costs related to COVID-19 (the
November negative figure is due to a correction).
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5. Well-Led

Capital Summary 2020-21

5.4 - Finance (Capital)

Total to
Feb-21 Mth 11

Apr-20

May-20

Jun-20

Jul-20

Aug-20

Sep-20

Oct-20

Nov-20

Dec-20

Jan-21

Total Capital Plan

5,208

3,089

1,633

3,372

3,505

2,831

2,244

8,035

8,662

8,470

7,548

54,597

Total Capital Spend in month (including COVID)

5,208

3,087

1,476

2,518

2,045

4,150

4,094

7,936

3,381

3,263

4,754

41,912

0

(2)

(157)

(854)

(1,460)

1,319

1,850

(99)

(5,281)

(5,207)

Variance on Capital

(2,794) (12,685)

The Trust is showing a Capital underspend at Month 11 of £12.7m, the Christie along with the GM wide system are currently working to manage the current capital
underspends.
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5. Well-Led

5.5 - Finance (COVID Revenue & Capital)
Covid-19 expenditure by category

As illustrated, the Trust has incurred increased
revenue spend of £7,731k incurred cumulatively to
month 11 as a direct result of Covid-19.

1,500

£'000

1,000
Expanding Workforce

500

Existing workforce additional shifts

0

Backfill for staff

-500

Apr-20 May-20 Jun-20
30

Expanding Workforce

Jul-20
-23

Aug-20 Sep-20
12

Oct-20 Nov-20 Dec-20
-

Jan-21
-

Feb-21 Mar-21
-

Remote working
Decontamination

Existing workforce additional shifts

450

788

742

620

449

614

131

177

89

148

83

PPE

Backfill for staff

56

43

56

-2

16

24

22

39

18

50

39

Remote working

305

207

214

118

153

202

131

101

86

100

96

COVID-19 virus testing

Decontamination

15

52

80

3

2

2

5

12

13

9

2

PPE

95

91

30

33

38

61

15

14

6

0

-

COVID-19 virus testing

3

11

17

12

39

9

12

20

23
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-4

Segregation of patient pathways

3

4

8

1

0

-

-

-

-

-

0

Enhanced ITU Capacity

Segregation of patient pathways
Support for stay at home models
Remote management of patients

-

-

-

-

-

-

-

-

-

-

Enhanced Patient Transport Services

Remote management of patients

2

2

3

9

2

-

2

2

3

-2

4

Staff Accommodation

Enhanced ITU Capacity

-2

7

33

-1

-

-

-

-

-

-

-

Enhanced Patient Transport Services

-

-

0

1

1

1

1

1

0

0

1

Internal & External communication

Staff Accommodation

-

4

-

24

-

48

-

-

-

-

-

Internal & External communication

-

-

-

-

-

-

1

-

-

-

-

136

61

23

8

27

66

17

40

8

4

7

Support for stay at home models

Other

Covid 19 capital expenditure

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

Actual

Actual

3

Actual

Actual

Actual

Actual

Actual

Actual

Actual

Other

Actual

Actual

Actual

Actual

2019-20

Apr-20

May-20

Jun-20

Jul-20

Aug-20

Sep-20

Oct-20

Nov-20

Dec-20

Jan-21

Feb-21

Total 202021

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£'000

£1,231

£2,703

£947

£14

£224

(£291)

£0

£0

£0

£0

£0

£0

£3,597

Total
COVID
Capital
Spend
£'000
£4,828

£18

£15

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£15

£33

£0

£268

£223

£59

£18

£4

£0

£45

£7

£2

£0

£0

£626

£626

£86
£104

£65
£348

£16
£239

£79
£138

£0
£18

£0
£4

£7
£7

£2
£47

£1
£8

£1
£3

£0
£0

£0
£0

£171
£812

£257
£916

£1,335

£3,051

£1,186

£152

£242

(£287)

£7

£47

£8

£3

£0

£0

£4,409

£5,744

The Trust had incurred £4,409k to month 11 on works
relating to Covid-19 and, cumulatively since
commencement, £5,744k on identified Covid capital
works up to 28th February 2021.
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Agenda item 05/21c
Meeting of the Board of Directors
Thursday 25th March 2021

Subject / Title

Reversion back to pre-pandemic Standing Financial
Instructions and Scheme of Delegation

Author(s)

Sally Parkinson, Deputy Director of Finance

Presented by

Joanne Fitzpatrick, Executive Director of Finance and
Business Development

Summary / purpose of paper

To propose a reversion back to the pre-pandemic Scheme
of Delegation following the reintroduction of the Trust’s
previous governance structures.

Recommendation(s)

The Board of Directors are asked to approve the proposed
changes to the Scheme of Delegation.

Background papers

08/20b Board of Directors’ Governance arrangements for
the period of the COVID-19 pandemic at The Christie

Risk score

N/A

Link to:

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

CEO

Chief Executive Officer

DoF

Director of Finance
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Agenda item 05/21c

Meeting of the Board of Directors
Thursday 25th March 2021
Revisions to the Scheme of Delegation
1.

Scheme of Delegation: Covid-19
At the start of the pandemic and in line with the national and regional command and control
incident management process, the Board of Directors approved changes to the Trust’s
scheme of delegation to enable urgent investment decision to be taken without the need to
go through the governance meetings of the Trust.
A summary of the revised approval arrangement for revenue business cases applicable
during this period is shown below:
Delegated to: ( Delegated to :
During COVIDoriginal )
19

Reference Documents Duties Delegated
SFI section 12.2
SFI section 12.2

Revenue Business Cases

Management
£200,001 up to £1,000,000 (excluding VAT) Board
Board of
Directors

SFI section 12.2

Over £1,000,000 (excluding VAT)

SFI section 12.2

Over £10,000,000 ( excluding VAT)

SFI section 12.2

Up to £50,000 (excluding VAT) in line with
FRG Terms of Reference

SFI section 12.2

Up to £50,000 (excluding VAT) outside of
FRG Terms of Reference

SFI section 12.2

Capital and
Between £50,001 and £200,000 (excluding Workforce
VAT)
Planning Group

Financial Review
Group (FRG)

CEO and DoF
up to £10m

Board of
Directors by
written resolution

Capital and
Workforce
DoF & DDoF
Planning Group

These revised approval arrangements were reviewed by the Board at its meeting on
26th November 2020. Changes were made to apply the delegated authority to the CEO
and the DoF to tender awards only; business cases over £1m would need to be
presented and considered by the Board as previously.
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As such, there have been have been no approvals of any revenue business cases
approved under delegated authority since the last update (January 2021).
The Board will recall that two significant business cases for the new Energy Centre and
Tiered Car Park were considered by the Board at the January meeting.

2. Scheme of Delegation in place for the 2021/22 financial year (from 01/04/21)
Following a review of the Trust’s governance meetings and a move back to the prepandemic arrangements (e.g. reintroduction of the Capital and Workforce Planning
Group), it is proposed that the Scheme of Delegation is reverted back to the previous
arrangements as below:
Reference
Documents
SFI section 12.2
SFI section 12.2
SFI section 12.2
SFI section 12.2
SFI section 12.2

Duties Delegated

Delegated to:

Business Cases
£200,001 up to £1,000,000 (excluding VAT)
Over £1,000,000 (excluding VAT)
Over £10,000,000 ( excluding VAT)
Up to £50,000 (excluding VAT)

SFI section 12.2 Between £50,001 and £200,000 (excluding
VAT)

Management board
Board of Directors
Board of Directors
Capital and Workforce Planning
Group (CWPG)
Capital and Workforce Planning
Group (CWPG)

3. Update on approvals under the revised scheme of delegation
There have been no approvals of any revenue business cases approved under
delegated authority by the CEO and the Director of Finance to manage non-Covid high
risk issues since the last update (January 2021).
4.

Recommendation
The Board of Directors are asked to:
Approve the proposed changes to the Scheme of Delegation
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Agenda Item 05/21d
Meeting of the Board of Directors
Thursday 25th March 2021
Subject/Title

Six Monthly Compliance with NICE Safe Staffing Guidelines

Report of

Janelle Yorke – Chief Nurse and Executive Director of Quality
Janelle Yorke – Chief Nurse and Executive Director of Quality

Paper Prepared By

Theresa Plaiter – Associate Chief Nurse and Deputy Director of
Quality
Sharan Ingram – Quality and Standards Matron

Presented by

Janelle Yorke – Chief Nurse and Executive Director of Quality

Summary/Purpose of Paper

To review and approve the nurse staffing levels as assessed using
the Safer Nursing Care Tool in line with recommendations within
NICE Guidance.

Recommendation(s)

To endorse the findings and conclusion of this six monthly nursing
establishment review and approve the nurse staffing levels.
NICE Safe staffing guideline [SG1];
NHS England November 2014: Safer Staffing, a guide to care
contact time

Background Papers

National Quality Board (July 2016): Supporting NHS providers to
deliver the right staff, with the right skills, in the right place at the
right time – safe sustainable and productive staffing
NHS Improvement (June 2018) Care Hours per Patient Day
(CHPPD) Guidance for Acute and Acute Specialist Trusts
National Quality Board (Jan 2019): Safe sustainable and productive
staffing, An improvement resource for the deployment of nursing
associates in secondary care

Link to:



Trust’s Strategy



Corporate Objectives

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

Implementation of NICE Guidance
Our Strategy
Safer Nursing Care Tool© - SNCT
National Quality Board - NQB
Whole Time Equivalent – WTE
The National Institute for Health & Care Excellence - NICE
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Agenda Item 05/21d
Meeting of the Board of Directors
Thursday 25th March 2021
Six Monthly Compliance with NICE Safe Staffing Guidelines
1.

Background
The Trust has carried out a bi-annual audit of patient acuity and dependency since
2010 using the Safer Nursing Care Tool© (SNCT). The SNCT is embedded within the
e-rostering system and calculates the baseline nursing establishment required to meet
patient care need and has been used successfully to inform and support workforce
planning over this period.
In the wake of the final report of the Mid Staffordshire NHS Foundation Trust Public
Inquiry published in February 2013 and the Government’s commitment to safe staffing
requirements outlined in a succession of publications, NICE Safe Staffing Guidelines
were published in July 2014 and updated by NHS Improvement in January 2018.
The NICE guidance on safe staffing addresses five overarching elements which need
to be met:
•
Organisational strategy;
•
Principles for determining nursing staff requirements;
•
Setting the ward nursing establishment;
•
Assessing availability of nursing staff on the day to meet patient need;
•
Monitoring and evaluation of nursing staff establishments.
The Trust continues to meet the expectations of the National Quality Board relating to
nursing, midwifery and care staffing capacity and capability, which were published in
2013. It is also compliant with the NICE guidance and publishes this data publically
including the care hours per day on a monthly basis through the integrated
performance report and on The Model Hospital website via returns to the Strategic
Data Collection Service (SDCS).
The Chief Nursing Officer’s paper Safer Staffing: A Guide to Care Contact Time
published in November 2014, sets out the expectations of commissioners and
providers to optimise nursing, midwifery and care staffing capacity and capability so
that they can deliver high quality care and the best possible outcomes for their patients.
The Trust meets this expectation.
In February 2018 NHS Improvement updated their guidance on agency staffing rules,
these rules set a ceiling on total agency spending by each trust and are set in the light
of each trusts’ agency spend percentage of their total staff spend.
As a requirement of the guidance, the board of directors has monthly review of the
details and summary of planned and actual staffing on a ward-by-ward basis through
the integrated quality and performance report. Furthermore, the guidance requires that
organisational responsibility and accountability for budgeted nurse staffing
establishments sits with the Board of Directors and must encompass a formal board
level review. This paper provides the board with the information required for it to
discharge this duty.
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2.

Introduction
Following the last review in September 2020 the Christie and the wider NHS has
continued to be dominated by the unprecedented and exceptional circumstances faced
by the COVID-19 global pandemic. During this time many of the established
governance systems and assurance processes remain modified in order that the
organisations resources and activity could be focused on providing leadership, capacity
and care for our cancer patients and those within Greater Manchester. As a result it
has not been possible to undertake the safe staffing review in the usual systematic
manner.
The review routinely considers a range of data including the nursing care requirement
of patients determined by acuity and dependency data (SNCT data). It also includes
consideration of all the other factors that can influence the nursing staff requirement
including patient flow, the care environment, staff turnover, sickness rates, and patient
harm and patient experience data.
For the 6 months covered by this paper nurse staffing levels, together with all medical
and allied health professional staffing levels, have been managed as part of the
national major incident response.
As a result this paper will describe how nurse staffing has been monitored throughout
the pandemic, together with the ward managers overall professional judgement of
staffing during that time and any recommendations they wish to make.
Allied health professional (AHPs) services would also usually take part in this review
process. While AHPs are not typically rostered as part of the ward staffing
establishment, they are part of the core team and vital to the delivery of care. However
this has not occurred on this occasion as the modified ways of working over the past 6
months would not provide an accurate account.

3.

Nurse Staffing during the Pandemic
Once the major incident was declared all areas of the organisation were required to
enact their business continuity plans based on the pandemic policy. For nursing this
required a review of all nurses, their availability to work differently, their previous
experience and additional clinical skills. Where services were paused, for example, in
research, nurses were redeployed to support clinical areas where additional staffing
was required. Teams of nurses with additional skills such as those with critical/intensive
care experience received refresher training and were placed on a shadow rota to be
deployed into clinical services as required.
In addition, fifteen Aspirant Nurses also chose to support pandemic by joining The
Christie in the final months of their nurse training.
Several new services were also established such as front of house patient and staff
screening; face fit testing and a patient/relative support telephone service, which were
staffed by redeployed nurses and allied health staff.
The Oncology Assessment unit (OAU) was relocated to a newly built facility and
renamed the acute assessment unit (AAU) which admits patients with or suspected of
having COVID 19.
In order to ensure social distancing requirements were met on the inpatient wards the
four bedded bays were reduced to two bedded bays and more surgical capacity was
established to accommodate the increase in surgical activity.
Although most services have returned to near normal activity, there have remained
pockets of small scale, short term, nurse redeployment to support absence and in
particular surgical activity during the second wave.
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4.

Ensuring the correct staff with the correct skills
The daily nurse staffing meeting continued to take place with the senior ward sisters,
Matrons, patient flow staff and the discharge team, when required a second meeting
would take place further on in the day. In addition a twice daily sitrep/incident control
room meeting led by the Chief Operating Officer and Executive on Call was established.
This meeting was multi-professional, operational meeting focused on the daily
management of the organisation. Ward level staffing, patient acuity, required skill mix
and any other clinical concerns were reviewed and immediate actions put into place.
Overall summary
• All ward managers’ report sufficient numbers of registered nurses to meet safe
staffing and the ability to continue to provide care to a high standard throughout the
pandemic.
• The Aspirant Nurses were a welcomed addition to the wards, supporting the core
team as additional supernumerary staff. 11 of the 15 nurses have now secured
substantive roles at the Christie now qualified and have successfully integrated into
the ward and departmental teams. The Trust continues to support the aspirant nurse
programme with a second cohort of fifteen working in a supervised capacity.
• In addition, we saw the introduction of twelve health care assistants, working flexibly
across the inpatient wards, to provide an enhanced level of 1:1 care to patients
requiring additional care and supervision to maintain their safety. This was noted to
be a recommendation by the ward sisters in previous staffing reviews and has
significantly reduced the need for ad-hoc agency staff.
• No occasions arose where staffing issues resulting from staff sickness required to be
escalated to the Chief Nurse & Executive Director of Quality.
• Whilst the changes to bed numbers and ward movements made collecting sufficient
and consistent data difficult, the wards report that the reduced bed numbers together
with the additional aspirant nurses has meant the nurse to patient ratio has been
better than the recommended 1:8 ratio on many occasions.
• All wards utilise the pool of 12 HCA’s (Healthcare Assistants) when patients require
`enhanced care’ to ensure their safety, e.g. risk of falls.
• Despite the challenges of the pandemic Ward 12 , Ward 10 and Ward 11/2 achieved
reaccreditation of their GOLD status in the Trust CODE quality scheme, which
included compliance with two newly introduced standards (end of life care and
diabetes management), with all the remaining wards scheduled to go through the
process in the coming months.
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5.

Individual ward/area key aspects

The following tables give a summary of the key feedback from the ward managers.
Ward 4
Achievements
We have successfully implemented a nurse-led radioiodine service effective from Dec 20/Jan
21, which has been possible and will be sustainable, only by continuing to work to the
proposed budget requirements.
With the implementation of a Task and Finish group for the care of patients with an altered
airway, we have begun to encourage a collaborative, inter-professional and proactive
approach to patients being admitted to the Trust and specifically Ward 4 with the proposal of
a pre admission MDT, giving careful consideration to the impact that this may have on the
Ward 4 nurse to patient ratio and acuity, therefore a considered staffing approach can be
taken and planned in advance if needed.
The Clinical Practice Facilitators (CPF) continue to support the training and development of
our new nurses with their induction process and this has proven to be an invaluable
implementation for Ward 4. Through feedback this has been adapted and improved to ensure
that the nurses feel they have enough ward exposure within their 8 week supernumerary
period, ensuring that they feel more prepared at the end of this protected time.
The CPF team have started a piece of work to update and refresh the nurse competency for
the safe administration of medicines and are supporting the inpatient teams to promptly
identify any themes across all areas.
Challenges
We have observed an increase of staff reporting symptoms of stress and anxiety working
through the pandemic. There has been flexibility in managing individual staff needs and
personal challenges, e.g. working from home, and supportive measures implemented within
the ward team, including signposting to specific resources.
Due to a high number of COVID related absence and isolation, the wards have been required
to support each other more with staff, which has seen an increase in the number of staff
movements in between areas.
Ward 4 is the hospitals designated ward to care for patients with an altered airway
(tracheostomy/laryngectomy). These patients often have increased acuity as they require 1-2
hourly checks and require training by ward staff prior to discharge. There are also additional
training and competency requirements for staff. These patients require a trained escort for
any procedures off the ward, including for daily radiotherapy treatments.
The clinical environment requires an upgrade. Quotes are currently been processed by the
Estates Department – presently paused due to COVID.
Individual Ward Managers professional judgment
Following a review of Ward 4 and the BMRU we can confidently say that we have a sufficient
number of registered nurses with the required specialised knowledge and skills to be able to
deliver the service that we continue to provide to a high standard. I do however, recognise the
increase in patient acuity and complexities and therefore feel that to meet the increasing
needs of our patients we need to review our budget for HCA’s. The need for this is evidenced
by our significant spend on Band 2 HCA’s.
Over the last 6-12 months we have decreased our bed capacity to comply with social
distancing measures which has meant that we have been able to provide a nurse to patient
ratio of around 1:6, which is what we feel is required to sustain our high standards of care and
quality. This is reflected in the reduction of pressure ulcers acquired during admission, falls
with harm and staff and patient feedback.
The challenges when adhering to COVID guidance has meant that we have had to adapt and
change our methods of working to ensure that staff are supported to maintain their
attendance at work as much as possible and this has included changing working patterns,
shift days and times, facilitating working from home, removing staff from a patient facing role
and in some cases transferring staff to an area considered less at risk of COVID exposure
(early pregnancy/COVID assessed-high risk). Working collaboratively with all ward areas has
been fundamental in facilitating this safely across all areas to ensure safe staffing levels.
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Ward 2 & 11
Achievements
Successfully achieved Gold status in the CODE quality accreditation scheme for the fourth
time in a row.
We offer a standardised induction programme for new starters which includes a
supernumerary status of 4-8 weeks and this is flexible to the progress of each nurse, and is if
the staff member required additional support.
Ward 11 at any one time can take 4 students and 1 elective student. The ward has good
mechanisms in place for the teaching of students, and continues to be recognised by the
university as an excellent environment for student assessors and supportive staff. We are
seeing an increase in student nurses on placement seeking employment on the ward.
Improved care for patients requiring 1:1 care (reducing requirements for agency staff) – using
the ‘Inpatient Support Team’.
Challenges
There has been significant change within the ward areas during the COVID pandemic. Ward
2 has been re-provisioned as an inpatient medical ward, specialising in elective inpatient
SACT and interventional radiology. Ward 11 remains an inpatient medical ward. Ward 11
acuity has increased due to the movement of elective patients to Ward 2.
A recent reconfiguration of the teams has taken place to establish separate Ward 2 and Ward
11 teams.
The clinical environment requires an upgrade this year, in particular the flooring which is
uneven and defective and could increase the risk of falls. This also includes general
refurbishment and replacement of nurses station
We have observed an increase of staff reporting problems with stress and anxiety. The Health
and Well-being days are one way we are looking to address this, alongside promoting clinical
supervision. The review of staff levels will also help with this.
Individual Ward Managers professional judgment
There has been significant change for the original Ward 11 team over this period. They were
redeployed to support the Oncology Assessment Unit and the Oncology Emergency Unit in
the initial stages, before opening Ward 2 as an elective area and reopening Ward 11, on
some occasions for surgical patients. Following previous safe staffing reviews, we used the
Nurse Associate role alongside the Registered Nurse role to reduce the nurse: patient ratio.
This was done based on a review of workload and nurse sensitive staffing indicators such as
falls and pressure ulcers. Previously the ratio was 1:7/8 on average, but we now aim for 1:6.
This has been possible during the COVID changes, and the benefits of this have been evident
in the significant reduction of falls and pressure ulcers, and also an improvement in nurse
retention and feedback from the clinical team. I do not believe that we can continue to deliver
quality care without this nurse: patient ratio.
With the opening of Ward 2, there remains a deficit in the budget in regards to staffing
numbers. This is currently under review to identify funding for these posts. In the meantime
we are using bank staff to fill uncovered shifts. In doing so, we are currently maintaining safe
staffing levels on both wards.
The staff have risen to the challenge of the significant change that has occurred to the ward
teams. A new Ward Manager has been appointed to the Ward 11 role, who will now have the
task of supporting the team to embed the changes alongside the established Ward Manager
for Ward 2.
As we have changed the acuity on Ward 11 by moving the elective patients to Ward 2, we will
need to monitor the impact of this on nursing workload. The Matrons are working with the
HealthRoster team to review the way we are using SafeCare to monitor staffing requirements
going forward.
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Ward 12
Achievements
Celebrating our achievements has been fantastic over the last 6 months; ward 12 has
achieved their Gold status in the CODE quality scheme and also received a team ‘You Made
A Difference’ award.
Recognition of the team’s ongoing determination, commitment and hard work means so much
to the team especially during these difficult times.
A high level of agency has been used previously to provide a 1:1 supervision. We have
moved away from using agency to support this requirement and now have an inpatient
support team that move around the inpatient wards to support where needed. This is not only
beneficial for the teams but the experience of the patients requiring enhanced observation, to
ensure our team work according to The Christie values and centred around the need of the
patient.
Working closely with patient flow is imperative to ensure prompt and effective patient flow
around the hospital ensuring patients are in the right bed at the right time.
We now have established use of coordinator phones that patient flow can liaise directly with
the nurse in charge on each ward, to ensure concise communication.
Challenges
During COVID we have had to work differently with our team and facilitate the needs of staff
who are, for example, shielding.
Ward 12 has seen a rise in acuity of the patients we admit, given that the elective patients go
through our elective ward 2. Meaning our main admission route is the Acute Admissions Unit
(AAU) where we receive medically unwell patients with increasing care needs and
complexities further supporting the importance of the nurse patient ratio of 1:6.
Individual Ward Managers professional judgment
Having reviewed the establishment for ward 12, I feel the Registered Nurse/Nurse Associate
establishment is safe and provides effective quality care. This is evident based on a review of
nurse sensitive staffing indicators and reduction of falls and pressure ulcers.
Due to the current pandemic, ward 12 patient numbers have reduced to 18, meaning the
current establishment is over our nurse patient ratio requirements. A number of staff have
moved over to ward 2 to facilitate & support this ratio. Due to the complexities’ of our patients
nursing we aspire for our teams to nurse 1:6, this helps with nurse work load, reduce stress
and anxiety, but also we can see a reduction in falls and attributed pressure ulcers.
Maintaining the nurse patient ratio of 1:6 is important in order to continue to deliver safe
effective care whilst not compromising on quality which for me and my team is a fundamental
part of what we provide for our patients here on ward 12.
We are constantly looking for ways to improve patient care and making improvements driving
our services forward hand in hand offering learning and opportunities’ to our teams.
Acute Assessment Unit (AAU)
Achievements
Since the last safe staffing review the AAU senior team designed and implemented a brand
new unit with big operational changes at the start of the pandemic.
We have achieved retention of all of our band 6 sisters over the last 6 months and they work
with high standards on the ward and provide clinical lead and safety on each shift. We have
also successfully recruited 1 further band 6 to ensure 24 hour band 6 support is provided on
the AAU.
The ward staff have worked extremely hard to continue to provide a safe service whilst
transitioning to an ever changing team and with the additional pressures of the third wave of
COVID through our winter pressure months.
Health and wellbeing buddies are in place on the ward with access to trust wide initiatives to
support staff wellbeing during these difficult times.
Good team morale since last review – new learning from excellence suggestion box on the
ward.
There has been good patient experience feedback and a reduction of complaints due to the
old OAU environment.
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Challenges
Activity continues to be high across the year and we have just worked through our winter
pressure quarter with the additional third wave of COVID pressures. This therefore puts
additional pressure on the need for more isolation rooms, which have improved since our
move to the new build. The presence of Acute Physicians on the ward ensures the patient get
timely senior reviews and robust medical plans once they are admitted to The Christie. The
highly trained and competent nursing team ensure the implementation of medical
interventions are completed effectively which can lead to a reduced length of stay. This also
facilitates an increase in direct discharges from AAU, which supports the move to a 72 hour
stay target.
Staffing issues - multiple long term sick episodes in the last 6 months; all now returned to
work successfully. All staff members were and continue to be supported through the return to
work process alongside the Human Resources (HR) team. Support with bank staff have been
utilised to maintain safety during times of absence
We are awaiting new nurses to start in post and until the recruitment process is complete and
they are in the trust we are experiencing many staffing gaps which is being managed locally
and safely.
Since the last review we now screen every patient admitted to the unit for COVID using our
rapid testing service. All patients are then screened on day 3. Risk assessment in place on
AAU to clinically assess patients if they are required to move to the medical wards prior to
day3 swab being obtained for capacity reasons.
Individual Ward Managers professional judgment
Staffing levels have been safe over the last 6 months despite the winter pressures. However,
the current staffing levels are a challenging due to staff leaving their post and awaiting the
start of the newly recruited staff members. This is being managed safely by the senior sister
and utilising bank staff and support from other wards areas to ensure safety is maintained in
line with patient numbers at all times.
The new budgeted establishment for AAU is correct and safe.
Surgical Oncology Unit (Ward 10)
Achievements
Consistently high positive feedback is regularly provided through the CNS and ERAS team
along with cards with words of praise and gratitude. Ward 10 has also achieved
reaccreditation of the Gold status in the Trust’s CODE quality scheme in November 2020 and
continues to work hard to ensure these standards are maintained.
The surgical oncology ward continually receives positive annual student feedback. This
demonstrates consistent excellent quality care in a clean and safe environment, with strong
band 6 leadership, and a cohesive educated and supported team.
A team approach has seen an empowerment in all staff to work alongside each other for
patient safety and adherence to policy driven morals and ethos. This is demonstrated in
consistently high hand hygiene audits for the last 6 months (>200 month) and with improving
compliance.
5 members of staff on ward 10 were awarded the ‘You made a difference’ award in October
2020 by the Chief Executive and this is a testament to the exemplary care and compassion
demonstrated on Ward 10.
In November 2019 we recruited a permanent full time clinical practice educator which has
allowed us to offer a more robust induction for all new starters, offer more educational input to
all staff and continue to help further advance the skills of the surgical wards nursing staff.
Challenges
The management of surgical admissions during COVID remains a challenge due to
decreasing the capacity of each bay from 4 to 3 (to ensure the social distancing of patients).
The patient flow team assist with these daily challenges. For a 3 month period between July –
September 2020, 8 beds on Ward 11 were utilised to accommodate surgery and staffed by
Ward 10.
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COVID has a significant impact on daily practice on all inpatient areas. The ward clerks are
commended for leading on routine patient screening ensuring they are completed in a timely
manner. All staff continue to screen weekly with compliance currently 93%.
There are numerous escorts to theatre and from recovery on a daily basis which impacts on
staffing and the ward has on average of 1 patient per week requiring flap observation’s/1:1
care which increases the dependency on the ward. In addition, the majority of the patients
have percutaneous central lines which require close observation.
Ward rounds can take a considerable amount of time due to the input of up to 4 teams with
one patient. A trained nurse joins each speciality ward round daily to promote effective and
efficient communication and this is now embedded in our practice and received well by our
Consultants. Medication rounds are extensive and time consuming due to the fact that the
majority of patients require TPN, IV medications, with the additional requirements of PCA’s
and Epidurals. The board round huddle following the ward round continues to take place
ensuring the whole team are aware of the plan of care.
Individual Ward Managers professional judgment
In my professional judgement I believe that the staffing establishment (between July and
December) was sufficient to maintain this service. However, this needs to be reviewed in light
of current outstanding vacancies.
I feel the surgical nursing team deliver excellent patient centred care which is reflected in the
outstanding feedback we receive from patients and their relatives.
Staff wellbeing and team engagement have been a central focus with significant direct
positive feedback from the ward 10 team and wider team/management. The ward 10 team
now have regular clinical supervision and HR led staff surveys contributing to a greater sense
of job satisfaction and team cohesion. Staff continue to report feeling a deeper sense of
teamwork, positive reengagement and well supported and listened to with ideas being
allowed to flourish. Working together in collaboration and maintaining a shared vision is vital
to me.

Palatine Ward
Achievements
We have responded effectively to several unplanned changes and have continued to utilise
resources wisely. For example, due to the COVID restrictions, one band 6 was advised to
shield at home and was utilised to support the senior sister with HR issues and assist with
recruitment, co-ordinate PDRs and contribute to datix incident investigations. This was
beneficial to all parties concerned.
We continued to successfully redeploy a range of nursing staff to Palatine from TCPC HTU,
the Haematology CNS team and research team, who were supported by our brilliant CPF
team until Oct/ November, when staff were moved back to their own roles. This highlighted
good collaboration and experience for staff in both areas.
All incidents are reviewed weekly by the senior ward nursing team, quality manager and
CPFs - ward based education posters have been developed with reoccurring themes, e.g.
fluid balance and weight management, CD and drug administration posters. This ensures
incidents are dealt with in a timely manner and learning is shared throughout the Trust.
A successful study day for 8 of our new Band 6 team was delivered in November by the lead
CPF and included support and engagement from HR/ Pharmacy/ Quality Management team.
This received excellent feedback and the team are now working towards our first
HCA/Housekeeper study day.
A successful staff engagement activity was undertaken by the Matron in Sept-Nov 2020
yielding rich data which is being currently analysed with the support of our HR colleagues.
This will be utilised for future service development, staff support and improving patient care.
We have successfully continued to recruit into a large number of vacant posts throughout the
pandemic.
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Challenges
There is limited space in our team rooms throughout the ward to enable our large multidisciplinary team to adhere to safe social distancing requirements. This has been challenging
and is regularly monitored and re-enforced by senior nursing staff.
In addition, we have positively responded to staff feedback gained by the Matron (in an
engagement event) and have utilised 2 unused relatives rooms and the relatives kitchen to
enable an additional kitchen/ rest room and changing room to be accessible to our team and
for safe staff COVID testing to occur.
We are regularly administering CAR-T cell therapies to haematological patients within
licensed National Frameworks and have also expanded our admission criteria to include nonhaematological patients receiving ATMP’s within Christie Research Trial portfolio. Due to the
recognised risk of significant toxicities, these patients have the potential to become very
unwell in the first 10 days post reinfusion and may require a nurse to patient ratio of 1:3 or
higher.
Since the onset of COVID restrictions, all donor cells whether received from overseas or
locally are now frozen prior to patient admission to mitigate risk of unsuccessful cell delivery,
but this means a significant increase in nursing time to administer. Most of the stem cell
infusions have been supported by the CPF team during this period, to undertake staff training
and competency sign off and offer additional support due to shortage of staff.
Our stem cell transplant activity has continued throughout the pandemic, along with our
specialist work within CAR-T therapies. This requires expert nursing knowledge and training
to administer stem cells / ATMP’s and to safely and effectively care for the patient. This has
been a challenge due to staff sickness both COVID and non-COVID related and we have
been strongly supported by our CPF team.
Individual Ward Managers professional judgment
During the pandemic the support from the Trust and haematology senior management team
has been outstanding. A variety of initiatives have supported staff and patients including
organising the redeployment of nursing staff to support the ward activity and free staff car
parking; all of these changes have positively impacted the way we could run our service and
the morale of the staff.
There has also been availability of supportive services to help staff cope through this
challenging time, which has been gratefully received.
I feel the staff have really stepped up and worked through this pandemic with professionalism
and a can do attitude. They have tirelessly swapped shifts at short notice and undertaken
additional bank shifts to ensure the ward is adequately covered to provide safe and effective
care and the service we provide has remained at a high standard.
As expected, there continues to be a need to help staffing shortages within the Trust due to
the pandemic, but with our new increased acuity levels due to significant changes to patient
admission criteria, there needs to be some recognition and protection to safe staffing levels to
ensure safety is maintained within Palatine ward, given our area of speciality and guidance on
national staffing to patient ratios. This has been a struggle at times and will improve when the
safe staffing tool is further developed and agreed.
PDR’s and essential training compliance has improved and we continue to work on reducing
over-due incidents.
Currently we are pleased that staff morale is high and the team deliver excellent patient care
and are motivated to improve patient experience and the service they deliver. Within the next
12 months we aim to sustain this motivation by facilitating various projects both within the
trust, and by sharing experiences with other centres on a national and international platform.
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Oncology Critical Care Unit (OCCU)
Achievements
Over the last 12 months there has been tremendous effort by the OCCU team in response to
the COVID pandemic to ensure the safety and maintenance of the service.
The maintenance of a COVID and non-COVID unit has required the unit to be responsive and
flexible. This has been achieved through collaborative strategic planning for the unit and the
commitment of the multidisciplinary team on the unit.
The OCCU has continuously looked to improve our new induction programme for all new
starters; we receive consistent positive feedback from new starters who feel supported. All
newly qualified staff are also provided with a robust preceptorship programme. Despite the
challenges of the pandemic, the unit continues to successfully recruit nursing staff and
provide supportive mentorship. One of our most recently recruited staff members was an
aspirant nurse assigned to the unit during the first wave of the pandemic
The unit has also continued to support RICON programmes. This year we delivered our
regular airway training event ‘Airway April’ slightly later than planned in November therefore
becoming ‘Airway Autumn’. The study day is organised by senior nursing staff on the unit and
has the support of the medical staff for this collaborative event inviting theatres, outreach staff
and physiotherapists. Practical training remains a challenge, however, with careful planning
this has been achieved.
This year the unit was represented at the Greater Manchester Cancer Conference and took
part in a collaborative workshop with Poet Tony Walsh to produce this year’s World Cancer
Day Poem ‘Innit love’.
The unit continues to support the introduction of Advancing Therapies in trust. The unit has
treated multiple CAR-T patients with airway and respiratory complications following treatment
which has resulted in good outcomes for those patients.
OCCU has successfully recruited and supported patients for national trials associated with the
Pandemic.
Challenges
The main challenge has been that we have a mixed unit treating COVID and non-COVID
patients. This adds significant strain on the nursing numbers. Managing 1 COVID patient for
level 2 care requires as a minimum 1.5 nurses to cover for breaks and so that we can adhere
to a two hour rotation in and out of full PPE. If a nurse is required to help elsewhere on the
unit we have to shower before they can care for any other patients to ensure we reduce the
risk of cross infection. Most of our COVID patients are regularly proned, requiring an
anaesthetist and 4 nurses.
In order to support the GM Cancer Hub following the COVID pandemic, OCCU has seen an
increased demand from surgical activity which is expected to continue for the foreseeable
future. The unit will need to continue to be responsive to the high demands and increased
activity ensuring that staffing meets the peak periods of activity.
In addition to ensuring adequate staffing the main priority will be to support staff
psychologically following the pandemic. We will look to invest in the overall well-being of our
staff and invest time in clinical supervision and debriefing. General well-being and resilience
has obviously been a real challenge for the whole team working in difficult and challenging
circumstances, we have been positive in our approach and met the demands placed on us.
Individual Ward Managers professional judgment
The OCCU has embraced challenging times with hard work, willingness and commitment.
The OCCU had an extremely well connected team prior to the COVID pandemic which has
certainly helped get through the last 12 months. There continues to be a great sense of
camaraderie and support for each other.
We have relied on nursing staff to be flexible in their working patterns and take additional
shifts to ensure that patients are cared for safely. To maintain the service provision we have
often had to work outside previous recommendations from GPICS v2 (Guidelines for the
Provision of Intensive Care Services) for example, we have not always been able to maintain
supervisory status of the band 6 clinical co-coordinator. Critical care patients in side rooms
have not always had 1:1 nursing.
The main challenge has been that we are in a very unique position as we have a mixed unit
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treating COVID and non-COVID patients. This adds significant strain on the nursing numbers.
In recent weeks we have faced challenges from increased surgical activity and staffing those
beds resulting in cancellations.
If we are to continue to work in this way as expected; we will ultimately need to review and
potentially increase nursing numbers in OCCU to maintain the care and safety of patients and
nursing staff moving

6.

Conclusions
This amended review confirms that the budgeted registered nursing establishments set
for the trust’s in-patient wards align with the care needs of patients in the context of
other workload sensitive factors and care quality.
Throughout the pandemic major incident there has been effective use of the daily sitrep
escalation processes, to ensure a safe care environment for patients
Patient in patient experience has remained consistently high throughout the pandemic.
As the in-patient wards begin to transition out of the major incident and into the post
pandemic phase it is critical that they continue to utilise the safer nursing care acuity
tool together with their clinical judgement to ensure the nursing establishments
continue to align with the needs of the patients.

7.

Recommendations
The Board of Directors is asked to support the findings and conclusion of this six
monthly nursing establishment review and approve the nurse staffing levels.
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IPC Assurance framework (To enable this document to be emailed some embedded documents have been removed. These are
highlighted and are available on request)
1. Systems are in place to manage and monitor the prevention and control of infection. These systems use risk assessments and
consider the susceptibility of service users and any risks posed by their environment and other service users.
Key Lines of Enquiry

Evidence

• infection risk is assessed at the
front door and this is documented
in patient notes

As outlined in the organisations Pandemic Influenza plan, the
three main principles of pandemic preparedness and response
include:
Precautionary, Proportionality and Flexibility.

Systems and processes are in place to ensure:

Gaps in assurance

Such principles have been applied and followed throughout the
COVID pandemic
Flu pandemic plan
• patients with possible or
confirmed COVID-19 are not
moved unless this is appropriate
for their care or reduces the risk of
transmission
• compliance with the PHE national
guidance around discharge or
transfer of COVID-19 positive
patients
• patients and staff are protected
with PPE, as per the PHE national
guidance
• national IPC PHE guidance is
regularly checked for updates and

All patients attending outpatient appointments, visitors and staff
are screened at the designated entrance.
Staff presenting with index symptoms are declined entry and
must contact their line manager, triggering a staff testing request
via HR whilst the staff member self isolates at home.
Patients presenting with index symptoms are triaged by a
registered nurse/doctor, a screening assessment form
completed and referred to the telephone hotline to manage
patient admission to a designated area. Screening form
Emergency admissions are triaged via the 24/7 telephone
hotline. Risk of infection is established and documented in a
hotline and emergency admission proforma in the patient’s
electronic medical record in Clinical Web Portal (CWP).
Admitted patients are assessed in a designated area where a
Covid-19 assessment is completed in CWP. The proforma has
been updated to reflect changes over the course of the
pandemic to date introducing further information points CWP
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Mitigating Actions

any changes are effectively
communicated to staff in a timely
way
• changes to PHE guidance are
brought to the attention of boards
and any risks and mitigating
actions are highlighted

• risks are reflected in risk registers
and the Board Assurance
Framework where appropriate
• robust IPC risk assessment
processes and practices are in
place for non COVID-19 infections
and pathogens

examples
Patients with confirmed or suspected COVID are cared for in
designated areas and only transferred when pertinent to their
care or to reduce the risk of transmission to others. These are
standing items in ward handovers, board rounds and also
communicated within care pathways. Flowcharts
Patients and staff are protected with PPE. From the onset of the
pandemic, the organisation implemented PPE guidance above
that of PHE due to the specialist oncological nature of the
hospital. In July this was realigned to PHE guidance (approved
by Clinical Advisory Group)
PPE paper
Posters displaying the latest advice, internal and external door
signage and audio messages as the organisations introductory
message upon contacting the trusts switchboard and 24/7
hotline are under continuous review and updated in line with
PHE advice. Poster removed Hotline script
Website info
An infection, prevention and control information leaflet is
available in hard copy and in the patient information section of
the intranet. IPC leaflet
Guidance is regularly checked and communication initiated from
the IPC Team and Incident Control Room (ICR) for onward
action and dissemination.
Updates to the executive team are communicated via a daily
internal sitrep meeting as a standard agenda item as chaired by
the Chief Operating Officer or Exec on call for that day. An
action and decision log is kept for the internal sitrep meetings
and can be found on the organisations shared COVID drive. In
addition to divisional dissemination from the sitrep meetings,
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changes to IPC guidance is actioned, communicated via email to
all staff in a regular communications bulletin and updated on the
trusts COVID page on the intranet (HIVE) and screensaver
updates. Staff briefing
Screen saver
The test and trace algorithm is followed as per the process
approved by the Clinical Advisory Group
Test & Trace algorithm
2. Provide and maintain a clean and appropriate environment in managed premises that facilitates the prevention and control of
infections
Key Lines of Enquiry
Evidence
Gaps in assurance Mitigating Actions
Systems and processes are in place to ensure:
All staff are required to attend relevant and IPC training on
induction and as a mandatory requirements thereafter annually
• teams with appropriate training
for clinical staff and every 3yrs for non-clinical staff. All training
care for and treat patients in
records are registered centrally. TBP Booklet & competency
COVID-19 isolation or cohort areas assessment

• designated cleaning teams with
appropriate training in required
techniques and use of PPE, are
assigned to COVID-19 isolation or
cohort areas.
• decontamination and terminal
decontamination of isolation rooms
or cohort areas is carried out in
line with PHE national guidance

A central face fit testing register is maintained and accessible on
HIVE indicating the mask type staff are trained to use and
updated as required.
Training record
Decontamination and terminal decontamination of areas as per
the PHE national guidance is undertaken by a designated deep
clean team. Daily meetings with IPC team and facilities
managers are also undertaken.
Increased frequency of cleaning in areas with higher
contamination rates is initiated as required. A monthly audit
assures quality management in Infection Prevention & Control
which is reported to the matrons. Whilst ‘Cleaning for Credits’
monitoring evidences the appropriate decontamination of
reusable equipment.
To reduce the risk of cross contamination and prioritise the
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• increased frequency of cleaning
in areas that have higher
environmental contamination rates
as set out in the PHE national
guidance

safety and care of patients and staff, where immediate cleaning
and maintenance of an environment is not possible, the side
room / environment is closed until the appropriate clean and IPC
measures have been taken. Practice is in line with PHE national
guidance and as per the organisations outbreak management
policy.
Outbreak management policy
Risk assessments and decontamination is not limited to clinical
areas. Offices have undergone risk assessments and significant
changes as may previously have been multi-occupancy,
contained hot desking facilities or did not previously allow for
adequate social distancing. 3 RAs
Staff are frequently reminded in the daily bulletin emails of the
importance of decontaminating work stations. Briefing example
Whilst many non-clinical staff have been deployed to work from
home, where this has not been possible, office occupancy has
been reduced to allow for adequate social distancing. Offices
have also adopted a ‘green as clean’ approach using a RAG
rating system of laminated signs to mark designated areas and
equipment and the use of perspex screens to separate them.

• linen from possible and confirmed
COVID-19 patients is managed in
line with PHE national guidance
and the appropriate precautions
are taken

Green sign2.doc

Practices for every patient are as standard infection control
precautions and transmission-based precautions (TBP) to
prevent onward transmission.

• single use items are used where
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possible and according to Single
Use Policy

• reusable equipment is
appropriately decontaminated in
line with local and PHE national
policy

The organisation has a decontamination of hospital equipment
including medical devices policy that has remained under review
and updated and approved during the pandemic.
Decontamination of medical devises policy
Single use items are used where possible. Reusable equipment
is appropriately decontaminated in line with local practices (e.g.
SOP for cleaning of re-usable masks) and PHE national policy.
SOPs

3. Ensure appropriate antimicrobial use to optimise patient outcomes and to reduce the risk of adverse events and antimicrobial
resistance
Key Lines of Enquiry
Evidence
Gaps in assurance Mitigating Actions
Systems and process are in place to ensure:
Antimicrobial ward
Microbiologist
The Antimicrobial policy is available on the trust intranet (HIVE)
rounds paused at
continued to attend
• arrangements around
and referred to for clinician, pharmacy and Non-medical
the end of February
twice weekly
antimicrobial stewardship are
prescribing teaching. Amendments to the policy are
2020 to reduce
medical handover to
maintained
disseminated via email from the Director of Pharmacy /
footfall and restarted discuss cases and
Consultant Microbiologist. Antimicrobial policy
17/7/20.
look for any problem
themes around
In addition to HIVE, up to date antibiotic guidance is accessible
antimicrobials.
via Microguide on individual’s mobile devices and the intranet.
Microguide has been maintained throughout the pandemic.
Microbiology and
antimicrobial
pharmacy teams
A monthly antimicrobial prevalence audit is undertaken by ward
pharmacists. This was paused during March and the first half of
remained available
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April due to reducing pharmacy footfall on the wards. However,
data was still gathered at the end of April; resulting in a total time
of reduced audit data of ~ 6 weeks.
Audit data

• mandatory reporting
requirements are adhered to and
boards continue to maintain
oversight

A microbiologist and antimicrobial pharmacist undertake an
antimicrobial stewardship ward round on inpatient wards 1-2
times weekly (ICU has daily visits, and haematology has
separate twice weekly visits). The focus of these rounds is:
- To allow ward prescribers to discuss cases with the AMS
team openly with emphasis on education and getting buy in
on the value of stewardship
- To focus on patients receiving broad spectrum antimicrobials
to see if therapy can be rationalised to reduce risk of
resistance and side effects
- To discuss any significant results that may direct prescribing
One aspect of these ward rounds review of broad spectrum
antimicrobials, has previously been presented at a national
pharmacy conference as below.
Publication
A microbiologist attends medical handover on Monday and
Friday mornings where antimicrobial issues can be escalated
early and discussed with teams.
Microbiology presents on stewardship at junior Doctor teaching
programmes as a minimum annually
Antimicrobial stewardship promoted by antimicrobial pharmacist
at NMP Study day teaching
Antimicrobial stewardship is reviewed at monthly Nosocomial
Infection Prevention Review (NIPR) meetings as a standard
agenda item. NIPR review the use of antimicrobials and the
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for remote advice
throughout.

findings of monthly prevalence audits which are undertaken by
pharmacy to monitor adherence to the policy. Adherences to
mandatory reporting requirements are monitored by the Infection
Prevention & Control Committee, which feeds into the Patient
Safety Committee. Thus providing assurance to the Director of
Infection Prevention and Control (DIPC) and the board that
strategies are implemented to prevent avoidable healthcare
associated infections. C’Diff RCA
4. Provide suitable accurate information on infections to service users, their visitors and any person concerned with providing
further support or nursing/ medical care in a timely fashion
Key Lines of Enquiry
Evidence
Gaps in assurance Mitigating Actions
Systems and processes are in place to ensure:

• implementation of national
guidance on visiting patients in a
care setting

Visiting restrictions were put in place on 25th March Email
The trust has continued national and GM guidance and has
been reported to GM Gold Command as adhering to this
guidance as an ad hoc information request. Additional guidelines
Christie-COVID_visit
or guidelines-CAG no

As national measures have changed, the organisations visitor
and escort measures have remained under constant review and
updated to reflect such changes.
The introduction of an electronic visitor/escort request form has
been developed on CWP (electronic noting system) to enable
the screening team to better manage the pre-authorised
visitors/escorts onto the hospital premises. A video
demonstrating how to access the form and complete it can be
found on the intranet. Link
There is now only one patient/visitor entrance to the site to
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enable individuals to be screened prior to entry.

Information is available on The Christie external website
regarding COVID-19 https://www.christie.nhs.uk/

• areas in which suspected or
confirmed COVID-19 patients are
where possible being treated in
areas marked with appropriate
signage and where appropriate
with restricted access
• information and guidance on
COVID-19 is available on all Trust
websites with easy read versions
• infection status is communicated
to the receiving organisation or
department when a possible or
confirmed COVID-19 patient needs
to be moved

Inpatient care of suspected and confirmed COVID-19 patients
on designated wards, where door signage and restricted entry
with swipe or security code. Outpatients known to have COVID19 prior to arrival enter the hospital via a designated entrance
and their ambulatory care arrangements planned by the clinical
services manager prior to arrival.
Information and guidance on COVID-19 is available on a specific
COVID page on HIVE. Clinical guidance is approved by the
clinical advisory group (CAG) and logged by the incident control
room prior to upload onto HIVE. Real time monitoring of patients
infection status is communicated to the organisation via ICNet.
Lab results can be seen in patients CWP records and positive
infection status alerts added to the medical alerts section by the
IPC team.
This is clearly visible when accessing patient’s electronic
records. The drop down option of the alert expands containing
more detail as to what the infection control status relates to and
if the patient has any known allergies.
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In addition to this infection control daily beds reviews are
undertaken and the resurgence of cases communicated in the
daily sitrep (these continue to be daily but have been more
frequent earlier on in the pandemic/increased to twice daily
w/c2/11) - see examples of sitrep summary slides, and
previously in the daily COVID bulletins (this format changed in
June), that were emailed to all members of staff and also
available on HIVE and via the staff app.

April sitrep

23.11.20.pptx

17.07.20 sitrep
summary.pptx

5. Ensure prompt identification of people who have or are at risk of developing an infection so that they receive timely and
appropriate treatment to reduce the risk of transmitting infection to other people
Key Lines of Enquiry
Evidence
Gaps in assurance Mitigating Actions
Systems and processes are in place to ensure:

• front door areas have appropriate

Patients attending for outpatient appointments are screened
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triaging arrangements in place to
cohort patients with possible or
confirmed COVID-19 symptoms to
minimise the risk of cross-infection
• patients with suspected COVID19 are tested promptly
• patients that test negative but
display or go on to develop
symptoms of COVID-19 are
segregated and promptly re- tested
• patients that attend for routine
appointments who display
symptoms of COVID-19 are
managed appropriately

prior to entering the hospital. Those patients coming into the
hospital as emergency admissions are triaged via a telephone
hotline assessment before proceeding to clinical assessment
and completion of COVID-19 assessment (as per KLOE No.1).
The lay out of the patient/visitor entrance area has undergone
layout changes to accommodate the COVID triage and cohorting
functionality of the facilities. CWP proforma
All emergency admissions are screened/tested on day of
admission. Patients planned to undergo surgery, radiotherapy,
chemotherapy and haematology admissions are
screened/tested prior to admission or treatment. All in-patients
testing negative yet remain clinically suspicious of COVID-19
remain isolated to maintain cross contamination risk and retested.
Testing figures of both staff and patients are reported at the daily
sitrep meeting (see example attached), whilst live data regarding
testing and other COVID related information can be found on the
Christie data insights tableau dashboard (see pdf of cumulative
tests from the dashboard).

21.07.20 testing
Cumulative Tests.pdf
slide from sitrep.pptx

6. Systems to ensure that all care workers (including contractors and volunteers) are aware of and discharge their responsibilities in
the process of preventing and controlling infection
Key Lines of Enquiry
Evidence
Gaps in assurance Mitigating Actions
Systems and processes are in place to ensure:

• all staff (clinical and non- clinical)
have appropriate training, in line
with latest PHE guidance, to

Centralised training records evidence PPE training of staff
providing care and are in line with the organisations PPE policy.
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ensure their personal safety and
working environment is safe

• all staff providing patient care are
trained in the selection and use of
PPE appropriate for the clinical
situation and on how to safely don
and doff it
• a record of staff training is
maintained

PPE policy
A live fit testing register complete with the associated mask and
a list of trained fit testers is available on the COVID Hive page.
Fit testing registers
The organisation and departments have responded quickly to
disseminate rapid changes in practices and have provided
training and kept local training records. Clinical skills training
where applicable have been supported by the clinical skills
team. Some departments have recorded demonstration video’s
e.g. of face fit testing which have been circulated amongst their
immediate staff groups on shared media platforms.
Local training records are available in the critical care unit (CCU)
on:
•
Taking an ABG from a COVID patient and putting it
through the ABG machine and decontaminating the ABG
machine
•
Proning
•
Breaking the ventilator circuit
•
Donning and doffing
•
Using Pureflow hoods
•
Guidance on How to intubate
COVID-19 bitesize learning modules have also been created
and undertaken for the critical care unit.
https://christiesch.getmoodle.net/course/view.php?id=120

To prevent self-contamination of virus' and bacteria, additional
donning and doffing training sessions have been delivered
during the pandemic by the IPC team. Information is also

89

available on the COVID HIVE intranet page utilising links to the
latest PHE guidelines and videos as well as departmental
communications Posters
An SOP for the reuse and decontamination of visors/goggles
has been approved by the Clinical Advisory Group (CAG).
SOP
In addition to this skin care guidance using PPE is also available
on the intranets COVID page on HIVE.
https://hive.xchristie.nhs.uk/Interact/Pages/Content/Document.a
spx?id=12651&SearchId=519529
C0129_Preventing
skin damage under PP

CAS alerts regarding PPE are monitored and managed via the
daily executive sitrep meetings. PPE usage and stock records
are also reported daily to plan for and mitigate against any
potential shortages of stock. National guidance on the re-use of
PPE is available on the intranets COVID page on HIVE (link and
document attached)
• appropriate arrangements are in
place that any reuse of PPE in line
with the CAS alert is properly
monitored and managed

https://hive.xchristie.nhs.uk/Interact/Pages/Content/Document.a
spx?id=12714&SearchId=519528
The trusts incident reporting structure remains unchanged.
Incidents relating to PPE continue to be reported via Datix.
PPE has been a topic of the weekly COVID related Grand
Round Seminar that have been available to all staff via live
stream or recorded to be watched at a later date. Attached is
information relating to this particular session that demonstrates
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the number of staff that watched live, on catch up and the
questions asked by staff prior to / during the seminar.

COVID Grand Round
- PPE & Staff Screenin

Hand hygiene and standard infection control observations are
reported in monthly audits. Adherence to national guidance and
other IPC measures are reported monthly to the Matrons and
DIPC/Chief Nurse. The trust promoted the World Health
Organisations (WHO) Hand Hygiene day on the 5th May in its
daily exec bulletin to staff and email communications sent from
the IPC team.

Hand Hygiene policy

• any incidents relating to the reuse of PPE are monitored and
appropriate action taken
• adherence to PHE national
guidance on the use of PPE is
regularly audited

17081011_hand
hygiene.pdf

Daily Briefing re
Coronavirus 05.05.20

IC dashboard
2020-21 1.xlsx

Specific guidance on uniforms and laundering is available on the
COVID-19 Hive page and has been communicated to staff via
executive daily briefings.
Clinical staff who wear uniforms have been provided with
scrubs.
STAFF UNIFORMS Laundering.doc

Staff are frequently reminded on the symptoms associated with
COVID-19 in the executive daily bulletin, on the intranet, PHE
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• staff regularly undertake hand
hygiene and observe standard
infection control precautions

guidance and version controlled screensavers that have been
updated throughout the pandemic.
Screensaver Slides
13th July 2020 v9.pp

Appropriate action is taken by staff with suspected and
confirmed COVID-19 or if a household member displays
symptoms by completing the absence reporting form that is
accessible via the intranet of The Christie app
• staff understand the requirements
for uniform laundering where this is
not provided for on site

COVID-19 Absence
Notification Form 23.0

+

• all staff understand the symptoms
of COVID-19 and take appropriate
action in line with PHE national
guidance if they or a member of
their household display any of the
symptoms
7. Provide or secure adequate isolation facilities
Key Lines of Enquiry
Evidence

Gaps in assurance

Systems and processes are in place to ensure:

• patients with suspected or
confirmed COVID-19 are where
possible isolated in appropriate
facilities or designated areas
where appropriate

Specific areas have been identified for patients with confirmed or
suspect COVID-19. Processes are in place if such patients are
required to undergo diagnostic procedures that cannot be
undertaken in a ward environment, which can be found on HIVE.
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Mitigating Actions

Positive patient
pathway for scans.ppt

• areas used to cohort patients with
suspected or confirmed COVID-19
are compliant with the
environmental requirements set
out in the current PHE national
guidance

• patients with resistant/alert
organisms are managed according
to local IPC guidance, including
ensuring appropriate patient
placement

Single rooms, reduced number of beds in bays (from 4 to 2),
demarcations and door signage support compliance of PHE
guidance. In addition to this, floor markings demonstrating the
required social distance and encourage single file direction foot
flow through corridors to maximise social distancing on corridors
and waiting areas. Seating has been minimised in waiting areas
and arranged to comply with social distancing. Patients are
encouraged not to arrive early for outpatient appointments to
further limit capacity in these areas. Posters
Four bedded bays were reduced by 50% capacity in March in
order to adhere to the 2 meter guidance. Where additional beds
are needed the decision to increase to 75% capacity is based on
a joint clinical risk assessment with nurses/IPC team, additional
mitigation such as increased touch point cleaning and use of
PPE is actioned, the situation is reviewed at the 2x daily bed
escalation meeting and the bay is stepped down as soon as
possible.
The Acute Assessment Unit (AAU) open in May 2020 to replace
what was the Oncology Assessment Unit. This was a rapid
escalation and opened in a matter of weeks providing an
environment with improved facilities more fit for purpose.
https://hive.xchristie.nhs.uk/Interact/Pages/Content/Document.a
spx?id=12855&SearchId=
Zoning has frequently been reviewed at CAG, but not felt to be
required at present due to the low numbers.
The deep clean team and domestics are trained in accordance

93

with the trust IPC policy. Patients with confirmed resistant / alert
organisms are identified by alerts in CWP and placed in single
rooms to reduce the risk contamination risk. E.g. MRSA and
C.diff policy Policies
A priority isolation matrix for appropriate placement of patients
continues to be used.

Out of hours advice
V9.4.pdf

8. Secure adequate access to laboratory support as appropriate
Key Lines of Enquiry
Evidence
Systems and processes in place to ensure:

• testing is undertaken by
competent and trained individuals
• patient and staff COVID-19
testing is undertaken promptly and
in line with PHE national guidance

Testing of both patients and staff is undertaken by registered
nurses trained to take nose & throat swabs and obtain sputum
samples.
Staff testing is organised on Day 1 of absence and coordinated
by HR. It is available for symptomatic staff and household
members as well as asymptomatic staff with symptomatic
household members via the Manchester Airport or Ethiad
regional testing facilities. This has latterly been changed for staff
to coordinate their own testing via the testing sites. This decision
was approved at sirep. Testing of staff is also available via home
kits or on site at The Christie. The latter are processed at MFT’s
virology lab and results reported back to staff via Occupational
Health. No prioritised waits have been reported as evidenced in
the staff testing external sitrep daily reports.
Weekly PCR testing for the majority of patient facing clinical staff
is already in place. Compliance is monitored weekly via the
Testing Strategy Group, daily sitrep and reported through to
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Gaps in assurance

Mitigating Actions

Management Board.
Lateral flow testing will supplement the current established
weekly PCR testing, in line with the national roll-out plan. This
will commence once the testing kits and reporting system are
available.
An internal track and trace process is in place and is monitored
via the ICP team and the incident control room. Target testing is
available when required.
COVID-19 testing is undertaken on all patients prior to surgery
or those undergoing chemotherapy for haematological cancers.
It is also undertaken on the day of admission for all patients.
Testing supplies are available at all times in ward areas or from
a central stock. Sufficient supplies of swabs and virology
medium have been maintained throughout. All samples are
processed at MFT’s virology lab.
The weekend patient testing process changed 10/07/20 and is
outlined below.
OOH Patient PCR
Testing Process Map.p

Testing of outpatients is undertaken by the screening team.
Training resources including how to make up the testing packs,
process maps and how to label samples correctly have been
developed and records kept locally.

Process Map PCR
Process Map PCR
patient testing - Asym patient testing - Sym
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Numbers of staff and patients tested and results status was
reported (anonymously) daily externally. This was stepped down
on the 13th May 2020, but continues to be reported internally.
New and cumulative total number of cases and the number of in
patients awaiting results is also reported during the internal
sitrep meetings and was communicated to staff within the
organisation via the exec daily bulletin. This format changed at
the beginning of June 2020 due to low numbers. However the
data is readily available on the COVID dashboards.

Cumulative Tests.pdf

An SOP approved by CAG regarding the prioritisation deferral of

pathology in relation to histopathology
• screening for other potential
infections takes place

SOP Prioritisation
deferral of Pathology

Screening for other potential infections continues on admissions
for MRSA and CPE, which is monitored by the IPC team.

9. Have and adhere to policies designed for the individual’s care and provider organisations that will help to prevent and control
infections
Key Lines of Enquiry
Evidence
Gaps in assurance Mitigating Actions
Systems and processes in place to ensure that:

• staff are supported in adhering to
all IPC policies, including those for
other alert organisms

Adherences to all IPC policies are monitored via weekly NIPR
meetings. This includes a review of statistics on prevalence of
alert organisms, outbreaks and serious untoward incidents;
evidence of appropriate actions taken to deal with infection
occurrences and an audit programme ensure that policies have
been implemented. Shared learning amongst IPC and nursing
forums are pivotal to best practice and further engage and
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support staff.

• any changes to the PHE national
guidance on PPE are quickly
identified and effectively
communicated to staff

Stock of PPE is reported daily via an external portal and
internally at the daily exec sitrep meeting, where PPE supplies
remain a standing agenda item. Examples of supplies sitrep
content over the course of the pandemic to date attached.
Examples of supplies
sitrep slides.ppt

Changes to PHE guidance is monitored by the IPC team and the
COVID-19 incident room. Information is communicated to staff
via a daily bulletin and remains a standing agenda item on the
daily exec sitrep meeting for onward dissemination divisionally
and promoted on the intranet COVID-19 page.
PPE proposal CAG
approved recommend

• all clinical waste related to
confirmed or suspected COVID-19
cases is handled, stored and
managed in accordance with
current PHE national guidance

All clinical waste is managed in accordance with the trusts waste
management policy which provides assurance of the processes
in place for compliance with all waste and environmental
legislation.
Waste management policy
PPE stock is available to all wards and departments. It is
ordered and stored locally, with the addition of centrally stored
stock maintained by the trusts Procurement Lead. A PPE
Clinical Lead is in post during the pandemic to support staff and
the organisation.

• PPE stock is appropriately stored
and accessible to staff who require
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it
PPE lead role and
responsibilities.doc

The trust has always explored mutual aid requests from other
organisations and have been in a position to support some of
these requests. Mutual aid email
10. Have a system in place to manage the occupational health needs and obligations of staff in relation to infection
Key Lines of Enquiry
Evidence
Gaps in assurance Mitigating Actions
Systems and processes in place to ensure:

• staff in ‘at-risk’ groups are
identified and managed
appropriately including ensuring
their physical and psychological
wellbeing is supported
• staff required to wear FFP
reusable respirators undergo
training that is compliant with PHE
national guidance and a record of
this training is maintained
• staff absence and well-being are
monitored and staff who are selfisolating are supported and able to
access testing
• staff that test positive have
adequate information and support
to aid their recovery and return to
work

‘At risk’ staff are required to identify themselves to their line
managers. Those that are not shielded may be redeployed to
another area of work. This has been managed by the ‘safe care
tool’ and HR. Redeployment information is available on the
intranet COVID HIVE page. ‘Shielded’ staff, once their absence
is reported can continue to work from home where possible.
Evidence of the support available to staff to support their
physical and psychological wellbeing can be found on the
COVID HIVE page and includes:
• Supporting our most vulnerable staff
• Home working key points

Home Working Key
Points.docx

•

Looking after you
https://view.pagetiger.com/looking-after-you/lookingafter-you

In addition to this the organisation has produced information and
support for staff at higher risk of illness from COVID-19
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Staff that have been
notified by the NHS
/ their GP as being
‘at risk’ who choose
to continue to work,
must be risk
assessed by
Occupational Health

Protecting our staff
at higher risk from CO

This information as also available on the intranet and has been
distributed in a daily exec bulletin to all staff including
information on access to wellbeing support, including the
provision by the trusts own services for anxiety management
and complementary therapy.

Individual risk assessments for those at higher risk have been
undertaken and repeated every 3 months or earlier if
circumstances change.

MB - Covid-19
Individual Staff Risk A

These are continuously reviewed and version controlled as
updated.

Individual Staff Risk
Assessment for Covid

The total number of completed risk assessments including those
for BAME staff are reported in the daily sitrep and have been
reported nationally.
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Risk assessment
figures 21.07.20.pptx

There is ongoing face fit / hood training for those staff required
to use FFP respirators in line with PHE guidance. At least one
trainer is present on site at all times. Training records and
records of FFP trainers are maintained and available on the
COVID HIVE page.
https://hive.xchristie.nhs.uk/Interact/Pages/Section/ContentListin
g.aspx?subsection=4876
Staff absence and wellbeing of those staff that are self-isolating
are monitored by HR.
All staff are offered testing as per the attached guidance and
algorithm. SOP

Staff testing pathway
(V8 - 13-05-20).pptx

In the event that a staff member tests positive for COVID-19 the
attached support document is issued to that staff member once
they have been notified of the result by occupational health (if
tested on site) and they will be re-tested on Day 8.

Your Support
(COVID-19) - staff wi

100

The evidence base of staff testing and returning to work was
discussed early on in the pandemic at CAG resulting in the
development of evolving staff testing pathways.

Staff testing COVID
CAG 15.4.20.doc

Version 1.41 Updates:
Systems are in place to manage and monitor the prevention and control of infection. These systems use risk assessments and consider
the susceptibility of service users and any risks posed by their environment and other service users.
Key Lines of Enquiry
Evidence
Gaps in assurance Mitigating Actions
1. Monitoring of IPC practices,
IPC practice is monitored via IPC Committee, monthly IPC
ensuring resources are in place to
senior team meetings, monthly NIPR (with the commissioners),
enable compliance with IPC
escalation of concerns at daily sitrep meeting.
Action required
Temporary Quality
practice.
around system and
Manager to be
Ward based use of FLO (frontline ownership) auditing
process compliance appointed to review
Ward based improvement actions such as pre ward-round
and where needed
checklist (based on the WHO checklist principles
establish new
2021 MIAA audit of IPC Service demonstrated moderate
assurance with no critical actions
processes
2. Monitoring of compliance with
PPE compliance is monitored at departmental level by line
PPE, consider implementing the
managers – issues raised at team meeting and any trust wide
role of PPE guardians/safety
issues at daily sitrep.
champions to embed and
encourage best practice.
3. Staff testing and self-isolation
Staff testing started on 14 April 2020 in priority areas, including
strategies are in place and a
theatres/surgery and haematology. This has expanded since to
process to respond if transmission cover all patient facing staff and patient service critical staff who
rates of COVID-19 increase.
may come in to contact with patients. W/c 25/01/21 1,661 staff
samples were processed.
Compliance is monitored weekly via the Testing Strategy Group,
daily sitrep and reported through to Management Board.
4. Training in IPC Standard

All staff are required to attend relevant and IPC training on
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Infection Control and transmissionbased precautions are provided to
all staff.
5. IPC measures in relation to
COVID-19 should be included in all
staff Induction and mandatory
training.
6. All staff are regularly reminded
of the importance of wearing face
masks, hand hygiene and
maintaining physical distance both
in and out of work.
7. All staff (clinical and non-clinical)
are trained in putting on and
removing PPE; know what PPE
they should wear for each setting
and context; and have access to
the PPE that protects them for the
appropriate setting and context as
per national guidance

induction and as a mandatory requirements thereafter annually
for clinical staff and every 3 years for non-clinical staff. All
training records are registered centrally.
Included in the training detailed above
Additional refresher training on donning and doffing, post
outbreak etc.is provided proactively and reactively as required.
Guidance on social distancing in the workplace is shared via
posters, briefings and team meetings. Whilst the organisation
cannot be accountable for the behaviour of staff travelling to and
from work clear guidance on car sharing, use of public transport,
adherence to national guidance etc. is a key part of ongoing
staff communications.
Patients and staff are protected with PPE, as per the latest PHE
national guidance. Guidance is regularly checked and
communication initiated from the IPC Team and Incident Control
Room (ICR) for onward action and dissemination.
A face fit testing register is maintained and displayed on the
Trust intranet, indicating the mask type staff are trained to use
and updated as required.
PPE stock is monitored by procurement and action
taken/escalated should stock drop to de minimis levels
All external data submissions are routed through the incident
control room and signed off via email by at least one member of
the executive team.

8. That Trust CEOs or the
executive responsible for IPC
approve and personally signs off,
all data submissions via the daily
nosocomial sitrep. This will ensure
the correct and accurate
measurement and testing of patient
protocols are activated in a timely
manner.
9. Ensure Trust Board has
Outbreaks are managed at daily outbreak meetings with
oversight of ongoing outbreaks and divisional and executive oversight. Actions and issues are
action plans.
reported at weekly management Board and monthly directors
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meetings
Provide and maintain a clean and appropriate environment in managed premises that facilitates the prevention and control of infections
Key Lines of Enquiry
Evidence
Gaps in assurance Mitigating Actions
10. Ensure the dilution of air with
Where possible windows are opened for periods of time
good ventilation e.g. open
following local risk assessment taking into consideration external
windows, in admission and waiting hazards i.e. building works for immunocompromised patients.
areas to assist the dilution of air
11.There is evidence organisations General purpose detergents are not used. Disinfectants and
have reviewed the low risk COVID- specifically chlorine based products (Chlorclean) are used
19 pathway, before choosing and
across the organisation.
decision made to revert to general
purpose detergents for cleaning, as
opposed to widespread use of
disinfectants.
12. Ensure cleaning standards and Cleaning standards and frequencies are monitored and there is
frequencies are monitored in noncontinued compliance with the required 6 months audits for nonclinical areas with actions in place
clinical areas. In addition regular spot-checks of all non-clinical
to resolve issues in maintaining a
areas are undertaken.
clean environment.
Provide suitable accurate information on infections to service users, their visitors and any person concerned with providing further support or
nursing/ medical care in a timely fashion
Key Lines of Enquiry
Evidence
Gaps in assurance Mitigating Actions
13. There is clearly displayed and
Posters displaying the latest advice, internal and external door
written information available to
signage and audio messages as the organisations introductory
prompt patients’ visitors and staff
message upon contacting the trusts switchboard and 24/7
to comply with hands, face and
hotline are under continuous review and updated in line with
space advice.
PHE advice.
Guidance on social distancing in the workplace is shared via
posters, briefings, team meetings.
Ensure prompt identification of people who have or are at risk of developing an infection so that they receive timely and appropriate treatment to
reduce the risk of transmitting infection to other people
Key Lines of Enquiry
Evidence
Gaps in assurance Mitigating Actions
14. Screening and triaging of all
Patients presenting with index symptoms are triaged by a
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patients as per IPC and NICE
Guidance within all health and
other care facilities must be
undertaken to enable early
recognition of COVID-19 cases.

15. Staff are aware of agreed
template for triage questions to
ask.
16. Triage undertaken by clinical
staff who are trained and
competent in the clinical case
definition and patient is allocated
appropriate pathway as soon as
possible.
17. Face coverings are used by all
outpatients and visitors.
18. Face masks are available for
patients with respiratory symptoms.
19. Provide clear advice to patients
on use of face masks to encourage
use of surgical facemasks by all

registered nurse/doctor, a screening assessment form
completed and referred to the telephone hotline to manage
patient admission to a designated area.
Emergency admissions are triaged via the 24/7 telephone
hotline. Risk of infection is established and documented in a
hotline and emergency admission proforma in the patient’s
electronic medical record in Clinical Web Portal (CWP).
Admitted patients are assessed in a designated area where a
Covid-19 assessment is completed in CWP. The proforma has
been updated to reflect changes over the course of the
pandemic to date introducing further information points
Patients with confirmed or suspected COVID are cared for in
designated areas and only transferred when pertinent to their
care or to reduce the risk of transmission to others. These are
standing items in ward handovers, board rounds and also
communicated within care pathways.
Staff escalate questions via their divisional line management
process and where a clinical issue needs further resolution it is
taken to the weekly clinical advisory group meeting.
Staff can also escalate via the daily sitrep, the weekly trust wide
open access sitrep and the Friday grand round
Patient triage is undertaken via the established patient Hotline
by experience trained oncology nurses, via the clinical teams in
clinic and the acute physicians.

All visitor and out-patients are requested to wear a clean
surgical face mask on entering the trust site
Face masks are available for all patients and staff
All in-patients are encouraged and supported to wear a surgical
facemask whilst an inpatient (unless there is a medical reason
that they are unable to do so)
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inpatients
(particularly
when
moving around the ward) if this can
be tolerated and does not
compromise their clinical care.
20. For patients with new-onset
symptoms, isolation, testing and
instigation of contact tracing is
achieved until proven negative.
21. Patients that test negative but
display or go on to develop
symptoms of COVID-19 are
segregated and promptly re-tested
and contacts traced promptly.

Any patient with symptoms or any suspicions of COVID-19 are
isolated and tested as per established protocol. Suggested
amendments based on scientific evidence, compliance etc. are
debated and agreed at clinical advisory group
All in-patients testing negative yet remain clinically suspicious of
COVID-19 remain isolated to maintain cross contamination risk
and re-tested.

Systems to ensure that all care workers (including contractors and volunteers) are aware of and discharge their responsibilities in the process of
preventing and controlling infection
Key Lines of Enquiry
Evidence
Gaps in assurance Mitigating Actions
22. Separation of patient pathways Patients have a clear entrance to the organisation with thermal
and staff flow to minimise contact imaging, immediate screening by staff and access to surgical
between pathways. For example, face mask and hand gel and a separate exit from the site.
this could include provision of Staff have a separate designated swipe card access entrance
separate
entrances/exits
(if and exit with thermal imaging, and access to surgical face mask
available) or use of one-way and hand gel.
entrance/exit
systems,
clear
signage, and restricted access to
communal areas.
23.
Hygiene
facilities
(IPC There are multiple posters at the entrances to the site and along
measures) and messaging are corridors and departments entrances. There are hand sanitation
available for all patients/individuals, areas and access to surgical face masks. There is a one way,
staff and visitors to minimise single file system on the main corridors, table in communal
COVID-19 transmission such as:
areas are at a two metre distance and only two chairs are
• hand
hygiene
facilities available per table.
including instructional posters
• good
respiratory
hygiene
measures
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maintaining physical distancing
of 2 meters wherever possible
unless wearing PPE as part of
direct care.
24. Frequent decontamination of Risk assessments and decontamination is not limited to clinical
equipment and environment in both areas. Offices have undergone risk assessments and significant
clinical and non-clinical areas.
changes as may previously have been multi-occupancy,
contained hot desking facilities or did not previously allow for
adequate social distancing.
Staff are frequently reminded in the daily bulletin emails of the
importance of decontaminating work stations.
There is increased touch point cleaning in shared areas and use
of HPV and UV cleaners as appropriate.
25. Clear advice on use of face All staff and patients (if tolerated) are advised and supported to
coverings and facemasks by wear a surgical face mask when on site. This includes in shared
patients /individuals, visitors and by offices and non-patient facing areas.
staff in non-patient facing areas.
26. A rapid and continued Rates of patient and staff COVID 19 cases are monitored daily
response
through
ongoing and remedial action taken as required. Patient and staff
surveillance of rates of infection compliance with weekly testing and PPE compliance is
transmission within the local monitored and reported at sitrep weekly.
population
and
for
hospital/organisation onset cases
(staff and patients/individuals).
27. Positive cases identified after Any positive cases occurring within the organisation are subject
admission who fit the criteria for to an immediate outbreak meeting, full RCA and discussion at
investigation should trigger a case NIPR as per the protocol of any suspected hospital acquired
investigation. Two or more positive infection.
cases linked in time and place
trigger an outbreak investigation.
28. Robust policies and procedures Practice is in line with PHE national guidance and as per the
are in place for the identification of organisations outbreak management policy.
and management of outbreaks of
infection.
Provide or secure adequate isolation facilities
•
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Key Lines of Enquiry
Evidence
29. Restricted access between
High prevalence areas have restricted access, processes are in
pathways if possible, (depending
place to minimise footfall.
on size of the facility,
prevalence/incidence rate low/high)
by other patients/individuals,
visitors or staff.
30. Areas/wards are clearly
signposted, using physical barriers
as appropriate to
patients/individuals and staff
understand the different risk areas.

Gaps in assurance

Any ‘red’ area is closed to non-essential staff, this is clearly
noted at the entrance to the area. All wards door are locked and
access is via an activated swipe card/ID badge.

Secure adequate access to laboratory support as appropriate
Key Lines of Enquiry
Evidence
Gaps in assurance
31. Ensure screens taken on Systems are in place between The Christie and the PHE
admission given priority and Laboratory at Manchester Royal Infirmary (MFT) to transmit the
reported within 24hrs.
sample details and the results electronically between the two
organisations. The samples are registered in the Trust’s
Pathology System, TD Synergy, and these are transferred over
to the Manchester Royal Infirmary and in to their pathology
system via the National Pathology Exchange (NPEX). This
enables results to be received in an efficient, reliable and timely
manner.
32. Regular monitoring and The COVID Testing Team monitors outstanding results on a
reporting of the testing turnaround daily basis, and contacts the PHE Laboratory to chase results
times with focus on the time taken that the Trust would have expected to have received.
from the patient to time result is
available.
33. Regular monitoring and
reporting that identified cases have
been tested and reported in line
with the testing protocols (correctly

Mitigating Actions

Day 1/3/7 testing requirement is automated via the patient
clinical web portal and compliance is monitored daily by the
Matron for inpatient services and reported at the weekly trust
wide sitrep.
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Mitigating Actions

recorded data).
Have a system in place to manage the occupational health needs and obligations of staff in relation to infection
Key Lines of Enquiry
Evidence
Gaps in assurance
34. That risk assessment(s) is (are) The organisation has produced information and support for staff
undertaken and documented for at higher risk of illness from COVID-19.
any staff members in an at risk or Individual risk assessments for those at higher risk have been
shielding groups, including Black, undertaken and repeated every 3 months or earlier if
Asian and Minority Ethnic (BAME) circumstances change. These are continuously reviewed and
and pregnant staff.
version controlled as updated.

35. Staff who carry out fit test
training are trained and competent
to do so.
36. All staff required to wear an
FFP respirator have been fit tested
for the model being used and this
should be repeated each time a
different model is used.
37. A record of the fit test and
result is given to and kept by the
trainee and centrally within the
organisation.
38. For those who fail a fit test,
there is a record given to and held
by trainee and centrally within the
organisation of repeated testing on
alternative respirators and hoods.
39. If member of staff fails to be
adequately fit tested a discussion
should be had regarding re
deployment
opportunities
and
options commensurate with the

Mitigating Actions

The total number of completed risk assessments including those
for BAME staff are reported in the daily sitrep and have been
reported nationally.
A register of trained face fit testing staff is maintained by the IPC
team and regular accredited training is provided by an external
company.
A face fit testing register is maintained and displayed on the
Trust intranet, indicating the mask type staff are trained to use
and updated as required.
A face fit testing register is maintained and displayed on the
Trust intranet, indicating the mask type staff are trained to use
and updated as required.
As above

Where staff fail fit testing they try the different masks available There is currently no
and then moving to power hoods.
register of staff who
fail fit testing as they
To date there has been no requirement to refer any staff are provided with
member to OH
other options
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Power hoods are
available across the
organisation.
Failure data now

staff
members
skills
and
experience and in line with
nationally agreed algorithm. A
documented
record
of
this
discussion should be available for
the staff member and held centrally
within the organization.as part of
employment
record
including
Occupational health.
40. Following consideration of
reasonable
adjustments
e.g.
respiratory hoods, personal reusable FFP3, staff who are unable
to pass a fit test for an FFP
respirator are redeployed using the
nationally agreed algorithm and a
record kept in staff members
personal record and Occupational
health service record.
41. Boards need to have a system
in place that demonstrates how, in
regard
to
fit
testing,
the
organisation maintains staff safety
and provides safe care across all
care settings. This system should
include a centrally held record of
results which is regularly reviewed
by the board.
42. Health and care settings are
COVID-19 secure workplaces as
far as practical, that is, that any
workplace risk(s) are mitigated
maximally for everyone.
43. Staff are aware of the need to

being captured on
the fit testing
database

To date there have been no cases where staff who require
suitable and staff PPE have not been able to access it. Where fit
testing has failed or where people with beards worn for religious
reasons they have been provided with a power hood, therefore
no requirement to refer any staff member to OH.

A face fit testing register is maintained and displayed on the
Trust intranet, indicating the mask type staff are trained to use
and updated as required. Any concerns are escalated via the
line management process or daily sitrep and if required
escalated to board level as a risk.

Action has been taken to ensure the site remains COVID secure
with enhanced biosecurity measures, reduced footfall by enable
staff to WFH, access to PPE, regular staff and patient testing.
Staff wear a surgical face mask at all times during their working
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wear facemask when moving day on site
through COVID-19 secure areas.
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Meeting of the Board of Directors
Thursday 25th March 2021
Responsible Officer Report: Appraisal and Revalidation 2020-21
1 Introduction
Medical appraisal is an annual process that all licensed doctors are required to participate in,
not only is this a contractual obligation, but it is also a requirement of their registered body
the GMC.
Revalidation is the process by which licensed doctors are required to demonstrate that they
meet the required standards and are fit to practice. The Responsible Officer will make a
revalidation recommendation to the GMC, usually once in a 5 year revalidation cycle. The
doctor must ensure that all the evidence required, as outlined in Good Medical Practice, is
organised and sufficiently documented.
2 Adjustments 2020-21 in light of the national pandemic:
In March 2020, a decision was made to postpone appraisal and revalidation nationally to
free up capacity, maintain essential care and minimise spread following a surge in the
number of COVID-19 cases. Professor Powis, NHSE Medical Director, sent a letter dated
19th March 2020 to confirm that all medical appraisals should be suspended from the date of
his letter until further notice. This was to increase capacity in the workforce by allowing
appraisers to return to clinical practice. He also confirmed that until appraisal was
reinstated, RO’s should classify appraisals that were affected as ‘approved missed’
appraisals. Affected appraisals would be regarded as cancelled, not postponed.
In keeping with the need to minimise non-direct quality improvement activities, a decision
was also taken to cancel the 2019/2020 Annual Organisation Audit.
The GMC issued guidance for doctors who were due to revalidate before the end of
September 2020, confirming that these doctors would have their revalidation date deferred
for one year. Notifications about revalidation dates were not issued, however, the GMC has
continued to send notifications when doctors move on and off GMC connect lists so RO’s
could keep track of their prescribed connections.
3 Reinstating Appraisal
In September 2020, Professor Powis provided further information and advice about
reinstating appraisal in the context of the continuing pandemic. He highlighted the impact of
COVID-19 on health care professionals including for doctors; in this context appraisal is
highly relevant as a tool to support doctors and nurture their professional growth in a working
environment that will remain disrupted for many. This has been the focus as appraisal has
gradually restarted in year.
4 ‘Appraisal 2020’ format: support, not paperwork
Significant work took place with colleagues across the profession and the UK to review the
format of appraisal in light of the pandemic. Following consultation between the Academy of
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Medical Royal Colleges, the General Medical Council (GMC) and the British Medical
Association (BMA), the expectations for Medical Appraisal 2020 reduced the requirements
for the pre-appraisal documentation and expected a supportive process that encouraged
reflection on the past year, to recognise the impact of the pandemic and also to the personal
and professional development of doctors with emphasis on health and well-being.
5 Appraisals at The Christie
At the Christie, appraisal recommenced from October 2021 following discussion with
appraisers and communication with medical staff. We currently have 277 connected
doctors. 10 (3%) of these doctors recently connected to the Christie and will not undergo
appraisal until 2021/22. Between October 2020 and March 2021, a total of 134 (48%)
appraisals were due and 94 (70%) of these have been completed to date. 10 (7%) are
currently in progress with the remaining 30 (23%) appraisals due to take place throughout
the month of March. 143 (52%) appraisals did not take place between March 2020 and
September 2020 and these will be recorded as “Approved Missed” in line with the national
guidance. There have been no concerns about non engagement of a doctor in the past year.
The appraiser pool has reduced from 44 to 42 appraisers and we continue to encourage
other doctors to undergo training.
The trust’s medical appraisal policy has undergone review in year and was approved by the
Local Negotiating Committee (LNC) in March 2021.
There are no revalidation recommendations due until April 2021, from when the process will
recommence.
6 Managing concerns about doctors
There has been no change in the way such concerns are investigated and managed during
the pandemic. In 2020-21, concerns about one non-consultant doctor were investigated.
MHPS process was used in relation to performance and behavioural issues and this was
supported by one of our non-executive directors. Following completion of the investigation
the approach taken was supportive development supervised by their clinical director with
mentoring. An earlier investigation commenced in 2019 was concluded with a DMG finding
that there was no case to answer but learning for the individual.
Regular meetings have continued with the GMC ELA throughout the past year.
7 Fair to refer
This report was published by the GMC in 2019 in response to the high numbers of doctors
from overseas or BAME groups who had been referred to the professional regulator. This
prompted a review of how concerns about doctors who worked at The Christie in a five year
period had been handled. This is summarised in appendix 1 and did not find any
disproportionate approaches and showed that where a doctor was engaged with the process
a supportive and developmental approach was taken where appropriate.
8 Responsible Officer changes 2021
With the retirement of the current EMD and Responsible Officer in April 2021, it is proposed
that Professor Harrison, who has held the Responsible Officer in the past will take over
these responsibilities for an interim period. One of our Associate Medical Directors is
undertaking RO training and will be supporting the RO and medical appraisal lead.
9 Recommendation
The Board is asked to note the information provided in the report.
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Appendix 1

Fair to Refer Review of MHPS Cases 2016-21

Following the GMC Fair to Refer report published in 2019, it was agreed there would be a review of the Trust’s
Maintaining High Professional Standards (MHPS) cases with reflection and outcomes produced for further
discussion. This exercise was undertaken in the first part of 2020.
The first point to note, rather than just looking at MHPS cases, all significant concerns that were raised through
various policy routes were reviewed. Overall, between 2016 – 2020 there were 19 concerns raised, broken
down by;
Type
Number
Year
Number
of Cases
of Cases
Conduct
11
2016
3
Capability
2
2017
3
Dignity at Work
2
2018
8
Grievance
3
2019
2
External concerns
1
2020
3




20 individuals were cited in the 19 cases with their ethnicities categorised as below.
9 of the 20 were from BAME backgrounds with 7 of those being of a non consultant grade

Ethnicities

A White – British / Irish / Any other White background
GF Mixed - Other/Unspecified
H Asian or Asian British - Indian
J Asian or Asian British – Pakistani
LK Asian Unspecified
Z Not Stated

Number of
individuals

9
1
5
2
1
2

Grade

Consultant
SAS Doctors
LED Doctors

Number of
individuals

2
4
3

Those identified within the BAME categories were the focus of a review of the cases, for assurance that
consideration of support was taken and in addition, any learning taken forward. The review was undertaken by
the Medical Director/Responsible Officer and Medical Workforce Manager to maintain confidentiality.
The information was then discussed at a follow up meeting to which the Equality and Diversity manager and
an independent Clinical Director, themselves from a diverse backgrounds, were invited.






Of the 9 cases, 3 were concluded satisfactorily with no requirement for further outcomes or learning.
2 of the cases related to awareness of appropriate conduct and respect for colleagues with 1 capability
case that also included the understanding of expected professional norms.
Of the remaining 3 cases, these were formally investigated with the outcome identified as a case to
answer, however it was felt by a Decision Making Group (DMG) in each case, there would be no benefit
from a formal hearing and that individual learning and reflection was a more appropriate and effective
course of action.
In 2 of those 3 remaining cases, in addition to individual learning, there was also Trust learning and
actions taken forward to ensure there would not be a recurrence of those issues raised and investigated.

In all cases detailed within this paper, it was recognised that each case received careful initial consideration of
the situation that presented and there was no ‘one size fits all’ approach in relation to taking cases forward.
This is reflective by only have 3 BAME cases out of 9 moving forward with a formal investigation process. In
all three cases, and again with careful consideration of the investigation reports by the DMG, none on them
were taken forward to a formal hearing.
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Agenda item: 05/21g
Meeting of the Board of Directors
Thursday 25th March 2021
NHS Staff Survey 2020 Results
1. Introduction
This paper reports the results for themes and questions of the national Staff Survey 2020.
The results are benchmarked and are presented in the context of the best, average and
worst results for Acute Specialist Trusts.
The table below shows the overall theme results benchmarked against specialist Trusts.
The organisation scores best in one thematic area and higher than average in six.

2. Changes to Reporting 2020
For the 2020 Staff Survey the National Staff Survey Coordination Centre have confirmed
there are some changes to the 2020 reporting to be aware of. In summary the changes are:•

Theme results – Covid-19 classification breakdowns – a new section in the
benchmark reports shows the breakdown of theme scores for staff in COVID-19
classification subgroups.
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•

Immediate managers theme – the calculation for the immediate managers theme
has changed this year due to the omission of one of the questions which previously
contributed to the theme (“My manager supported me to receive this training,
learning or development”).

•

Physical violence/Harassment, bullying and abuse data – data cleaning of the
questions relating to the reporting of incidents of physical violence at work (Q12d)
and harassment, bullying or abuse at work (Q13d) have been updated this year.

•

WDES data – the WDES breakdowns are based on the responses to q26a Do you
have any physical or mental health conditions or illnesses lasting or expected to last
for 12 months or more? In 2020, this question was shortened and the word
‘disabilities’ removed to align with the standard question used by ONS.

•

Key findings – following the replacement of key findings with themes in 2018, key
findings indicators will not be calculated or published this year.

•

Free text reporting – new for the 2020 survey, analysis and reporting on the
responses to the two new free text questions included in this year’s survey (Q21a
and Q21b) will be received. A national free text report will also be made publicly
available. These will not be available when the survey results are published on 11th
March 2021 but will follow later.

3. Response Rate
For the NHS Staff Survey 2020, a full census was carried out with 1,505 of our staff
completing questionnaires. This represents a 49% response rate. Fig. 1 shows our response
rates over the last 5 years benchmarked against other Acute Specialist Trusts.
Fig. 1 - Response Rate Trend & Benchmark
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4. Overview of Results
Overall the Trust 2020 results are positive as can be seen from Fig. 2. The organisation
scores best in one thematic area and higher than average in six, with only the quality of care
lower than the national average.
Fig. 2 – Theme Results Overview & Significance Testing

Theme

2019 Score

2020 Score

Change

Benchmark (Acute
Specialist Trusts)

Equality, diversity &
inclusion
Health & wellbeing

9.5

9.4

Not significant

6.3

6.5



Immediate managers

7.1

7.1

Not significant

Morale

6.5

6.5

Not significant

Quality of care

7.9

7.8

Not significant

Safe environment –
Bullying & Harassment
Safe environment –
Violence
Safety culture

8.7

8.7

Not significant

9.9

9.9

Not significant

7.2

7.2

Not significant

Staff engagement

7.5

7.5

Not significant

Team working

6.9

6.8

Not significant

9.2
Better than average
6.5
Equal to average
7.1
Equal to average
6.4
Better than average
7.9
Worse than average
8.4
Better than average
9.8
Best score
7.0
Better than average
7.4
Better than average
6.8
Equal to average

Appendix 2 benchmarks our result against all Acute Specialist Trusts and all Greater
Manchester provider trusts. The Christie is ranked number 1 in 7 out of 10 thematic areas of
all Greater Manchester provider trusts.
5. Theme Results
Appendix 1 sets out detailed results aligned by question and theme. The following analysis
can be drawn from the results.
Equality, diversity & inclusion
Overall the Trust scored better than average for this theme when compared to the
benchmarking group of Acute Specialist Trusts.
•

89.3% of our staff stated that they believed the organisation acts fairly with regard to
career progression/promotion, regardless of ethnic background, gender, religion,
sexual orientation, disability or age. This response is higher than the average of
87.1% for Acute Specialist Trusts.
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•

2.4% of our staff stated they had personally experienced discrimination at work from
patients/service users, their relatives or other members of the public in the last 12
months which compared favourably with the average (4.1%).

•

6.6% of our staff stated that they had personally experienced discrimination at work
from a manager/team leader other colleagues which also compared favourably to the
average (8.3%). It should be noted however that this is the highest this score has
been for the Trust over the past 5 years.

•

81.4% of our staff stated that the Trust has made adequate adjustment(s) to enable
them to carry out their work. This response is again higher than the average score of
76.7% which is positive.

Equality, Diversity & Inclusion will continue to be a key focus for the Trust with the
implementation of the Trust’s EDI Delivery Plan by the end of December 2021.
Health & wellbeing
Overall the Trust scored equal to average for this theme when compared to the
benchmarking group of Acute Specialist Trusts.
•

64.6% of our staff were satisfied or very satisfied with the opportunities for flexible
working patterns which is higher than average of 60.5% for Acute Specialist Trusts.
The score to this question has seen just over a 10% increase when compared to the
Trust’s 2019 score (53.9%) which demonstrates a strong improvement in the
opportunities for flexible working patterns at the Trust in the past year. The Trust has
just received Timewise Accreditation for flexible working with an action plan now
being implemented.

•

36.1% of our staff believed the organisation definitely took positive action on health &
wellbeing which is just below the average of 36.9% however is just under a 3%
improvement on the Trust’s 2019 score (33.4%) for this question.

•

26.0% of our staff said they had experienced musculoskeletal problems (MSK) as a
result of work activities which is also just below the average of 26.6%. It should be
noted however that this is the highest this score has been for the Trust over the past
5 years.

•

39.4% of our staff said they have felt unwell as a result of work related stress during
the last 12 months which is just below the average of 39.5%. This highlights a need
to do more to support staff to manage stress at work which is already being looked at
as part of the current Stress Risk Assessment review.

•

40.6% of our staff have come to work despite not feeling well enough to perform their
duties in the last three months which is just above the average of 40.2%. The score
to this question has seen just over an 8% decrease when compared to the Trust’s
2019 score (52.3%) which demonstrates a strong improvement to this question.

The Christie People Plan 2021/21 sets out a number of actions aimed at improving
employee support and experience, in particular around staff health & wellbeing. It should be
noted that the Trust has a statistically significantly higher score in the Health & wellbeing
theme (6.5) when compared to the trust’s 2019 score for this theme (6.3).
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Immediate managers
Overall the Trust scored equal to average for this theme when compared to the
benchmarking group of Acute Specialist Trusts.
•

74.8% of our staff reported they were satisfied or very satisfied with the support they
get from their immediate manager compared to 72.8% in 2019. This response is also
above the average of 73.4%.

•

64% of our staff felt that their immediate manager gives them clear feedback on their
work which is below the average of 65.7% whereas 62.5% of our staff felt their
immediate manager asks for their opinion before making decisions that affect their
work which is above the average of 61.3%.

•

75.2% of our staff felt that their immediate manager takes a positive interest in their
health and wellbeing which is above the average of 74.3% and 76.7% of our staff felt
that their immediate manager values their work which is also above the average of
76.0%.

The Trust has re-launched the ‘Managing for Success’ manager development programme
which is now being delivered virtually and continues to develop its positive working
environment plans, alongside this there is the launch of the Christie Leadership programme
which sees its first cohort complete the programme on the 31st March and implementation of
our coaching and mentoring programme.
Morale
Overall the Trust scored better than average for this theme when compared to the
benchmarking group of Acute Specialist Trusts.
•

58.7% of our staff feel that they are involved in deciding on changes introduced that
affect their work area/team/department which is the best score for this question in the
benchmark group.

•

75.2% of our staff believed they receive the respect they deserved from colleagues at
work. This is above the average score of 72.4% and is also close to the best score
for this question.

•

29.5% of our staff felt that they never or rarely had unrealistic time pressures which is
above the average score of 28.0% and 60.8% of our staff felt that they often or
always had choice in deciding how to do their work, again above the average score
of 58.0%.

•

53.6% of our staff felt that relationships at work were never or rarely strained which is
above the average score of 49.1% and 73.7% of our staff felt that their immediate
manager encourages them at work which is just above the average score of 73.2%.

•

Fewer of our staff reported their intention to leave the Trust, their intention to look for
a job at a new organisation in the next 12 months or their intention to leave the Trust
as soon as they can find another job when compared to the average scores for the
benchmarking group.
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The Christie People Plan 2021/21 sets out a number of actions relating to Workforce Supply
and in particular has an action to develop a Recruitment & Retention Plan including specific
actions to address recruitment and retention hotspots.
Quality of care
Overall the Trust scored worse than average for this theme when compared to the
benchmarking group of Acute Specialist Trusts.
•

87.2% of our staff are satisfied with the quality of care they give to our
patients/service users. This is below the average of other Trusts in the benchmark
group.

•

92.7% of our staff feel that their role makes a difference to patients/service users
compared to an average of 90.8%.

•

76.8% of our staff feel that they are able to deliver the care they aspire to which is
below the benchmarking average of 79.1%.

Safe environment – Bullying & Harassment
Overall the Trust scored better than average for this theme when compared to the
benchmarking group of Acute Specialist Trusts.
•

13.4% of our staff said that they had experienced at least one incident of bullying,
harassment or abuse at work from patients/service users, their relatives or other
members of the public in the last 12 months. This is better than the benchmarking
average.

•

The number of our staff who said they have experienced bullying and harassment
from colleagues or managers has increased since 2019 however, our results remain
better that the national average.

The Christie People Plan 2021/21 includes actions to embed the Trust’s RESPECT
campaign and to develop an action plan aimed at reducing bullying and harassment.
Safe environment – Violence
Overall the Trust scored the best score for this theme when compared to the benchmarking
group of Acute Specialist Trusts.
•

2.9% of our staff said that they experienced at least one incident of violence at work
from patients/service users, their relatives or other members of the public in the last
12 months. This is better than the benchmarking average.

•

Our staff have reported very low levels of experiencing violence at work from either
managers or colleagues in the last 12 months. It should be noted however that
violence from managers is 0.6% and is just above the benchmarking average of
0.5%.
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Safety culture
Overall the Trust scored better than average for this theme when compared to the
benchmarking group of Acute Specialist Trusts.
•

69.9% of our staff said that the organisation treat staff who involved in an error, near
miss or incident fairly and 80.3% of our staff felt that the organisation takes action to
ensure they do not happen again. Encouragingly, both of these scores are above the
benchmarking average scores.

•

69% of our staff feel that they are given feedback about changes made in response
to reported errors, near misses and incidents which is above the benchmarking
average score of 65.6% and is the highest this score has been in the last five years
of results.

•

74.3% of our staff would feel secure in raising concerns about unsafe clinical practice
which is below the benchmarking average of 75.6%.

•

Particularly pleasing is that 66.8% of our staff feel confident that the Trust would
address their concern and 85.3% of our staff believe that the Trust acts upon patient
concerns, both of which are above the benchmarking scores for these questions.

Staff engagement
Overall the Trust scored better than average for this theme when compared to the
benchmarking group of Acute Specialist Trusts.
•

The Trust scores lower than the benchmarking average for the three questions
relating to motivation with 60.0% of our staff saying they look forward to going to
work, 73.8% being enthusiastic about their job and 77.0% saying that time passes
quickly when they are working.

•

In terms of the ability to contribute to improvements, the Trust scores higher than the
benchmarking average for these three questions. 76.8% of our staff feel that there
are frequent opportunities for them to show initiative in their role, 77.5% feel they are
able to make suggestions to improve the work of their team/department and 63.9%
feel they are able to make improvements happen in their area of work.

•

90.7% of our staff agree or strongly agree that the care of patients/service users is
the organisation’s top priority which is above the benchmarking average score of
89.2%. 92.6% of staff would recommend The Christie as a place to receive
treatment and 76.5% of staff would recommend the Trust as a place to work which is
the highest this score has been over the past five years. These scores are both
higher than the average benchmarking scores (91.7% and 75.0% respectively).

The Christie People Plan 2021/21 includes an action to develop regular engagement
mechanisms to contribute to employee experience.
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Team working
Overall the Trust scored equal to average for this theme when compared to the
benchmarking group of Acute Specialist Trusts.
•

The Trust scored higher than the average benchmarking scores for both of these
questions.

•

76.1% of our staff feel that the team they work in has a set of shared objectives and
64.2% of our staff feel that the team they work in often meets to discuss the team’s
effectiveness.

6. COVID-19 classification breakdowns
New for the NHS Staff Survey is a breakdown of the theme scores for staff in COVID-19
classification subgroups given the context of the past year. Staff were asked four
classification questions relating to their experience during the COVID-19 pandemic and Fig.
3 shows the breakdown of theme scores compared with results for all staff at the Trust.
Fig. 3 – COVID-19 classification breakdowns

Theme

All
Staff

Worked on
COVID-19
specific ward
or area

Redeployed

Required
to work
remotely/
from home

Shielding
for self

Shielding
for
household
member

9.4

9.2

9.4

9.5

8.4

9.2

6.5

5.8

6.4

6.9

5.7

6.0

7.1

6.9

7.3

7.4

6.5

6.9

Morale

6.5

6.5

6.5

6.7

5.7

5.9

Quality of care

7.8

8.0

8.0

7.7

7.7

7.8

8.7

8.0

8.3

8.9

8.7

8.6

9.9

9.6

9.8

9.9

9.8

9.8

Safety culture

7.2

7.2

7.3

7.2

6.8

6.9

Staff
engagement

7.5

7.4

7.6

7.7

7.0

7.4

Team working

6.8

6.7

6.9

7.1

6.5

6.9

Equality,
diversity &
inclusion
Health &
wellbeing
Immediate
managers

Safe
environment –
Bullying &
Harassment
Safe
environment –
Violence

Fig. 3 above shows that the experiences of staff shielding (either for self or for a household
member) are below that of all staff in the majority of the 10 themes. Those staff who have
been redeployed or required to work remotely/from home on the contrary show better scores
when compared to the scores of all staff in most of the 10 themes.
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7. Next Steps
The table shown in Fig. 4 below highlights our next steps, including plans to communicate
the staff survey results and address areas for development.
Fig. 4 – Next Steps

Activity

Timetable

Staff Survey results for each division to be disseminated to divisional managers. This
will also include comparison data with previous years (2018 & 2019) and action plan
template.

March 2021

Grand Round event to share and communicate the Staff Survey results across the
Trust and to highlight priority areas for action

April 2021

Action planning on priority areas. If the divisional results are positive the focus
should be on how to maintain and sustain positive results and staff satisfaction.

April-May
2021

Action plans presented as part of performance review process.
Progress monitored through Workforce Committee in six months’ time and in
readiness for NHS Staff Survey 2021 being launched.
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MaySeptember
2021

Appendix 1
Themed Results Detailed Information
1. Equality, diversity & inclusion

125

2. Health & wellbeing

126

3. Immediate managers

127

4. Morale

128

5. Quality of care

129

6. Safe environment – Bullying & Harassment

7. Safe environment – Violence

130

8. Safety culture

131

9. Staff engagement
Motivation

Ability to contribute to improvements
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Recommendation of the organisation as a place to work/receive treatment

10. Team working

133

Appendix 2
Further Benchmarking
All Acute Specialist Trusts

Greater Manchester Provider Trusts
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Agenda item 06/21a
Meeting of the Board of Directors
Thursday 25th March 2021
Directors’ representations
1.

Representation by all members of the board
Under the terms of authorisation as a Foundation Trust it is necessary for the board to
confirm their awareness of all significant matters within the organisation and disclose any
matters of consequence to the organisation. This is done for the previous 12 months.
A draft of the letter is attached as appendix 1. All board members are asked to sign this
letter to confirm the statements contained within it.

2.

Register of Commercial Interests and Affiliations
The register is required to comply with standing orders 8-10 (included in our constitution
as Annex 8) which cover declarations and register of interests, pecuniary interests and
standards of business conduct and is also part of The Christie response to the published
national guidelines on “Standards of business conduct for NHS staff”.
All board members are required to review their entry on the register and complete the
standard declaration (appendix 2). A summary of this information is published on The
Christie website.

3.

Fit and proper persons declaration
The fit and proper person’s requirement (FPPR) is a statutory requirement for all care
providers registered with the Care Quality Commission (CQC) to ensure the suitability of
all their directors and those acting in an equivalent capacity. The requirement was brought
into force for NHS bodies on 27th November 2014 by the Health and Social Care Act 2008
(Regulated Activities) Regulations 2014, Regulation 5. The Regulations introduce the
following criteria for assessing fitness. A Director must:
•
•
•
•

•

be of good character
have the necessary qualifications, competence, skills and experience
be capable, by reason of their health, of undertaking the relevant position (after any
reasonable adjustments under the Equity Act 2010)
not have been responsible for, been privy to, contributed to or facilitated any serious
misconduct or mismanagement (whether unlawful or not) in the course of carrying on
a regulated activity or providing a service elsewhere which, if provided in England
would not be regulated activity
not be unfit, as per the ‘unfit’ criteria

Responsibility for ensuring the fitness of directors rests with the individual provider
organisation. The Trust needs to ensure the fitness of all its new directors on recruitment,
but the requirement will also be on-going in that we will need to constantly assure
ourselves of the continuing fitness of our directors. The Trust will also need to ensure
appropriate action is taken to react to information it might receive about a director which
might call into question his/her fitness. A one-off retrospective check was carried out in
respect of the directors in post at the time of the introduction of the requirement. The
Chair is required to sign off director appointments as meeting the requirement.
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All board members are required to complete the fit and proper persons declaration
(appendix 3).
4.

Declaration of independence by all non-executive directors
The board of directors is required to identify in the annual report each non-executive
director it considers to be independent. The board should determine whether each
director is independent in character and judgement and whether there are relationships or
circumstances which are likely to affect, or could appear to affect, the director’s
judgement. Each non-executive director will be asked to provide a declaration confirming
their independence. A draft declaration of independence form is attached as appendix 4.
The board of directors should confirm that it has received an appropriate declaration of
independence from each non-executive director and considers each non-executive
director to be independent.

5.

General Data Protection Regulation (GDPR)
The General Data Protection Regulation (GDPR) came into force on 25th May 2018 and
was designed to modernise laws that protect the personal information of individuals.
As a foundation trust we are required to publish certain information about you in various
publications and on our external website; these include the trust’s annual report (which
includes the remuneration report), charity annual report, register of interests, director
profiles etc. All these documents contain personally identifiable information relating to
your role as a director/ trustee. As we are required to seek your agreement to the
disclosure of this information on an annual basis this now forms part of our normal annual
governance process.
If you would like any further details on the disclosures being made please contact the
company secretary’s office. The agreement form is attached at appendix 5.

6.

Recommendation
Each member of the board is asked to sign the relevant letter of representation (available
for signing at the board meeting), the declaration of their commercial interests and
affiliations, the fit and proper persons declaration and the general data protection
regulation (GDPR) form. Non-executive directors will, in addition, be asked to sign the
declaration of independence.
The board is asked to confirm that it considers each non-executive director to be
independent.
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Appendix 1
[25th March 2021]

[

Wilmslow Road
Withington
Manchester
M20 4BX
Direct Tel: 0161 446 3043
Hospital Tel: 0845 226 3000
Email: louise.westcott1@nhs.net
Internet: www.christie.nhs.uk

]

Dear Chris/Roger,
Disclosure of significant matters of a strategic, operational or governance nature
I confirm that to the best of my knowledge and belief I have informed the board about all
significant matters of a strategic, operational or governance nature that I have become aware of
as part of my employment on behalf of the Trust. There are no matters of consequence that I
have not already disclosed to the board or one of its committees.
Through meetings of the board and its committees held throughout the year I can confirm that to
my knowledge and belief the Trust operates sound governance in relation to risk and
performance management and board roles, structures and capacity.
I have also reviewed my declaration of interests in the Trust’s register and can confirm that it is
accurate as at today’s date and no conflict of interest exists.
[As chair of the [audit/quality assurance] committee I have been responsible for ensuring that
assurance is provided to the board on all matters of [corporate and financial/clinical and research]
governance and risk. I can confirm that, to the best of my knowledge and belief, the board has
been advised about all significant matters.]
Yours sincerely
[Neil Large
Non-executive director
Chair of the Audit Committee]
[Kieran Walshe
Non-executive director
Chair of the Quality Assurance Committee]
[Kathryn Riddle / Jane Maher / Robert Ainsworth / Tarun Kapur
Non-executive director]
[others Title]
[Chris Outram
Chair – letter to Roger]
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Appendix 2

Board of Directors’ Register of Interests
2021
Name of company,
partnership, local
authority of other body or
organisation

Nature of the interest
(shareholder, director,
partner, advisor, employee
etc)

Type of interest (direct or
indirect and whether it is
pecuniary or non-pecuniary)

I confirm that I have understood the Trust Code of Conduct for Directors and Employees and in
making this declaration to The Christie; I confirm compliance with the requirements of the register
of interests.
I accept that in submitting this declaration, it does not remove my personal responsibility of
ensuring I am not in a position or situation which may result in a potential breach of this policy.

Signed:………………………………………………

Date:…………March 2021.

Name: ………………………………………………
Title:………………………………………………….
Please note that checks may be made relating to any interests declared to ensure they comply with the fit
and proper persons requirements.
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Appendix 3
Fit and Proper Person Declaration
In line with the requirement for Directors of an NHS Foundation Trust to be a fit and proper
person, I hereby declare
Declaration

Confirmed

I am of good character by virtue of the following:
•

I have not been convicted in the United Kingdom of any offence or been
convicted elsewhere of any offence which, if committed in any part of
the United Kingdom, would constitute an offence

•

I have not been erased, removed or struck-off a register of
professionals maintained by a regulator of health or social care.

•

I have not been sentenced to imprisonment for three months or more
within the last five years

•

I am not an undischarged bankrupt

•

I am not the subject of a bankruptcy order or an interim bankruptcy
order

•

I do not have an undischarged arrangement with creditors

•

I am not included on any barring list preventing them from working with
children or vulnerable adults

I have the qualifications, skills and experience necessary for the position I hold
on the Board
I am capable of undertaking the relevant position, after any reasonable
adjustments under the Equality Act 2010
I have not been responsible for any misconduct or mismanagement in the
course of any employment with a CQC registered provider
I am not prohibited from holding the relevant position under any other law. e.g.
under the Companies Act or the Charities Act.
Signed
Name
Position
Date

March 2021
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Appendix 4

Declaration of independence
2021
Name:
Title of Post: Non executive director

Please state if you:
■ have been an employee of the NHS foundation trust within the last five years;

■ have, or have had within the last three years, a material business relationship with the NHS
foundation trust either directly, or as a partner, shareholder, director or senior employee of a
body that has such a relationship with the NHS foundation trust;
■ have received or receives additional remuneration from the NHS foundation trust apart from a
director’s fee, participates in the NHS foundation trust’s performance-related pay scheme, or is
a member of the NHS foundation trust’s pension scheme;
■ have close family ties with any of the NHS foundation trust’s advisers, directors or senior
employees;
■ hold cross-directorships or has significant links with other directors through involvement in
other companies or bodies;
■ have served on the board for more than nine years from the date of their first election;
■ are an appointed representative of the NHS foundation trust’s university medical or dental
school.

Signed: ……………………………………………

Date: ………………………………………
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Appendix 5
Board governance declaration
General Data Protection Regulation (GDPR)
The General Data Protection Regulation (GDPR) came into force on 25th May 2018 and was
designed to modernise laws that protect the personal information of individuals.
As a foundation trust we are required to publish certain information about you in various
publications and on our external website; these include the trust’s annual report and charity
annual report. These documents contain personally identifiable information relating to your role
as a director/ trustee e.g. the remuneration report and director profiles.
We are required to seek your agreement to the disclosure of this information on an annual basis.
This will now form part of our normal annual governance process. I would be grateful, therefore,
if you could confirm below your agreement to your information being published.
If you would like any further details on the disclosures being made please contact the company
secretary’s office.
_________________________________________________________________________
General Data Protection Regulation (GDPR)
In making this declaration to The Christie NHS Foundation Trust I confirm my agreement to the
disclosure of relevant information about me being published for the year 2020/21.
Signed ……………………………………………………………………………………
Title ……………………………………………………………………………………….
Date ………………………………………………………………………………………..
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SO – standing orders
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Agenda item 06/21b

Meeting of the Board of Directors
Thursday 25th March 2021
Annual board reporting cycle 2021/22

1.

Introduction
The annual board reporting cycle 2021/22 is based on the Intelligent Board format
which has been used as the basis for the board reporting cycle since The Christie
NHS Foundation Trust was authorised in April 2007.
The reporting cycle presents a framework for our board governance requirements
and is updated annually to reflect any changes made to reporting deadlines.

2.

Approval
The board is asked to approve the annual board reporting cycle 2021/22.
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Apr 2021 – Sep 2021

Annual board reporting cycle 2021/22

Item
*Integrated performance report – quality accounts (patient
experience, clinical effectiveness and patient safety),
strategy, finance, efficiency, workforce, access and targets,
research and development and additional reports
Strategic planning:
5 year strategy

April 2021

May 2021

June 2021

July 2021

Aug 2021

Sept 2021







By e-mail

By e-mail



Time Out

Corporate plan and objectives
Board Assurance Framework









Annual Plan
Finance & investment (included in DoF report)

By e-mail

Quarterly

Financial plans – revenue and capital

 (subject to receipt of guidance)

Regulatory requirements:
Annual compliance - CQC regulations & key lines of enquiry

Declaration

Annual reports from audit & governance committees

Draft

Approve

Annual Governance Statement

Draft

Approve

Annual report, financial statements and quality accounts

Draft

Approve

Statement on code of governance

Draft

Approve

Letter of representation & independence
Board development / time out days

Other Items

Registers of approvals
Register of sealings
Approve SOs and SFIs
(after approval by audit)
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Exec development
session
Set July agenda

Service reviews
/ Update on 5
year strategy

Annual board reporting cycle
Oct 2021 – Mar 2022
Item

October 2021

Nov 2021

Dec 2021

Jan 2022

Feb 2022

March 2022

*Integrated performance report – quality accounts (patient
experience, clinical effectiveness and patient safety),
strategy, finance, efficiency, workforce, access and targets,
research and development and additional reports
Strategic and annual items:





By e-mail



By e-mail


Reported in corporate
objectives

5 year strategy
Corporate plan and objectives

Interim review

Board Assurance Framework



Annual Plan
Finance & investment

Approve next year’s


Draft



Approve next year’s

Approve/ submit
Quarterly

Quarterly

Review this year plans
Draft plans- revenue &
capital (Board time out)

Financial plans – revenue and capital
Regulatory requirements:

First draft for next
year

Annual compliance- CQC regulations & key lines of enquiry
Annual reports from audit & governance committees
Annual Governance Statement
Annual report, financial statements and quality accounts
Statement on code of governance
Letter of representation & independence
Board development / time out days

Directors to sign
Set joint board
/ CoG agenda

Approve annual
plan

Other Items
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Review revenue &
capital plans

Review board
effectiveness
Governance
(Register of interests
/ F&PP)
Review annual
reporting cycle
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BAF
CN&EDoQ

EMD
COO

Board assurance framework
Chief nurse & executive director of
quality
Executive director of finance & business
development
Executive medical director
Chief operating officer

DoW

Director of workforce

EDoF&BD
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Agenda item 06/21c

Meeting of the Board of Directors
Thursday 25th March 2021
Corporate objectives and Board Assurance Framework 2021/22
1.

Introduction
This paper outlines the corporate objectives for 2021/22 (appendix 1) and the draft Board
Assurance Framework 2021/22 (appendix 3).

2.

Background
Our Strategy describes where the Trust wants to be and the Operational Plan describes how
we will work towards this in year. The eight Corporate Objectives, whilst reviewed annually,
have remained relatively consistent over the last eight years and represent a half-way house
between strategic and annual planning.

3.

Corporate objectives 2021/22
The Corporate Objectives are a fundamental element in the development of the Operational
Plan and enabling the executives and divisions to align their proposed programme of activity to
the Trust’s ambitions.
The eight Corporate Objectives are provided at Appendix 1. These remain unchanged from
the last two years. In previous years the corporate objectives have fed through to the annual
executive objectives which then fed into Divisional Objectives. In 2020 we were unable to
present annual objectives in the same way due to the level 4 incident. Instead the focus for the
organisation was on managing the incident in order to keep patients and staff safe and
continue to deliver cancer treatments. We worked with the Hospital Cell in doing this and set
up the Cancer Hub to ensure priority patients received the treatment they needed at The
Christie. Although some of the intended objectives were able to progress as planned in
2020/21, such as the Macclesfield and Paterson developments, many were paused and will
need to be reconsidered in light of the impact of the pandemic and changes to the way we are
funded.
For the beginning of 2021/22 we will remain in the level 4 incident and we have not yet
received planning guidance for 2021/22. This guidance is anticipated in late March 2021. For
these reasons we have had to delay the planning process for 2021/22 which includes the
agreement of the annual objectives. These will be brought to Board at the appropriate time for
approval.
Once agreed, monitoring of the objectives is through the integrated performance report and
reports to board. Assurance is managed through the board assurance framework.

4.

Board Assurance Framework
The board assurance framework (BAF) is presented to board and assurance committees at
each meeting. The executive team undertake further review of the framework through the
executive team monthly.
The draft BAF 2021/22 presented here represents risks to the corporate objectives and has
not changed significantly from 2020/21. Risks relating to the Covid-19 pandemic remain. This
will continue to be reviewed and appropriate changes made as developments happen.

5.

Recommendation
The board of directors is asked to approve the corporate objectives and board assurance
framework 2021/22
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Appendix 1

Corporate Objectives 2021/22
1. To demonstrate excellent and equitable clinical outcomes and patient safety, patient
experience and clinical effectiveness for those patients living with and beyond cancer
2. To be an international leader in research and innovation which leads to direct patient benefits
at all stages of the cancer journey
3. To be an international leader in professional and public education for cancer care
4. To integrate our clinical, research and educational activities as an internationally recognised
and leading comprehensive cancer centre
5. To provide leadership within the local network of cancer care
6. To maintain excellent operational, quality and financial performance
7. To be an excellent place to work and attract the best staff
8. To play our part in the local health care economy and community
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BOARD ASSURANCE FRAMEWORK 2021-22

3

1.2

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

CN&EDoQ

2

4

1.3

1.4

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

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

CN&EDoQ

CN&EDoQ

2

3

4

4

Monthly patient satisfaction survey undertaken and reported through performance report. Negative
comments fed back to specific area and plans developed by ward leaders to address issues. Action plans None identified
developed and monitored from national surveys. Complaints and PALs procedures in place.
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
Regular 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.
Uncertanties associated with the
Biosecurity measures on site to maintain a COVID secure environment. Adherence to surgical standards
virus & the timeframes of the
around safe surgery during COVID-19. Continued planning for next phase in terms of capacity & demand.
impact
Modifications made to treatments as approved through Clinical Adsvisory Group. Review of harm
undertaken.

Assurance

Gaps in assurance

Target risk score

3

Key Control established
Key Gaps in Controls
Patients with known or suspected HCAI are isolated. Medicines management policy contains prescribing
guidelines to minimise risk of predisposition to C-Diff & other HCAI's. Need to maintain low levels of Gram None identified. No formal threshold
negative bacteraemia. RCA undertaken for each known case. Induction training & bespoke training if
set by commissioners.
issues identified. Close working with NHS England at NIPR meetings.

Position at end of
Q1
Position at end of
Q2
Position at end of
Q3
Position at end of
Q4

CN&EDoQ

Exec Lead

Opening Position

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

Principal Risks

Current Risk Score

Impact

1.1

Number

Likelihood

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 quarterly to NHS Improvement.

None identified

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

8

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

8

4

12

8

None identified

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

2.1

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

EMD

3

4

2.2

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

EMD

2

4

Regular dialogue with national funding organisations on potential impact; open dialogue with strategic
pharma partners; strong academic investment strategy to retain and attract world leading academics.
Reporting to NHSE/I as and when required. Engaging in national webinars and updates.

5

Programme board established with UoM & CRUK. Funding plan agreed in principle. Preliminary review to
Board in June 18. MoU finalised. Detail at each Board. Draft full business case (FBC) to November Board,
FBC approval to Jan 19 Board. Additional board sessions to discuss complex case. Planning application
Uncertainty around impact of
will be considered in late August by Manchester City Council. Development agreement signed. GMP
COVID-19.
approval planned for November. Project Board working on affordability - progress on value engineering
and VAT position. Full business case approved at November BoD. Development Agreement
unconditional

2.3

Failure to deliver the Paterson building replacement

EDoF&BD /
EMD(S)

3
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Oversight of potential legislative
impact and consideration of any
impact from COVID-19 pandemic

Gaps in assurance

Target risk score

Assurance

Position at end of
Q1
Position at end of
Q2
Position at end of
Q3
Position at end of
Q4

Key Gaps in Controls

Opening Position

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;
Uncertainty around impact of
SLAs established with each service department involved in set up and delivery. COVID19 Task & Finish
COVID-19
Groups established to manage impact of finance, activity, workforce challenges along with the need for
further digital enablement of the business. Director of Research appointed March 2021.

Current Risk Score

Exec Lead

Impact

Principal Risks

Likelihood

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

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

12

3

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

8

8

15

10

8

15 Regular reports to Board & Audit Committee

None identified

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

EMD

3

3

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

9

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

Gaps in assurance

None identified

Target risk score

Assurance

Position at end of
Q1
Position at end of
Q2
Position at end of
Q3
Position at end of
Q4

Key Gaps in Controls

Opening Position

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 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.

Current Risk Score

Exec Lead

Impact

Principal Risks

Likelihood

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

6

9

4.1
4.2

4.3

Underutilised capacity in theatres

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

2

EMD(S)

2

4

3

SITREP meetings, Clinical Advisory Group set up to discuss key clinical issues. Arrangement in place
across GM to direct patients to Hub. Clinical prioritisation process. Continued working with independent
sector. Wigan sending 2 anaesthetists to help support service.

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.

Anaesthetic capacity. Uncertainty
around impact of COVID-19

Availability of comprehensive data
with which to compare ourselves

Gaps in assurance

8
GM Cancer Hub SITREP report to Management Board

8

4

8

4

6

6

None identified

12

6

Target risk score

Assurance

Position at end of
Q1
Position at end of
Q2
Position at end of
Q3
Position at end of
Q4

4

Key Gaps in Controls

Opening Position

2
EMD(S)

Key Control established

Current Risk Score

Exec Lead

Impact

Principal Risks
Insufficient capacity in the Cancer Hub to manage
demand

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.

5.1

Non-delivery of our chemotherapy strategy

COO /
EDoF&BD

3

4

5.2

Impact of GM pathology on The Christie Pathology
Partnership objectives

COO/
EDoF&BD

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
COVID-19
site pathology

6

5.3

Change in financial regime resulting in inability to
reinvest

EDoF&BD

4

5

Participating at national level to influence new financial regime to ensure we deliver efficiency.
Assessment of GM system envelope to ascertain if “top up” payment includes loss of non-clinical income. Changes in national funding
Development of mitigating strategies including the introduction of divisional financial envelopes to manage arrangements
costs, efficiency / transformation to release cash for future investment.

5.4

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

COO

2

3

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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None identified

12 Reports to Management Board

Gaps in assurance

Target risk score

Assurance

Position at end of
Q1
Position at end of
Q2
Position at end of
Q3
Position at end of
Q4

Key Gaps in Controls

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
COVID-19
Board with partners in place. Strategy on track but constrained by other trusts. Expansion on Withington
site. Macclesfield build on time and budget.

Opening Position

Key Control established

Current Risk Score

Exec Lead

Impact

Principal Risks

Likelihood

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

None identified

12

8

Reports to BoD from The Christie Pathology Partnership board
meetings.

None identified

6

6

20

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

None identified

20

10

6

Regular reports to Board and Audit Committee

None identified

6

6

6.1

Key performance targets not achieved

COO

4

3

6.2

Non delivery of the cancer element of the GM
recovery plans

COO

2

4

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

8

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

6.3

Current EPR unable to support delivery of
operational objectives

EDoF&BD

1

4

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

4

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

6.4

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

EDoF&BD

3

4

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

12 Regular reports to Board

6.5

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.

National arrangements with the
independent sector during the
COVID pandemic

EDoF&BD

2

4

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

None identified

8

Gaps in assurance

Integrated performance report to Management Board and BoD.
12 Presentation on 62 days to Quality Assurance Committee Sept None identified
19.

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

Target risk score

Assurance

Position at end of
Q1
Position at end of
Q2
Position at end of
Q3
Position at end of
Q4

Key Gaps in Controls

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
Uncertainty around impact of
cyber security). Escalation internally & across GM of delays impacting waiting time targets. Monitoring
COVID-19
cancer waiting time standards through GM Cancer & IPR. Working as part of GM Hub to improve cancer
pathway across GM&C.

Opening Position

Key Control established

Current Risk Score

Exec Lead

Impact

Principal Risks

Likelihood

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

12

4

None identified

8

0

None identified

8

4

None identified

8

8

None identified

8

4

Target reductions in sickness levels not achieved

7.2

Underutilisation of the apprenticeship levy

DoW

3

3

7.3

Risk of non compliance against PDR target to
achieve Trust standard

DoW

3

2

7.4

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

DoW

3

4

7.5

Risk of non compliance with essential training needs

DoW

4

3

7.6

Reputational damage as a result of the NHSEI rapid
review (November 2020)

EMDS

3

3

Key Control established
Adherence with sickness management policy monitored through performance review meetings. COVID19 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
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.

Key Gaps in Controls

Gaps in assurance
None identified

9

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 ?%

6

6

National staff shortages impacting
recruitment

12

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

None identified

12

15

Impact of social distancing on
delivery of training

12 Reports to Board through integrated performance report

None identified

12

6

None identified

9

None identified

9

0

None identified

9

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

9

Regular report to board

Information shared with managers on compliance. Redesigned systems and paperwork. Performance will
None identified
be monitored through performance review process (restarted September/ October 20).
Workforce projects aligned to service transformation programmes. Quarterly updates. Use of internal
bank list, allocation of teams/clinic days to maximize cover, flexible rota, prioritization of OOH cover.
Introduction of Board Rounds 5 days per week (Jan 2019)
Introduction of Physician Associates. Use of external agency to cover out-of-hours gaps where possible
and to cover in-hours where significant shortfall. Re-advertise new JOF vacancies. Nurse, AHP and
Medical Recruitment & Retention project group in place
Delivery of training through virtual and e-platforms. Face to face training managed in line with social
distancing. Performance will be monitored through performance review process (restarted September/
October 20).
Communication with staff, Board and Governors. Full cooperation of Christie staff with NHSEI. Regular
updates to Board.

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

Target risk score

3

Position at end of
Q1
Position at end of
Q2
Position at end of
Q3
Position at end of
Q4

3

Opening Position

DoW / COO

Current Risk Score

Exec Lead

Impact

Principal Risks
7.1

Likelihood

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

Internal Audit / counter fraud involvement. Legal advice where
appropriate

8.1

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

EDoF&BD

2

3
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6

Gaps in assurance

6

Target risk score

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 &
None identified
Board of Directors. Monthly meetings with MCC. Capital
programme shared with MCC and Board of Directors. Plans for
tiered car parking approved Jan 18.

Position at end of
Q1
Position at end of
Q2
Position at end of
Q3
Position at end of
Q4

Key Gaps in Controls

Opening Position

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
None identified
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
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Meeting of the Board of Directors
Thursday 25th March 2021

Agenda Item 07/21a

Board Assurance Framework 2020/21
1

Introduction
The board assurance framework (BAF) 2020/21 was presented to the Board of Directors
and Quality Assurance Committee in January and Audit Committee in February. Further
review of the board assurance framework has taken place by the executive team and
company secretary since the meeting.

2

Updates to the risks
Minor updates have been made to the assurance and gaps in control sections relating to
some of the risks. Risk scores have been amended to reflect the performance towards the
end of the financial year.
Risk 1.1 Risk to patients and reputational risk to trust of exceeding the HCAI thresholds –
risk score reduced from 9 to 6.
Risk 1.3 Risk of exceeding the thresholds for harm free care indicators (falls, pressure
ulcers) – risk score reduced from 16 to 8.
Risk 1.4 Impact of the COVID-19 pandemic on clinical outcomes, safety and experience –
risk score reduced from 16 to 12.
Risk 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 – risk reduced
from 12 to 9.
Risk 6.2 Lack of financial governance arrangements – update to key controls.
Risk 6.5 Failure to implement Christie Private Care strategy resulting in detrimental impact
on profit share – risk reduced from 16 to 12.
Risk 7.2 Underutilisation of the apprenticeship levy – changes to key controls, risk score
increased from 9 to 10.
Risk 7.4 Risk of negative impact on delivery of services and staff engagement levels due to
Trustwide staffing gaps – risk reduced from 16 to 12
Risk 7.6 Reputational damage as a result of the NHSEI rapid review (November 2020) –
risk score increased from 6 to 12.

3

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

4

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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3

1.2

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

CN&EDoQ

2

4

1.3

1.4

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

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

CN&EDoQ

CN&EDoQ

2

3

4

4

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

None identified

Assurance

Gaps in assurance

Target risk score

2

Key Control established
Key Gaps in Controls
Patients with known or suspected HCAI are isolated. Medicines management policy contains prescribing
guidelines to minimise risk of predisposition to C-Diff & other HCAI's. Need to maintain low levels of Gram None identified. No formal threshold
negative bacteraemia. RCA undertaken for each known case. Induction training & bespoke training if
set by commissioners.
issues identified. Close working with NHS England at NIPR meetings.

Position at end of
Q1
Position at end of
Q2
Position at end of
Q3
Position at end of
Q4

CN&EDoQ

Exec Lead

Opening Position

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

Principal Risks

Current Risk Score

Impact

1.1

Number

Likelihood

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

6

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

9

9

9

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

8

8

8

4

8

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

12

12

16

16

4

25

25

16

16

16

None identified

Regular 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.
Weekly reports from the response teams. Regular
Biosecurity measures on site to maintain a COVID secure environment. Adherence to surgical standards Uncertanties associated with the
12 communication with internal and external stakeholders. Reports
around safe surgery during COVID-19. Continued planning for next phase in terms of capacity & demand. virus & the timeframes of the impact
to Board.
Modifications made to treatments as approved through Clinical Adsvisory Group. Review of harm
undertaken.

12

12

16

16

3

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

8

8

8

8

8

10

20

20

15

10

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

EMD

4

4

2.2

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

EMD

2

4

Regular dialogue with national funding organisations on potential impact; open dialogue with strategic
pharma partners; strong academic investment strategy to retain and attract world leading academics.
Reporting to NHSE/I as and when required. Engaging in national webinars and updates.

5

Programme board established with UoM & CRUK. Funding plan agreed in principle. Preliminary review to
Board in June 18. MoU finalised. Detail at each Board. Draft full business case (FBC) to November Board,
FBC approval to Jan 19 Board. Additional board sessions to discuss complex case. Planning application Uncertainty around impact of
will be considered in late August by Manchester City Council. Development agreement signed. GMP
COVID-19.
approval planned for November. Project Board working on affordability - progress on value engineering
and VAT position. Full business case approved at November BoD. Development Agreement unconditional

EDoF&BD /
EMD(S)

3
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Target risk score

Uncertainty around impact of
COVID-19

2.1

Failure to deliver the Paterson building replacement

Gaps in assurance

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

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. Interview for Director of Research March 2021.

2.3

Assurance

Position at end of
Q1
Position at end of
Q2
Position at end of
Q3
Position at end of
Q4

Key Gaps in Controls

Opening Position

Key Control established

Current Risk Score

Exec Lead

Impact

Principal Risks

Likelihood

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

15 Regular reports to Board & Audit Committee

None identified

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

EMD

3

3

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

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

9

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

Gaps in assurance

None identified

12

12

12

12

Target risk score

Assurance

Position at end of
Q1
Position at end of
Q2
Position at end of
Q3
Position at end of
Q4

Key Gaps in Controls

Opening Position

Key Control established

Current Risk Score

Exec Lead

Impact

Principal Risks

Likelihood

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

6

4.1
4.2

Underutilised capacity in theatres

4.3

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

3

EMD(S)

2

4

3

SITREP meetings, Clinical Advisory Group set up to discuss key clinical issues. Arrangement in place
across GM to direct patients to Hub. Clinical prioritisation process. Continued working with independent
sector. Wigan sending 2 anaesthetists to help support service.

Anaesthetic capacity. Uncertainty
around impact of COVID-19

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

Availability of comprehensive data
with which to compare ourselves

Gaps in assurance

8
GM Cancer Hub SITREP report to Management Board

8

8

8

12

4

8

8

8

8

4

6

6

8

6

6

None identified

12

6

Target risk score

Assurance

Position at end of
Q1
Position at end of
Q2
Position at end of
Q3
Position at end of
Q4

4

Key Gaps in Controls

Opening Position

2
EMD(S)

Key Control established

Current Risk Score

Exec Lead

Impact

Principal Risks
Insufficient capacity in the Cancer Hub to manage
demand

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.

5.1

Non-delivery of our chemotherapy strategy

COO /
EDoF&BD

3

4

5.2

Impact of GM pathology on The Christie Pathology
Partnership objectives

COO/
EDoF&BD

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
November 2018. Review of contract arrangements for CPP. Review of Trust strategy with regards to on
site pathology

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.
Assessment of GM system envelope to ascertain if “top up” payment includes loss of non-clinical income. Changes in national funding
Development of mitigating strategies including the introduction of divisional financial envelopes to manage arrangements
costs, efficiency / transformation to release cash for future investment.

5.4

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

COO

2

3

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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Uncertainty around impact of
COVID-19

None identified

12 Reports to Management Board

6

Gaps in assurance

Target risk score

Assurance

Position at end of
Q1
Position at end of
Q2
Position at end of
Q3
Position at end of
Q4

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
Board with partners in place. Strategy on track but constrained by other trusts. Expansion on Withington
COVID-19
site. Macclesfield build on time and budget.

Current Risk Score

Exec Lead

Impact

Principal Risks

Likelihood

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

None identified

12

12

12

12

8

Reports to BoD from The Christie Pathology Partnership board
meetings.

None identified

6

6

6

6

6

15

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

None identified

15

15

20

15

10

6

Regular reports to Board and Audit Committee

None identified

6

6

6

6

6

6.1

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

COO

5

3

EDoF&BD

2

4

COO

2

4

Current EPR unable to support delivery of
operational objectives

EDoF&BD

1

4

6.5

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

EDoF&BD

3

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.

EDoF&BD

2

Change in approval process during level 4 incident. Monthly reporting to BoD and NHSE/I. System
oversight of COVID expenditure. Delegated authority paper to November BoD. Tender awards approved
by delagted authority to year end. Business cases following normal process from November to year end.
Delivering services in line with the cancer hub. Linking in with GM hospital cell on diagnostic recovery
plan. Biosecurity measures in place across the organisation. Transformation projects within OP (virtual
clinics). Activity monitored daily. Cancer Hub operating for GM.

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

Gaps in assurance

Target risk score

Assurance

Position at end of
Q1
Position at end of
Q2
Position at end of
Q3
Position at end of
Q4

Key Gaps in Controls

Opening Position

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
Uncertainty around impact of
cyber security). Escalation internally & across GM of delays impacting waiting time targets. Monitoring
COVID-19
cancer waiting time standards through GM Cancer & IPR. Working as part of GM Hub to improve cancer
pathway across GM&C.

Current Risk Score

Exec Lead

Impact

Principal Risks

Likelihood

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

None identified

8

8

15

15

4

None identified

8

Reports to Management Board and Board of Directors. MIAA
assessment of governnce during 2020.

None identified

12

12

8

8

0

Uncertainty around impact of
COVID-19

8

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

None identified

12

12

8

8

0

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

4

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

None identified

8

8

4

4

4

4

JV Board meetings. Approval of CPC strategy. Approval of capital investment to expand theatres. John
Logue appointed as medical advisor. Business case for new theatre approved Oct 18.Profit share
improved in Q3 & into Q4.

National arrangements with the
independent sector during the
COVID pandemic

12 Regular reports to Board

None identified

8

8

20

20

8

4

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

None identified

8

None identified

6

6

8

8

4

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

Underutilisation of the apprenticeship levy

DoW

5

2

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. Performance will
be monitored through performance review process (restarted September/ October 20).

7.4

Trust wide staffing gaps due to national shortages in
some occupations. Risk of negative impact on
engagement levels, staff health & wellbeing and
delivery of services.

DoW

3

4

Christie People Plan 2020/21 workstreams in place including: Nurse Retention Group , virtual recruitment
event, Radiology & Radiotherapy Group. Review of the radiography workforce model. Development
National staff shortages impacting
pathways. Proton student placements package. Macclesfield plan
recruitment
Radiology service model review. Theatre recruitment. Employment brand. Workforce Committee Oversight

7.2

Key Control established
Key Gaps in Controls
Adherence with sickness management policy monitored through performance review meetings. COVID-19
None identified
and non COVID-19 sickness levels monitored & reported.
Monthly monitoring within the School of Oncology. Apprenticeship suitability incorporated into the ECOE
process. Apprenticeship Strategy Framework in place. Robust Learning Needs Analysis to enable more
Link to Career Development not
detailed planning for apprenticeships. Career Development Practitioner recruited to assist with link
universal
apprenticeships to career development pathways.

7.5

Risk of non compliance with essential training needs

DoW

4

3

Delivery of training through virtual and e-platforms. Face to face training managed in line with social
distancing. Performance will be monitored through performance review process (restarted September/
October 20).

7.6

Reputational damage as a result of the NHSEI rapid
review (November 2020)

EMDS

4

3

Communication with staff, Board and Governors. Full cooperation of Christie staff with NHSEI. Regular
updates to Board.

Q1/2/3 performance shadow
monitored but not directly managed
with teams in light of COVID-19.

12

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

Gaps in assurance

Target risk score

3

Position at end of
Q1
Position at end of
Q2
Position at end of
Q3
Position at end of
Q4

4

Target reductions in sickness levels not achieved

Opening Position

Impact

DoW / COO

Principal Risks
7.1

Current Risk Score

Exec Lead

Likelihood

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

None identified

6

6

12

12

3

10

Regular report to board. Quarterly reporting to Workforce
Committee

None identified

9

9

9

9

9

6

Regular reporting to Management Board and Board of Directors
None identified
through the integrated performance report. Trustwide
performance at 77.2%

6

6

6

6

6

12

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

None identified

16

16

16

16

15

None identified

12

12

12

12

6

None identified

n/a

n/a

n/a

6

0

Q1/2/4 performance shadow
monitored but not directly managed
with teams in light of COVID-19.
Impact of social distancing on
delivery of training

12 Reports to Board through integrated performance report

None identified

12

Internal Audit / counter fraud involvement. Legal advice where
appropriate

8.1

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

6

Gaps in assurance

None identified

15

15

6

6

Target risk score

3

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 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
Position at end of
Q2
Position at end of
Q3
Position at end of
Q4

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
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
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Meeting of the Board of Directors
Thursday 25th March 2021

Agenda item 07/21b

Audit Committee report – February 2021
1

Introduction
The Audit Committee took place on 25th February 2021. As minutes will not be
available to be shared for the Board of Directors meeting, the following summary gives
the Board information on the items that were considered and any actions required by
the Board.

2

Audit Committee agenda items
The items listed below were all presented to the Audit Committee for assurance.
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Audit recommendation tracking report
Chair of Audit Committee addendum – boot out breast cancer
Executive Director of Finance & Business Development report
Standing Financial Instructions
Board assurance framework 2020-21
Gifts & hospitality register quarterly review Q3
Self-assessment of committee effectiveness
Internal audit progress report
Draft Internal Audit Plan 2021/22
Anti-Fraud progress report
Draft Anti-Fraud work plan 2021/22
Staff survey results report 2020/21
External audit progress report
Terms of Reference – review

The committee had a private discussion of non-executive director members and
auditors relating to the following items:
•
•
•

Freedom to Speak Up Audit Report
Current information re Financial Irregularities
External Audit considerations for Final Accounts.

The committee chair will note any actions required by Board and make escalations to
Board as necessary.
3

Recommendation
The Board are asked to note the reports received for assurance by the Audit
Committee in February.

159

