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Public meeting of the Board of Directors  
Thursday 29th April 2021 at 12.45 pm 

By virtual means 
 
Present: Chair:  Chris Outram (CO), Chairman 
  Dr Jane Maher (JM), Non-executive Director 
  Robert Ainsworth (RA), Non-executive Director 
  Neil Large (NL), Non-executive Director  
  Kathryn Riddle (KR), 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) 
  Joanne Fitzpatrick (JF), Executive Director of Finance  
  Prof Janelle Yorke (JY), Executive Chief Nurse 
  Prof Adrian Bloor (AB), Interim Medical Director 
   
In attendance: Prof John Radford, Director of Research 
   Wes Dale, Managing Director of Research 
   Sue Mahjoob (SM), Freedom to Speak Up Guardian 

Colin Bamford, Public Governor, Trafford 
Maurice Gubbins, Public Governor, Cheshire 
Jo Darcy, Assistant Company Secretary 

 
Minutes:  Louise Westcott (LW), Company Secretary 
 
Clinical presentation:  Supportive Care services at The Christie during the pandemic, Dr Richard 
Berman, Supportive Care Consultant; Eileen Hackman, Deputy Clinical Lead, Complimentary 
Therapy; Andrew Bradley, Chaplain; Alex Langstaff, CNS Supportive Care; Caroline Morris, CNS 
Supportive Care 
RB introduced the supportive care services and described them as the glue that brings other 
services together. End of life is an important part of the work but patients are also supported 
through their treatment, issues such as pain, mobility and psychological issues. The team also 
support patients on a curative pathway and survivors who have problems as a result of treatment. 
RB thanked the team for their work over the last 12 months and acknowledged the new ways of 
working that have been implemented. The use of technology to communicate made non-oncology 
services think about how they work more cohesively in terms of service & research. RB noted that 
the team have come up with the new term of ‘supportive oncology’ that brings these various 
specialties together. 
RB commented that the team are coming out of the pandemic stronger and feeling positive with 
good plans for the future. 
Communication with relatives has been a major issue – Caroline talked about the difficulties of 
breaking bad news and the stress this has caused for families and patients and staff. Alex talked 
about staff being the replacement for the family member when they can’t have family in hospital 
with them. There has been some discretion applied to visiting. The lack of visitors has caused 
additional pressure to patients and staff as has the lack of community support groups etc. 
Andrew Bradley noted that the last lock down has been one of the busiest periods ever for spiritual 
care. Staff have been referred to the service to help to support patients when family couldn’t come. 
Staff have tried as best they can to provide additional support to our patients. 



 

    

Remote working has been necessary & it’s been amazing how much can be done virtually. Pain 
problems have been addressed through a system that enabled patients to get what they needed 
quickly and relations with community colleagues / community care have improved. 
Eileen Hackman noted that the complimentary care team remained a visible presence on site to 
support patients that were physically distressed. The team created an algorithm to triage patients 
and identify when they could be supported over telephones and advising on techniques they could 
do themselves as well as talking therapies. Touch therapies have been used with PPE for staff and 
this has been successful. On line resources have been used successfully and this has also helped 
staff. This has been very innovative and feedback has been excellent. 
An ‘Essentials in palliative & end of life care’ course was recently done virtually and it got 3 times 
more delegates than usual as it is now very accessible. 
Questions were invited. 
CO thanked the team for the fantastic presentation. 
KR noted that she was surprised that PPE wasn’t a barrier to emotional contact and also that 
conferences have been better attended. 
Caroline noted that breaking bad news and some other communication is very difficult with PPE 
and has been a barrier sometimes. Psych-oncology have found the mask wearing very challenging 
and there’s been feedback from some patients where this has been very difficult, for example with 
patients who have impaired hearing. 
CO thanked the team for their great efforts to continue services and develop them in this difficult 
time. 
 
Item Action 

09/21 Standard business   

a Apologies  

 Tarun Kapur (TK), Non-executive Director   

b Declarations of Interest  

 None received  

c Minutes of the previous meeting – 25th March 2021  

 Minutes accepted as a correct record.  

d Action plan rolling programme, action log & matters arising  

 All items from the rolling programme are noted as on the agenda  

10/21 Reports   

a Chief executive’s report   

 RS updated the board on the situation report. Incident response has reduced 
from national control (level 4) to regional control (level 3). Covid activity is very 
low and we are running at business as usual. We have no backlog in treatment 
or diagnostics. We continue to provide support to the GM system. 
RS drew attention to the award of platinum accreditation from Transport for 
Greater Manchester for our work in supporting ‘on foot’ and ‘by bike’ travel and 
using electric vehicles. 
It is 4 years since we had the fire in the Paterson building. RS noted the update 
in the report on progress with the replacement build. 

 



CO commented that the People Pulse didn’t get a lot of people responding. RS 
noted that this is about to be stepped down but that detail will be picked up in 
the Workforce report. This was seen as a quick temperature take during the 
covid period. 
RA asked about the CAR-T ward and what it will do in the future. AB 
responded that the ward is relatively small and this will sit alongside the 
ambulatory unit. It will provide flexibility and allow us to future proof CAR-T 
ambitions. This is an incremental change and we may need to look at a more 
ambitious plan in the future. This enables us to deliver treatment in an 
ambulatory setting. 
The Modern Slavery statement was approved to be published on the website. 

b Integrated performance, quality & finance report 
BD outlined the key points from the report for month 12. 
Safe 
• There were no serious incidents or never events in month, 1 moderate

incident still progressing through to full root cause analysis. One corporate
risk increased its score to 20 in March relating to digital. Increase in PALs
contacts in line with activity increase.

Responsive 
• Our performance against the cancer waiting time standards has improved

from February. This month we achieved 82.2% against the 62 day standard
and 81.6% against the 24 day standard. 31 days at 98.4%. There are 26 104
day waiters. Length of stay is improving.

• Referrals increased in March and were back at levels consistent with
2019/20.

• 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.

• Research recruitment is increasing, new studies are still behind plan but
improving.

Effective 
• There have been no cases of MRSA bacteraemia. There have been 5 C-

Difficile cases attributable to the trust in month and 38 attributable cases year
to date with no lapses in care identified.

• There have been no cases of Covid-19 in month & no covid nosocomial
infections.

Well – Led 
• Finance – the Trust has an improved financial position at the end of month

12, delivering a (Control Total) surplus of £7.84m
• EDITDA surplus £32.4m
• The month 12 I&E surplus is £1.642m, prior to adjusting for donated

depreciation, charitably funded capital donations and impairments.
• The cash balance is £153.117m
• Capital spend is underspent at month 12 by £8.5m we are working with the

GM wide system to manage the current capital underspends.
CO invited questions. 
RA asked about the commercial clinical trials delivered to time & target, best 



performance around 66%, worst 33%. Is this typical, good, bad and how does 
this compare. JR noted that this is an NIHR metric that’s reported centrally. 
This is about recruiting patients in the time we said we would – this 
performance is fairly average compared to national performance but there is 
room for improvement. 
CO asked about activity and pressure from DoH about recovery. There has 
been discussion about later presentation of cancer patients as a result of covid, 
has this happened. 
CH responded that the work across GM and their figures does not show this at 
the moment but it is too early for this to be clear. Clinicians are saying that they 
are seeing patients at a later stage but we should get more evidence coming 
through soon. CH also noted that in the GM system many of these patients are 
waiting for things in local hospitals so we haven’t seen this impact coming 
through yet. 
JR added that for some specialties patients present late as the norm for other 
specialties this will feed through in time. 

11/21 Other Reports 

a Register of matters approved by the board 

RS noted the requirement to report this to Board and the report was noted. 

b Workforce quarterly report incl. FTSU quarterly update 

EL presented the update. The paper is themed relating to the themes of the 
NHS People Plan. EL highlighted the turnover and noted that this has 
decreased in the last 6 months, 80% of band 5 leavers had more than 1 years’ 
service. Risk around radiotherapist turnover has decreased. 
The data is used to look at workforce plans. There is more work going on 
around exit interviews and why people leave the organisation. 
EL noted the longer term flexible and remote working policy that is being 
looked at alongside staff wellbeing. 
EL updated on the appointment of the Health & Wellbeing Guardian. TK has 
been appointed into this role and we are looking at how this links with existing 
roles. 
People Pulse was noted. This was offered to all staff as a check in to provide 
feedback during the pandemic. This feedback has been linked into actions from 
the staff survey. This will now cease as there is a mandated national 
requirement to undertake a staff survey quarterly. We haven’t seen what this 
requirement is yet. 
EL noted that the FTSU plan that SM will present is draft and will be updated to 
reflect the report that comes from the R&I NHSEI Rapid Review. 
SM presented the data from the last 6 months of FTSU. She noted a reduction 
in contacts. 42% of contacts relate to attitudes & behaviours, 35% to policies, 
procedures and processes and 15% to covid-19 measures. One case reported 
detriment and this was reviewed by a senior manager. 
Contact numbers compare to other organisations. Concerns are taken very 
seriously, there are a number of initiatives being undertaken about respect and 
support to staff. The importance of keeping people informed around delays was 
stressed. 
SM noted that any action from the NHSEI review will be added to the plan for 



 

    

FTSU over the next year. 
Staff survey feedback on speaking up is good and compares well to other 
specialist trusts. We perform better than most other trusts. The new Patient 
Safety Specialist role is being implemented that will support the Trusts 
approach going forward. 
BAME results are less positive and our BAME network are engaging and 
sharing stories to make change across staff networks.  
Key objectives of the FTSU plan were outlined including the introduction of 
FTSU champions, speaking up & training modules, enhancing support 
mechanisms and further triangulation of information with other metrics to 
identify action required early. Results of the NHSEI review will be built in to this 
plan once we have received it. 
SM noted that we continue to focus on speaking up and listening well and this 
message was given to Management Board. 
CO stressed the support that the Board give to this work. 
JY commented that the EDI groups have been very helpful and these groups 
may help support the BAME work. We put forward 2 nurses for the BAME 
nurse of the year and they have been nominated. We will find out the results 
next week. 
CH noted that national policy around FTSU can create some confusion 
although we fully support its aims. He asked what makes the biggest difference 
to encourage staff to speak up.  
SM noted that there is a need to have a service around FTSU, it’s a lot harder 
to speak up about issues about relationships, easier with issues that relate to 
patients. Feedback is absolutely key and stories that are fed back around 
positive experiences of speaking up are very powerful. 
EL noted that we are working on culture and speaking up as the norm. 
CO noted that we have a high reporting culture around incidents relating to 
patients, the NHS are still working on how we do this properly. 
KR thanked EL and SM for all their work. She noted that this was originally 
about patient care and this has now been widened. We must focus in on 
listening and hearing what is said and then giving feedback around what has 
been done or not done and why. This is about trust and relationships. 
AB noted that we must disarticulate FTSU from Whistle blowing. We need 
people to use this comfortably with things that are not huge issues that can be 
dealt with and we can then move forward on. 
CO thanked all for their support and work. 
Report noted. 

c Emergency Preparedness, Resilience and Response (EPRR) annual 
report 2020/21 

 

 BD presented the annual EPRR report for 2020/21 and noted the learnings that 
we are considering and taking forward. Questions were invited, none asked. 
Report noted and approved. 

 

12/21 Board assurance  

a Board assurance framework 2020/21 – closing position  

 RS noted the updated BAF with the updated risk scores and the closing 
position for 2020/21. The report also shows where risks have been carried over 

 



to the next year. The next BAF will reflect changing circumstances in the NHS. 

b Audit Committee report 
NL noted the items that the Audit Committee received at their last meeting. 
Next years’ plans are in place and end of year work is going well. 

13/21 Any other business 

No items raised. 



Agenda item 15/21d

Month From Agenda No Issue Responsible Director Action To Agenda no
Annual reporting cycle Integrated performance report COO Monthly report 16/21b

Provider licence Self certification declarations EDoF&BD To approve the declarations 18/21c
Annual reporting cycle Annual compliance with the CQC requirements CN&EDoQ Declaration / approval 18/21a
Annual reporting cycle Medical directors report - Education update DoSoO Review 16/21c

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

(nursing)
Progress report

Annual sustainability report (from November) DoC&E Update
Annual reporting cycle Annual report, financial statements and quality accounts 

(incl Annual governance statement / Statement on code of 
governance)

EDoF&BD Approve

Emergency Preparedness, Resilience and Response 
(EPRR) annual report 2019-20

COO For approval

Annual reporting cycle Annual reports from audit & quality assurance committees Committee chairs Assurance

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

Annual reporting cycle Risk Management strategy CN&EDoQ Annual review
06/21c Annual objectives Exec Dirs Review annual objectives

Annual reporting cycle Emergency Preparedness, Resilience and Response 
assurance process

COO Approval of compliance status

May 2021

                                    Meeting of the Board of Directors - 2021

Action plan rolling programme after April 2021 meeting 

June 2021

Sepember 2021
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Month From Agenda No Issue Responsible Director Action To Agenda no

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

issues, progress against objectives and future plans)
DoR Six month review

Freedom to speak up guardian FTSUG Annual report
Digital update CIO/CCIO/CCIO 

(nursing)
Progress report

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

issues, progress against objectives and future plans)
DoSoO Six month review

Digital update
Annual sustainability report EDoF&BD Update

December 2021 - no meeting Integrated performance & quality report and finance report COO Monthly report By email

Annual reporting cycle Integrated performance report COO Monthly report
Workforce update DoW Quarterly review

February 2022 - no meeting Integrated performance & quality report and finance report COO Monthly report By email

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

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

only)
Chair For completion by NEDs

Responsible Officer report IEMD Medical Appraisal & Revalidation Annual 
report

Annual reporting cycle Chair Approve
Six monthly compliance with NICE safe staffing guidelines CN&EDoQ Review

Annual reporting cycle Integrated performance report COO Monthly report
Register of matters approved by the board CEO April 2020 to March 2021

Annual reporting cycle Medical directors report - Research update (key issues, 
progress against objectives and future plans)

DoR Review

Annual reporting cycle Annual Corporate Objectives CEO Review 2020/21 progress
Modern Slavery Act update CEO Approve
Board effectiveness review Chairman Undertake survey
Workforce update DoW Quarterly review
Freedom to speak up Guardian report FTSUG Quarterly update

April 2021

March 2022

October 2021

January 2022

November 2021
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Agenda item: 15/21d 

 

Action log following the board of directors meetings held on  

Thursday 29th April 2021 

 
 

No. Agenda Action By who Progress Board review 

1  No actions noted within the minutes    
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Agenda item 16/21a 

Meeting of the Board of Directors 
Thursday 27th May 2021 

Subject / Title Chief executives report 

Author(s) Chief Executive 
Executive Directors 
Company Secretary 

Presented by Roger Spencer, Chief Executive Officer 

Summary / purpose of paper To keep the board of directors updated on key 
external developments & relationships 

Recommendation(s) The board is asked to note the contents of the 
paper 

Background Papers n/a 

Risk Score n/a 

Link to: 

 Trust’s Strategic Direction

 Corporate Objectives

Achievement of corporate plan and objectives 

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

CQC - Care Quality Commission 
ICS - Integrated Care System 
EDI - Equality, Diversity and Inclusion 
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Agenda item 16/21a 
 

Meeting of the Board of Directors 
Thursday 27th May 2021 
Chief executive’s report 

 
1. Situation Report 

The Christie remains 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.  To ensure we maintain a good 
infection prevention and control measures we will continue to keep all our biosecurity 
measures in place, so that we can continue to provide the treatment and care for our 
patients.  As the prevalence of Covid in the community continues to fall we plan to 
relax some of our biosecurity measures at the end of June.  We are continuing to 
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 continued 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.   
 

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. Consultation on a new NHS System Oversight Framework 2021/22 
We submitted a response to NHS England and NHS Improvement’s proposed 
approach to oversight through a consultation process.  The proposal is one that 
reinforces system-led delivery of integrated care.  The new System Oversight 
Framework provides clarity to integrated care systems (ICSs), providers and 
commissioners on how NHS England and NHS Improvement will monitor performance; 
set expectations on working together to maintain and improve the quality of care; and 
describe how identified support needs to improve standards and outcomes will be co-
ordinated and delivered.  It is to be used by NHS England and NHS Improvement’s 
regional teams to guide oversight of ICSs at system, place-based and organisation 
level as well as decisions about the level and nature of delivery support they may 
require.  The framework describes how NHS England and NHS Improvement will work 
with the Care Quality Commission (CQC) and other partners at national, regional and 
local levels to ensure activities are aligned. 
 
More information can be found 
at https://www.engage.england.nhs.uk/consultation/system-oversight-framework-2021-
22/  
 

4. Virtual Cancer Week 
Following on from the previous success of the Greater Manchester Cancer 
Conference, 2021, 'Virtual Cancer Week' will take place between the 24th and 28th May, 
2021. 
 
The aim is to bring the cancer service and research communities together with users 
and the general public of GM, to connect in reflecting on the challenges of this 
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extraordinary year, to review and understand the whirlwind of change that the system 
has embraced and to jointly look at where the challenges that this leaves as we 
continue to work together to improve cancer outcomes. 
 
The online event features keynote speakers, debates, educational seminars and 
updates from across clinical and research services in Greater Manchester and beyond.  
It will also offer sessions focussed on lifestyle advice to help people to live well and 
reduce their risk of cancer. 
 
The programme will cover five core themes: 
• Living Well 
• Early Diagnosis 
• COVID-19 
• International 
• Engaging Communities 
 
Further information can be found at https://gmcancer.org.uk/vcw/  
 

5. NHS Equality, Diversity and Human Rights Week 2021 
The annual NHS Equality, Diversity and Human Rights Week (#EQW2021) took place 
between the 10th and 14th May.   
 
The week is a national platform for us to highlight our work to create a fairer and more 
inclusive NHS for our patients and our staff.  It provides an opportunity for us to 
promote, showcase and celebrate equality, diversity & inclusion and human rights. 
Divisions have been asked to plan activities throughout the week as part of their 
equality, diversity and inclusion (EDI) divisional plans, supported by their local EDI Co-
ordinators. 
 
• An Equality, Diversity & Inclusion Grand Round took place on Friday, 14th May with 

Bernie Delahoyde, Eve Lightfoot and Janelle Yorke.  This included the launch of 
our three equality staff networks  

• CSSS circulating a survey regarding their understanding, thoughts and feelings on 
what we do well and what we can improve on as a division.  This will be shared 
with the division, discussed and form an action plan for further improvements and 
implementation of EDI & HR within the workplace 

• School of Oncology arranging a randomised coffee trial with discussion prompts for 
colleagues to have EDI conversations, along with the opportunity to network 

• R&I inviting staff to be photographed with their answer to question - “What does 
Equality, Diversity and Human Rights mean to me?” Photos will be collated into a 
collage which will be shared at the end of the week 

• Digital Services arranging sessions for all staff on ‘digital inclusion – improving 
access and collaboration’, including improving access using Immersive reader, 
dictate, read aloud and translate features 

• Finance delivering a variety of activities to support Mental Health Awareness Week, 
including quizzes, desk yoga and ideas for managers to support staff at work 

• Workforce encouraging staff to update their equality information on ESR to support 
our monitoring for ongoing improvement e.g. through WRES and WDES plans.  
Our Health & Wellbeing Twitter account (@ChristieStaffHW) will promote the links 
between wellbeing and inclusion at work.  

 
6. Mental Health Awareness Week 
 Mental Health Awareness Week took place between the 10th -16th May and the theme 

for this year was ‘Nature’.  A number of activities were arranged to encourage staff to 
connect with nature for the benefit of their mental well-being.  Activities included a 
lunchtime meditation session run by the Trust's Chaplaincy and Spiritual Care Team 
and mindfulness nature walks. The Christie ‘Looking After You’ guide provides staff 
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with tools to help support their Mental Health.  Staff can also follow @ChristieStaffHW 
on Twitter for further well-being updates. 
 

7. The Christie Leadership Development Programme 
 The Christie Leadership Development Programme is a bespoke six-month programme 

focusing on the development of leadership behaviours in line with The Christie 
Leadership Framework.  

 
 15 delegates in clinical and non-clinical Band 4-7 roles have recently completed the 

programme as Cohort 2.  The delegates are invited to continue their leadership 
development through learning circles established as part of this programme. In 
addition, they are invited to join a Christie network of alumni from different leadership 
development programmes, to facilitate sharing of relevant leadership information and 
opportunities.  

 
 The programme concluded with a virtual event on 20 May, which included delegates’ 

reflections on the programme and their learning, as well as reflections on leadership 
development from Bernie Delahoyde and Dr Dan Saunders.  

 
 Two further cohorts of the programme are currently in progress. 

 
8. Greater Manchester – Integrated Care System 

The Greater Manchester health and social care system has undertaken a series of 
workshops considering the future operating model for health planning and delivery.  
This has focussed on what spatial level should services be planned and delivered.  In 
terms of cancer the developing thinking proposes the planning of cancer at the GM 
level.  In parallel with this The Christie are working with the Greater Manchester 
Cancer Alliance on developing the model for how cancer planning would operate.  The 
developing cancer operating model proposes a move to a single, shared planning and 
delivery ‘entity’ operating at a GM system level – aligned cancer planning function and 
the provider collaborative.  Further work and engagement across the system is taking 
place in line with the broader system planning. 
 

9. Health and Safety Executive Visit 
On 28th April, the Health and Safety Executive (HSE) contacted the trust to notify us of 
their intention to visit the site on 6th May 2021.  The HSE wanted to examine our 
management and use of cytotoxic drugs at Oak Road Treatment Centre (ORTC).  Two 
inspectors visited ORTC and spoke to a number of staff on the unit as well as 
interviewing key leads and reviewing related documents. 
 
The HSE inspectors considered 4 areas of our practice: 
• Monitoring of cytotoxic contamination. 
• Use of closed systems. 
• Eating and drinking in areas where cytotoxics are administered. 
• Any impact on staff health 
 
Overall, the HSE reported that they were reassured on every element that they had 
reviewed.  They were impressed with how health and safety is embedded in ORTC, 
and with the systems in place.  They expressed how their expectations prior to coming 
on site had been exceeded. 
 
Their feedback will be reviewed at the Trusts Health and Safety Committee. 
 

10. Kenyan Cancer Services Development 
Work to support the development of specialist cancer services in Kenya continues.  To 
discuss the next steps for this programme, we met with the Kenyan High 
Commissioner on Tuesday, 18th May.  Further joint submissions for research and 
education development plans are being completed. 
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11. Estate Developments 

Paterson Redevelopment 
Site works are progressing well with the contractor currently preparing to start the walls 
between the fifth and sixth floors as well as continuing with the lower floors.  The 
building works currently remain programmed to complete in December 2022.  Design 
development and engagement with the user groups continues. 
 

 
 
The Christie at Macclesfield Cancer Centre  
Work continues on site with good progress being made.  The roof and external walls 
are nearly complete with works on the outer cladding also commencing.  Internally, 
work continues with the internal partitions and mechanical and electrical services.  The 
works remain on programme to complete in December 2021. 
 

  
 
Four Bed CAR-T Ward 
There has been some delay in logistics onsite and completion of these works is now 
anticipated for May 2021.  
 
Tiered Car-Park 
The works are progressing well with the installation of the drainage and foundations 
and the first parts of the steel frame are scheduled to arrive in June.  We have reduced 
the number of staff parking spaces on the site during the build and further reductions 
may be necessary which will be communicated via individual e-mail. 
 
Replacement of Energy Centre 
Enabling works for the new combined heat and power facility have commenced.  We 
have also commenced other related energy improvement works including the 
replacement of old light fittings with new and energy efficient LED units.   
 
More information about our new developments can be found 
at: http://christie.nhs.uk/about-us/our-future/our-developments/  

 
12. Greater Manchester Combined Authority briefing 

The latest briefing for Greater Manchester stakeholders is attached to this report. 
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Date:  14 May 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 10 May, the Prime Minister confirmed the Roadmap is on track and Step 3 of easements will go 

ahead on 17 May. Information on what you currently can and can’t do can be found here. 

 

From 17 May, the rules for entering England change depending on where you have travelled from 

outside the UK. The Government are strongly discouraging all unnecessary travel to red or amber list 

countries or territories, for example for leisure purposes. People who live in England who have had a 

full vaccine course (2 doses), will be able to demonstrate their COVID-19 vaccination status for 

outbound international travel to countries where this is recognised. 

 

HEALTH AND SOCIAL CARE DASHBOARD  

The average 7-day rate of positive tests per 100,000 is currently at 41.61. Although the picture is broadly 

positive across Greater Manchester, with a small increase in cases in four of the 10 districts, there has 

been a significant increase in Bolton, which now has a 7-day rate of 133.5. Greater Manchester districts 

continue to support Bolton which, in partnership with the Government and NHS Test and Trace, has 

deployed additional testing and genomic sequencing within specific postcodes in Bolton. Residents are 

being encouraged to take up the offer of a vaccine which is now open to those aged 38 and over.  

 

The number of cases occupying beds both in HDU/ITU and non-HDU/ITU beds is stable. 

 

The number of care home residents with confirmed tests for or symptoms of COVID-19 is 0.2%2.  

 

Since the vaccination programme started, over 1.4 million Greater Manchester residents have now 

received the first dose of the vaccine through the Mass Vaccination Programme, with over 570,000 

having now received their second vaccine dose.3 

 

 
1 As of 10 May 2021 
2 As of 10 May 2021 
3 As of 10 May 2021 
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Below we have included information shared this week during the Mayoral 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 
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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 

The vaccination programme is currently open to people aged 38 and over or those people who will turn 

38 before 1 July. 

 

Pregnant women are also be able to book through the national booking service and will be directed to 

vaccination centres offering Pfizer and Moderna in their local area in line with JCVI Guidance. They can 

also speak to their GP practice or maternity service if they have any questions about the coronavirus 

vaccine or can talk to a healthcare professional at their appointment. 

 

Greater Manchester’s vaccination delivery programme has been designed to be flexible, scaled up and 

diversified in line with fluctuating international vaccine supplies. Vaccination Centre opening hours will be 

reviewed on an ongoing basis as more information becomes available about future allocations of vaccine 

supply.  

 

Your support to continue to encourage everyone who is entitled to a COVID-19 vaccination to come 

forward is much appreciated. It is important that everyone who has received their first vaccine dose 

make sure they get their second does to ensure maximum protection. 

 

Schools Update 

As of May 4, the percentage of pupils on site in schools across GM was 90.7% which is broadly in line 

with the national average. 
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COVID-19 related absence since April 20 has started to increase in GM, with 1.6% of pupils absent 

compared to the England average of 0.9%. The gap between GM & England is now 0.7% having been 

0.2% on April 20. 

 

The most recent data from the GM localities collection shows that the rates of cases in schools across 

localities are currently relatively low. The number of pupils self-isolating remains small. 

 

The average contacts per case figure across Greater Manchester, since schools have returned from the 

Easter holidays, has returned to pre-Easter levels.  

 

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 Police 

Last week, there were around 291 Coronavirus related incidents dealt with by GMP, and 27 Fixed Penalty 

Notices (FPN’s) were issued. 

 

The police approach continues to be to engage, explain and encourage before moving to an enforcement 

stage. In circumstances where there has been a clear breach - such as house parties or large gatherings 

- officers are moving to an enforcement stage swifter. We will continue to regularly review our policing 

approach. 

 

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.  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. 

  

For the week ending 10 May, the number of live job postings in GM was 6764, with 1030 fewer job 

postings than the week prior. A similar trend was seen at a national level.  

  

Government updates:  

The next phase of the easing of restrictions begins next week, with pubs and restaurants able to serve 

customers inside. The Chancellor delivered the Budget earlier this year, setting out further spending 

commitments and the phased withdrawal of COVID-19 related support. He 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 further Additional Restrictions Grant (ARG) on the condition that councils have 

spent or made a “validated attempt” to spend 100% of their first two ARG allocations.   

  

Further detail on the ‘Levelling Up Fund’ was announced: each individual bid can be up to £20m, either 

for a single project or a package of up to 3 projects, totalling no more than £30m. The Community 

Renewal Fund (CRF) is the one-year £220m pilot fund announced late last year as a forerunner to the 

launch of the full UK Shared Prosperity Fund (UKSPF) in 2022/23. It is designed to help prepare for the 
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UKSPF by piloting new approaches and through provision of capacity funding, with a list of 100 ‘priority 

places’ including Bolton, Manchester, Oldham and Rochdale. 

 

 

TRANSPORT 

Network patronage  

During the 7- day period ending Sunday 9 May there were an estimated 43.2 million trips made on the 

Greater Manchester transport network – this a decline of 6% compared to the previous week. Overall 

journeys are now 16% below pre-pandemic levels.  

 

While the bank holiday on Monday 3 May contributed to the reduction in trip numbers, a reduction was 

also seen during the period Tuesday 4 to Sunday 9 May, down 2.3% on the same period the previous 

week. All modes saw a decrease in trips, with the largest fall being in cycle activity, which was down 

c21%. The largest decline on public transport was seen on bus (-14%), while highway usage also 

declined by around 5.6%. 

 

There was also a marked decrease in weekend volumes which were down 25% on Metrolink, 17% on 

Bus and 15% on Rail. It is likely that heavy rain over the weekend contributed to this reduction with a 

number of businesses offering outside hospitality choosing to close. 

 

TfGM is reviewing and updating customer travel information and advice in line with Step 3 of the 

Government’s Roadmap out of Lockdown. Further information is available at tfgm.com/coronavirus. 
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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-hospital-

activity/ 

• 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/statistical-

work-areas/  

• Bed occupancy statistics are also published every 

quarter: https://www.england.nhs.uk/statistics/statistical-work-areas/bed-availability-and-

occupancy/bed-data-overnight/ 
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EXECUTIVE SUMMARY 

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 reported of which 3 were retrospectively reported to StEIS relating to the Covid-

19 ward outbreaks as the timing of the incident reviews fell outside of the cut off date to NRLS. The 3 other moderate incidents are still progressing through to full 
root cause analysis.  

• Slide 9 provides details of shared learning from incident following executive reviews.  
• The top risk is scored at 20, details of which can be found on slide 11. 
 
Responsive 
• Our performance against the cancer waiting time standards has reduced slightly from March. This month we achieved 77.5% against the 62 day standard and 

77.7% against the 24 day standard.   The number of patients over 104 days has reduced and performance against the CWT thresholds has been highlighted to 
the clinical divisions. 

• Referrals in April were back at levels consistent with 2019/20. 
• Activity in most aspects is beginning to recover in line with the GM recovery plans. New attendances are behind 19/20 levels in line with the lower rates of 

referrals. Outpatient follow ups are above 19/20 levels whilst surgical operations and radiotherapy fractions remain behind 19/20 levels. 
 
Effective 
• There have been no cases of MRSA bacteraemia. There has been 1 C-Difficile case attributable to the trust in month with no lapses in care identified. 
• There have been no nosocomial Covid-19 infections in month.  
• Recruitment to trials is in line with plan,  commercial trial recovery is expected later in the year.  
 
Well – Led 
• Finance – The trust adjusted (CT) surplus at month 1 is £361K based on the Month 1-6 new financial model. 
• The month 1 I&E surplus is £1.291m, prior to adjusting for donated depreciation, charitably funded capital donations and impairments. 
• The cash balance is £141,329k 
• Capital spend is underspent at month 1 by £80k which is in line with the revised plan. 

 
 
 
 

Introduction 
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1. Safe 1.1 - Incident Reporting 

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. 

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. 
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1. Safe 1.2 - Serious Incidents and Never Events  

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. 

There have been no serious incidents reported in month. 
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3 incidents reported retrospectively on StEIS (Strategic Executive Information Service) where learning has been identified following investigation 

1.3 - Moderate Incidents  

8 

1. Safe 

April 2021 

Reference Description Outcome 

W61348 
In-patient fall. Patient fell in the ward bathroom. Patient sustained fractured neck of femur. Progressing to full RCA investigation to 

identify learning. StEIS reportable. 

W62014 
Patient on high risk surveillance for melanoma. Follow up scans took place 
but follow up appointment not booked. 

Impact on patient unknown at present. Pending further investigation. 

W61484 
Failure to check patient's blood sugar for 8 hours whilst on insulin sliding 
scale at 2ml/hr. Blood sugar level reduced to 1.7mmols.  

No ongoing harm to patient. Required glucose gels and intravenous dextrose to correct 
blood sugar level. Progressing to full RCA investigation to identify learning. 

 
W61836 

Patient contracted COVID 19 whilst an inpatient, having been a contact of 
a COVID positive patient on Ward 12. 
 
 

Patient died. Mortality review process undertaken 
RCA completed following NIPR process.  
More detailed investigation process now underway. 
StEIS reported pending further investigation. 

W61936 Covid-19 outbreak identified on ward 12. February 2021. Reported on datix in retrospective. RCA completed following NIPR process. StEIS 
reported pending further investigation 

W61937 Covid-19 outbreak identified on ward 11. February 2021. 
 

Reported on datix in retrospective. RCA completed following NIPR process. StEIS 
reported pending further investigation  
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Agreed learning and revised severity outcome following executive reviews March 2021  
Ref Description Root cause Learning Outcome 

W56513 
Reported 

10/08/2020 

Discrepancy in outsourced CT 
radiology reporting identified 
during review of outsourcing. 
Involves patient on surveillance 
following removal of melanoma. 

Missed opportunity for communication of the lesion between the 
outside Trust and The Christie in September 2019 
Missed diagnosis on Medica report of November 2019. 

The importance of MDT discussion, including 
The Christie input, across Greater 
Manchester. 

Moderate 

W59878 
Reported  

01/02/2020 

Lack of adherence to HTA 
procedures - Legacy human 
sample collections identified in 
freezer when moving other 
samples to a back up freezer 

Local SOPs to ensure compliance with HTA standards weren’t  
followed.  
Potential research misconduct investigation required. 

Requirement for random spot checks of 
sample stores not known to hold human 
tissue to reduce risk of legacy collections 
that have not be declared previously 

Minor 

W59013 
Reported 

17/12/2020 

Medication delivered to home 
address in error – patient had died 
previous month 

Generation of incorrect patient address label. 
 
Failure to follow procedures when despatching medicines to a patient 
in their own home. 

Returned prescriptions to TCP with a 
post/transport request must start from 
beginning or be actioned directly from team 
holding prescription. 

No harm 

W59679 
Reported 

21/01/2021 

Medication to preserve fertility 
during chemotherapy treatment 
was not prescribed and therefore 
not given 

Prescribing omission due to the inability to order non-SACT drugs 
alongside chemotherapy on the booking form.  

 Ensure clear communication within the clinic 
setting from the clinician/decision maker to 
the staff member required to action the 
request, in this case the pharmacy staff and 
for the communication to be annotated in 
CWP. 

Moderate 

1.4 – Learning - Patient Safety Incidents  

9 

1. Safe 
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1. Safe 1.5 - Radiation Incidents  

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

There have been 3 No Harm IRMER reportable incidents in April. 

IRMER – Ionising Radiation (Medical Exposure) Regulations 
33
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1. Safe 1.6 – Harm Free Care 

Year to date total in-patient falls with harm = 7 (3 to be  verified at Friday 
FoCUS) 
There were 7 in-patient falls in April, 1 of moderate harm and 6 minor harm.  
 
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  

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

All harms are discussed at Friday FoCUS (a multi-professional forum for shared learning) 
34



1.7 - Corporate Risks 
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1. Safe 

Currently 6 corporate 15+ Risks (Top risk detailed below) 
6 former 15+ risks decreased in score to <15 and 1 closed 
No new risks 

Description Score Controls 

3001 
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 along with other Digital 
capital projects. 

 

20 

Business case approved and project board established for the co-location data centre. 
 

Continuing to try and extend support of the current environment to allow more time to 
migrate services 

 
New services required should go 'cloud first' & 'Internet first' as per NHS Digital strategy.  

 
Timescale remains the most significant factor where services have a high likelihood to go 

out of support. 
 

 High impact, priority systems move first to limit the extent of a security/support problem. 
 

Weekly project group established to assess risk and put mitigations in place to reduce risk. 
 

Monthly updates to Risk Committee 
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 1.8 – Safe Staffing 
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1. Safe 

The Trust has achieved above the 90% fill rate standard in April.    
36



 2.1 – Patient Experience 
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2. Caring 

 “We have been meaning for weeks to thank you both for being 
so caring with Mum. Helen for going above and beyond to sort 
out her speedy appointment, you were so kind when I spoke to 
you, very understanding and went above and beyond. Arranging 
for us both and to attend the appointment which was very 
important. 
Dr Searle you were so lovely, kind and compassionate when we 
attended the appointment with Mum."  

"I received very friendly and helpful service by all the staff in this unit. I 
am very grateful to Mr Ramani for the excellent result following my 
surgery and would highly recommend him to anyone requiring 
treatment for prostate cancer. Also a big thank you to Mr Ramani's 
specialist prostate cancer nurse who provided excellent post-op care”. 

Positive feedback received….. 

"To all at The Christie, I would like to thank you for looking after my 
wife over the last 4 years. Thanks to your excellent care, we were still 
able to enjoy several holidays over the last 3 years (2020 excepted due 
to covid). Due to an infection, she had to stay at The Christie on 27th 
November 2020 for a week.  During her stay, it was her birthday. As 
you know, I could not visit but the nurses provided a cake, awe, thank 
you“. 

"I feel very humble for the goodness and kindness I have received from 
all member of staff who have been involved in my case and also those 
who are not involved that I pass each day. They are all do obliging, 
polite and very helpful. From the cleaner to the director I highly 
recommend these people, in my own personal opinion as the most 
unsung and greatest heroes I will ever come across in my lifetime. May 
god bless them”. 

37



 2.2 – Friends & Family Test 
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2. Caring 

The patient Friends & Family Test recommenced in January with new guidance relating to the process and reporting mechanisms.   

Inpatient & Daycases – Monthly Summary 

Outpatients – Monthly Summary 

Inpatient & Daycases – April Summary by Location 

FFT Developments   
• A multidisciplinary trust wide ‘FFT Improvement Group’ has been established to review, 

monitor and develop FFT, with a focus on ensuring improvements are undertaken as a result 
of patient feedback. This group is a subcommittee of the Patient Experience Committee 
(PEC). 

• A monthly FFT report to be initiated from June 2021 and monitored via PEC. 
• Further development of data insight dashboards required to bring in-line with recent 

departmental changes within the trust and to meet divisional local requirements. 
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In April performance against the 62 day standard was 77.5%. 

62 Day / 31 Day / 18 Weeks 

3. Responsive 3.1 - Cancer Standards 

*All target positions are subject to validation and are correct as of the time of reporting 
39
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3. Responsive 3.2 – Referrals Analysis 

40
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3. Responsive 3.3 – Length of Stay 

Overall Trust level length of stay remains at a consistent level and within control.  Non-elective length of stay as well as transfer patients also remain 
within control.  The increase in Elective spells is due to a combination of an small increase in longer staying patients being discharged in month along 
with a reduction of the number of one night patient stays.  The average for Elective spells still remains in control.  41
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3. Responsive 3.4 – Activity 
Recovery planning figures are based on a proportion of 2019 monthly totals.  The percentages used are: (Apr 21 – 70% of Apr 19) (May  21 – 75% of May 19) 
(Jun 21 – 80% of Jun 19) (Jul 21 – 85% of Jul 19) (Aug 21 – Mar 22 – 100% of Aug 19 – Mar 20) 
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3. Responsive 3.4 – Activity 
Recovery planning figures are based on a proportion of 2019 monthly totals.  The percentages used are: (Apr 21 – 70% of Apr 19) (May  21 – 75% of May 19) 
(Jun 21 – 80% of Jun 19) (Jul 21 – 85% of Jul 19) (Aug 21 – Mar 22 – 100% of Aug 19 – Mar 20) 
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3. Responsive 3.5 - Complaints 

6 new complaints have been received in April 2021. No particular themes 
have been identified.  
 
One of those complaints raised concerns about a patient contracting Covid-19 
whilst an inpatient at The Christie and subsequently passing away with Covid-
19. This complaint is currently undergoing investigation.  
 
6 complaints were closed in April 2021. None of those complaints identified 
any failures in care.  

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 April 2021. 2 case remains under 
investigation. 
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3.5 - PALS 

51 PALS contacts have been received in April 2021. 24 of those raised concerns about their experience at The Christie but did 
not wish to take them down the formal complaints route. The other 27 reasons for contacting PALS are captured in the graph. 

3. Responsive 
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3. Responsive 3.6 - Inquests 

One Inquest was held in April 2021. 
We are still awaiting confirmation of the conclusion of the Inquest that was held. 
No Clinician was required to attend this Inquest. 
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3. Responsive 3.7 - Claims 

2 new Clinical Negligence claims were received in April 2021. 
 
1 claim was withdrawn. 
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C-Difficile 

4. Effective 4.1 - Healthcare Associated Infections 

There was 1 case of C-Difficile in April that were deemed attributable to the Trust.  There has been a total of 1 attributable case YTD. 

Abbreviation Meaning Definition 
HOHA Healthcare onset 

healthcare acquired 
Symptoms commenced more than 2 days  after 
admission 

COHA Community onset 
healthcare acquired 

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)  

 

Other Infections 
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4. Effective 4.2 – COVID-19 Testing 

Patient testing in April showed 4 positive cases. 
 
Staff testing in April showed 7 positive cases, (5 of these cases were 
asymptomatic). 
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CCU mortality rate 

4. Effective 4.3 - Mortality Indicators & Survival Rates  

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. 

Inpatient Deaths – Onsite Deaths 

Survival Rates  

Unit mortality represents the proportion of patients 
who had spells on the CCU who passed away on the 
unit.  Total mortality represents the proportion of 
patients who had spells on the CCU who then passed 
away on either the CCU or another hospital ward. 
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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 
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4. Effective 4.5 - NICE Guidance 

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 

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. 
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4. Effective 4.6 - HR Metrics (Sickness) 

The sickness rate excluding COVID for April is 3.14% 
 
The sickness rate including COVID for April is 4.15%  
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4. Effective 4.7 - HR Metrics (PDRs & Essential Training) 

PDR Compliance for April is 82.1% 

Essential Training Compliance for April is 88.5%  54
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4. Effective 4.8 - Workforce Metrics 

Total FTE & Total Headcount 

Leavers 
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4. Effective 4.9 – Research Metrics 

NIHR Measures – Validated Figures Only 

Clinical Trial Initiation (set-up process for 
clinical studies) 
Capacity and capability data stable for 
last 3 quarters and time for first patient 
recruited is reducing. Many of Christie 
trials will be hard to recruit to (rare 
patients / groups – particularly with more 
personalised therapies). 

Commercial Clinical Trial Delivery (actual 
recruitment of patients against plan and 
by specific date  - Time to Target) 
Decreasing trend impacted by COVID-19 
and reduced patient foot fall. Trend to 
continue but recovery expected later in 
year (Q2/3) 
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4. Effective 4.9 – Research Metrics 

Study recruitment consented and on trial  
The predicted line is the actual target 
figure that we aim to achieve by March 
2022( 5% increase predicted from 
2019/20 activity). Good start to the year 
for consented patients. The associated 
recruitment to trial figures follow later. 
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4. Effective 4.9 – Research Metrics 

New studies and studies currently 
active 
The target is the dotted line, where 
there should be a 5% increase on 
2019/20. The new studies opened in 
April are marginally above target. 
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This report outlines the consolidated financial performance 
of The Christie NHS Foundation Trust and its wholly owned 
subsidiary The Christie Pharmacy Ltd. 

5. Well-Led 5.1 - Finance (Executive Summary) 

I&E  
• The Trust’s  adjusted (CT) surplus at month 1 is £361k  and reflects the new financial 

arrangements in place for M1-6. 
• The month 1 EBITDA position is a surplus of £4.034m 
• The month 1 I&E surplus is £1.291m, prior to adjusting for donated depreciation, charitably 

funded capital donations and impairments. 
 

Balance sheet / liquidity  
• The cash balance is £141,329k. 
• Debtor days decreased from 13 to 12 days from the previous month. 
• Capital expenditure is 98.5% of the NHSI plan. 
Other  
• In line with the contractual arrangements, the Trust received the first £2,492k generated by 

TCPC in 2020-21 financial year. The Trust is therefore is not guaranteed to receive further 
profits until January 2022. However, based on historic trading performance, TCPC expect to 
generate sufficient profits in 2021 to trigger additional distributable profits in excess of 
contractual levels to the Trust.   

• PSPP is at 96% for trade (30 days) and 91% NHS. 

  Actual

£'000
NHS Clinical - Block Contract Income (25,431)
NHS Clinical Income (553)
Charitably funded capital donations (1,880)
Other non clinical income (4,122)
Income (31,987)
Pay 12,644
Drugs 9,435
Other non pay 5,874
Total expenditure 27,953
EBITDA (4,034)
Non operating income (120)
Non operating expenditure 2,863
(Surplus) / Deficit (1,291)
Exclude impairments (667)
Exclude charitably funded capital donations 1,880
Exclude donated depreciation (283)
Adjusted financial performance (surplus) / deficit (361)
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£100,000

£125,000

£150,000
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£'
00

0

Exchequer Cash Balances 2021-22

Cash balances
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The Trust received total income of £31,987k, including £25,431k block 
payment income up to 30th April 2021; operating expenditure for this period 
equated to £27,953k. 

5. Well-Led 5.2 - Finance (Income) 

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) 

The agency spend is £115k for the period ending 30th April 2021. 

-60.00

-40.00

-20.00

 -

 20.00

 40.00

 60.00

 80.00

 100.00

 120.00

£'
00

0

Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21 Apr-21
Covid 26.79 5.59 10.51 21.03 15.40 22.38 21.52 21.64 18.46 27.38 26.05 28.94 0.00
Non Covid 41.68 13.78 60.85 67.65 67.98 94.02 57.10 -49.36 49.07 86.88 72.17 63.71 114.96

Agency Spend

Covid

Non Covid

-5,000

 -

 5,000

 10,000

 15,000

 20,000

 25,000

 30,000

 35,000

 40,000

£'
00

0

Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21 Apr-21
 Pay - Clinical 7,834 7,994 8,197 8,023 8,013 8,354 8,023 8,021 8,150 8,248 8,138 8,296 8,036
 Pay - Non Clinical 3,074 3,116 3,132 3,051 3,078 3,138 2,922 2,861 2,908 2,940 2,982 2,918 2,952
 Pay - Other 1,272 1,327 1,165 1,549 1,537 1,230 1,619 1,690 1,864 1,902 1,914 8,836 1,552
 Pay - Agency 68 19 71 89 83 116 79 -28 68 114 98 64 115
 Non Pay - Drugs 6,964 7,285 8,047 7,927 8,179 8,911 7,391 8,216 8,013 8,511 7,595 8,213 9,435
 Non Pay - Other 5,494 4,662 5,465 5,907 4,907 6,055 6,022 6,917 5,979 9,988 5,763 10,899 5,862

Run Rate

 Pay - Clinical

 Pay - Non Clinical

 Pay - Other

 Pay - Agency

 Non Pay - Drugs

 Non Pay - Other
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5. Well-Led 5.4 - Finance (Capital) 

The Trust is showing a Capital underspend at Month 1 of £80k which is in line with our revised plan. 

Capital Summary 2021-22 Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22 Mar-22
Total 

2021-22

Total Capital Plan 5,282 6,954 5,578 14,982 6,916 10,076 7,776 8,613 7,841 7,640 6,127 6,527 94,312

Total Capital Spend in month 5,202 5,202

Variance to Plan (80) (6,954) (5,578) (14,982) (6,916) (10,076) (7,776) (8,613) (7,841) (7,640) (6,127) (6,527) (89,110)
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Agenda item 16/21c 
 

Meeting of the Board of Directors 
Thursday 27th May 2021 

 

Subject / Title School of Oncology Report to Board of Directors 

Author(s) School Senior Team  

Presented by Richard Cowan 

Summary / purpose of paper To provide an update on the activity of the School of 
Oncology November 2020 to April 2021 including 
progress on recovery from the impact of the COVID 
pandemic  

Recommendation(s) To note the content of the report. 

Background Papers School of Oncology 2025 Strategy and strategic 
objectives, and the November 2020 School Board 
report 

Risk Score Delivery of School objectives is currently a 12 on the 
divisional risk register and has been raised to a 12 on 
the BAF 

Link to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

 To demonstrate excellent and equitable clinical 
outcomes and patient safety, patient experience and 
clinical effectiveness 

 To be an international leader in education  
 To integrate our clinical, research and educational 

activities as an internationally recognised and leading 
comprehensive cancer center. 

 To maintain excellent operational and financial 
performance 

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

 To play our part in the local community 

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. 

HEE (NW): Health Education England (North ) 
PGME: Post graduate Medical education 
CPD: Continuing Professional Development 
GM : Greater Manchester 
DoE: Department of Education 
AfC: Agenda for Change 
UKONS: United Kingdom Oncology Nursing Society 
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Agenda item 16/21c 
Meeting of the Board of Directors 

Thursday 27th November 2021 
School of oncology Board Report October 2020 to May 2021 

 

1. This report for the Board of Directors focuses on progress in recovery from the impact of the 
COVID-19 pandemic on the School of Oncology activity and objectives. The risk of delivering 
against the School’s strategic objectives was 16 at the time of the last report. It is now a 12.  
 

 
 

2.  During the initial stage of COVID all student activity was halted. Students have gradually 
returned to site through discussion with the Trust’s Clinical Advisory Group (CAG) and 
through ensuring testing and other biosecurity measures are adhered to. National 
announcements have emphasised the importance treating training of the future workforce as 
essential Trust activity.  

 

2.1 Some nursing and AHP students returned to support the workforce as Aspirant Nurses or 
deployed students very successfully in April 2020. From September 2020 nursing and AHP 
students supernumerary placements recommenced at the Trust. The graph below shows 
how activity in late 2020 (blue) mirrors previous 2019 levels (Green). HEE and universities 
are now working towards expanding placements for students to recover their clinical learning 
hours in line with training requirements. The Christie has therefore worked hard to create 
additional placements.  

 
 

In April we facilitated 80 placements (Red on graph), almost doubling our normal numbers. 
This was a direct response to a call from HEE for placement expansion, in order to meet the 
increased workforce requirements set out in the NHS People Plan. The Trust successfully 
collaborated with colleagues across GM for nursing placement expansion, increasing our 
capacity by 10% and are currently undertaking a review to offer new learning environments 
and different placement models.  
 

The School and Network services Division co-authored a project bid to explore and develop 
the placement capacity for diagnostic radiography students across GM, proposing placement 
capacity increase has been within Proton Therapy. As this is a national placement 
opportunity, it has drawn national interest. This project has been successfully led by the 
Radiotherapy Education Team, which included an innovative approach to provide 
meaningful virtual placements to 100 students, in addition to on site physical placements for 
30 students. This project is being formally evaluated, both due to its novel approach to 
placements and its national offering.   

 
2.2 HEE and the university have seen a more gradual recovery of medical student placement 

activity. All classroom based educational activity has been online with students gradually 
returning to placements when Trusts can facilitate it safely. The School has worked with 
CAG to facilitate appropriate placement experiences from September 2020 (Blue line). The 

Developing student placements at The Christie 2 
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graph below shows that activity has not yet fully returned to 2019 levels (Red line vs green 
line), due to the programme or return developed by the University. We are ready to take all 
students we are asked to and are supporting additional Year 3 and 5 general medicine 
placements in the coming academic year  

 

2.3 Trainee Physician Associates are due to return to the Trust from June this year, following 
cessation of their placements due to COVID-19.  

 
2.4 NHS Education Contract: HEE have developed and now issued a new Education Contract. 

The contract governs the activity placement commissioned through HEE and the associated 
funding. The contract is similar to the previous Learning and Development Agreement (LDA); 
however it requires a greater degree of transparency in relation to educational funding, 
particularly in relation to consultant job plans. The School will be working with the divisions 
and finance over the coming months to review how this can be achieved.  

 
2.5 COVID-19 has demanded creativity in delivery of medical student education. We are 

delighted to report that our new Christie undergraduate medical education teaching fellow, 
Dr. Neethu Billy Graham Mariam and Dan Anderson, our Year 4 lead, won the Royal College 
of Radiologists 2021 Education Innovation and Excellence Award in Clinical Oncology, for 
developing online cancer education looking at remote delivery of patient centred teaching 
entitled “holistic, patient-centric oncology teaching: a novel resource for virtual platforms.  

 

 
 

3.1 Clinical Skills Training : Clinical Skills team worked tirelessly during the pandemic to 
support all staff being retrained for re-deployment. Additionally at the beginning of 2021, two 
of the 6 trainers volunteered to be redeployed full time, for 6 weeks to enable the surgical 
expansion to facilitate the surgical hub.  
 
The school has supported the initiative to introduce the UKONS skills passport for SACT 
(Systemic Anti-Cancer Treatment) delivery. The clinical skills team have worked closely with 
Network Services division to launch and embed the passport for all SACT delivery staff. The 
School is now introducing a Specialist Practice Educator post to support the programme of 
learning as part of our commitment to excellence in SACT Education. This person will also 
work with the University of Manchester to introduce a new SACT module within the MSc in 
Specialist Practice.  

 
3.2 Workforce development : COVID had a major impact on the workforce’s ability to access 

education and development opportunities, however we were able to maintain engagement 
with apprenticeships through virtual delivery and virtual assessment.  We achieved 45 
apprenticeship starts in 2020-21, an equal number to 2019-20. Our centrally set target is 70. 
To achieve this, the School has recruited an Apprenticeship Lead and is working with HR to 
develop an apprenticeship strategy which will focus on integrating apprenticeships into 
workforce planning processes and into pathways of development for staff.  

 
The new funding system for non-medical registered professionals and the availability of 
virtual education meant that from the middle part of the year onwards many more individuals 
had access to opportunities. This increase in funding for virtual educational opportunities has 

Developing staff and potential staff to achieve their full potential 
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not been mirrored in consultant or non-training grade doctors study leave spend. This is 
potentially a function of the fact that events online are cheaper and do not require the same 
level of funding, as there was no travel involved, so applications to the study leave fund have 
not been made. The team are linking with medical colleagues to ensure awareness of CPD 
opportunities  
 

 
 
3.3 The School is continuing to commission education to meet the newly revised workforce 

learning needs analysis (LNA). The LNA identified divisional priorities, aligned with the 
“four pillars of practice” - practice skills and competencies, research & innovation, training of 
others, and leadership. Examples of commissioned activity to date include advanced 
communication skills, MSc modules such as acute oncology, haematology, lung cancer and 
foundations in cancer care; tissue viability and infection prevention & control. Examples of 
non-clinical training commissioned, includes leadership, clinical supervision, project 
management, 360 feedback facilitation, coaching, and research skills training.  

 
3.4 In April we recruited a Career Development Practitioner with an objective to support career 

development within the workforce and open opportunities for people to enter the NHS and 
progress within the Trust. This is supported by the GM careers hub. The Career 
Development Practitioner will be accessible to all staff to provide advice on next steps, 
pathways of development and opportunities to change role but stay in the NHS. The vision is 
to see more people develop from pre-employment or work experience to a long career within 
the Trust, gaining knowledge and experience so they can progress and reach their 
aspirations.  

 
3.5 The School is also working with HR to introduce the government’s Kickstart initiative, with 

the first cohort of 9 having finished a bespoke Work Ready programme with Trafford 
College. Interviews have been held and candidates are undergoing employment checks. The 
second cohort is currently undertaking their Work Ready programme. 

 
3.6  Leadership development: The School and HR continue to work together to support the 

Trust in investing in leadership development.  
 

• The Christie Leadership programme has enrolled its 4th cohort of current and aspirant 
leaders from AfC band 4-7 across clinical and non-clinical roles in the Trust. The 2nd cohort 
recently graduated, with positive outcomes including promotion and leading on Trust-wide 
projects.  
 

• Mary Seacole was paused during the height of the pandemic, but will recommence this year. 
Eight senior colleagues are funded to undertake the Emerging Frontline Clinical & Care 
Leadership, with colleagues from across the region, the first cohort beginning in June.  
 

• Eight 8 medical colleagues funded to undertake the Kings Fund Clinical Directors and Clinical 
leads programme, the first cohort beginning later this year. Three nursing colleagues are 
undertaking an MSc in Advanced Leadership as part of the Chief Nurse Leadership Award 
along with 2 others whose leadership dissertations were funded.  
 

• Two senior clinical colleagues are currently undertaking their MBA via an apprenticeship 
route, with a further 4 undertaking management degrees, also via apprenticeship route.  

 

120% increase in non-medical CPD applications (251 vs 114) 

50% drop in consultant funded applications (41 vs 88) 

65% drop in Non-Training Grade study fund applications (15 vs 43) 

46 apprenticeship starts against a target of 70 (45 in 19/20) 

Slight Increase in spend against levy contribution  (51% vs 50%) 
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3.7  Educating the Educators : The School has developed an Educating the Educator 
Programme for educators, trainers and SMEs across the Trust to provide a theoretical 
underpinning of educational excellence. This is to ensure that the current and future 
workforce’s knowledge, skills and behaviours  are developed to the highest standard with 
emphasis on improving engagement, progress and outcomes. 
 

3.8 New Christie Learning Zone : The School has led the development of a Trust wide learning 
platform, supported by the digital team, HR and the business intelligence team. Despite 
great difficulties in set up the initial link with ESR and Trust held competency data, the 
platform is now in piloting phase, focusing on clinical skills and clinical competencies as a 
priority. 

 
4.1 Transformation of the Trust’s external facing portfolio of education  

The majority of the School’s outward facing education programme halted in February 2020 
as it was face to face. This programme was restarted in a virtual form in September 2021. 
The Pet-CT Academy education and GatewayC were already operating in the virtual 
environment and therefore continued and strengthened their brand throughout the 
pandemic. 
 

4.2 Events programme: Eighty-five% of all bookings were rebooked and then converted into 
and delivered as virtual events once activity recommenced in September 2021. Bookings for 
2021-22 are stronger than ever. 

 
 

 
 
The team have also seen an increase in delegates attending events, due to the removal of a 
maximum number dictated by space in the auditorium. Overall 3543 people booked onto 
events in the 7 months from September ‘20 to April ’21. A direct comparison of 5 events run 
face to face prior to COVID and virtually post COVID showed 115% more ticket sales and 
139% increase in income. Sponsorship income which dropped in 2020-21 due to the halting 
of events, but has now risen and is projected to pass previous levels. This will enable the 
team to keep ticket price low and thereby increase the education reach of the Trust .  
   

4.3 New virtual conferencing platform: The School and Trust has benefitted significantly from 
the investment in the new virtual conferencing platform (ON24). The platform enables highly 
professional delivery of study days, events and webinars and ensures that the School is able 
to compete with a range of other businesses in terms of delivery of output.   Feedback from 
clinical and research colleagues has been very positive to date. The school is planning to 
review the provider against new products in the market at the end of 2021, as it expands its 
use to include other forms of education. 
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4.4 The Maguire Team converted their role-play interactive workshop training into the virtual 
environment with great success. They successfully delivered 50 virtual events between 
September 2020 and April 2021. The pandemic and the move to telephone and online 
consultations has created a new market in consultation skills. The expertise of the team is 
now in huge demand.  

 
4.5 The Education Centre: Of note is the face that the education centre is still unable to return 

to normal activity. Currently all activity is focused on Trust staff, however from June we will 
be starting to deliver external activity in clinical education that requires face to face activity. 
Examples of this include the surgical education programme, targeted at developing our 
future workforce, and advanced life support programmes supporting professional from 
around the region. There will continue to be restrictions on face to face education that can be 
delivered on line.  

 
4.6 Replacement of outdated technology in the Education Centre: During this quieter period 

the School has invested in equipment to support a more robust and updated approach to 
filming and broadcast of events in the Education Centre. We have replaced the outdated 
live-streaming system, to create more capacity to edit outputs, and a higher quality of filmed 
presentations. This will support the ability of the School and Trust deliver highly professional 
output from a number of different rooms in centre. Educators can now have virtual 
classrooms using MS Teams, ON24 or via Zoom.  

 
4.7  PET-CT Education Programme converted all 20 of its face to face sessions onto virtual 

platforms and successfully delivered more courses to more staff than in the previous year. 
The team have been working with the Royal College of Radiologists for a number of months 
to open up the basic PET-CT reporting modules to support development of clinical trainees 
and broadening of the new Radiology curriculum. The Christie’s courses are now hosted on 
the RCR website and are a key part of the development to new trainees nationally.  
 

4.8 GatewayC have gone from strength to strength during the past 6 months. The Platform now 
hosts move than 20 module of education and has over 9000 registered users, growing by 
approx. 300 per month. In December 2020 it was awarded £113,000 by HEE to continue the 
highly successful webinar series that was piloted at the beginning of the pandemic. This has 
led to the development of GatewayC LIVE. In March the team successful won an additional 
£98,000 from GM to work with the Primary Care Cell to deliver GM specific content 
specifically targeting those who have not yet engaged with GatewayC and creating “Cancer 
FastFacts” and GM Cancer webinars to help deliver the Early Diagnosis message across 
GM 

 
 
 
.  

 

 
5.1  Support of the international programmes of work  

Work has continued with the International Team in relation to the two projects in China 
(Rong Qiao) and Nigeria (in partnership with Kings Commercial Services). Additionally the 
School, as part of the Global Health Group, submitted a bid to THET for a learning project in 
Uganda.  Unfortunately, the bid was not successful.  A further bid was curtailed as funding 
from THET (via the government) was withdrawn.  The School continues to work with the 
partnership group in order to develop zero cost learning opportunities. 
 

International School   5 
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Additionally, Professor Richard Cowan has been working with the University of Manchester 
to develop a NIHR Global Health Challenge submission focused on supporting early 
detection in Kenya. 
  

5.2 All international visitors and observers stopped in March 2020 due to the pandemic. We 
will review recommencement in September 2022 once global travel restrictions are lifted and 
Government guidance recommends it is safe to do so. We hope to recommence 
observerships by Spring 2022. When clinical colleagues have required a particular colleague 
from overseas to visit, specific measures have been put in place to maintain Christie 
biosecurity. 
 

5.3 International education The School has been able to deliver education on an international 
level as its events programme is now fully digital, meaning geography and travel are no 
longer barriers to attendance. We have had 181 international delegates attending events 
over the last 7 months; from 16 different countries including Australia and New Zealand, 
Saudi Arabia, Argentina and the USA.  
 
Additionally we provide international education in partnership with the University of 
Manchester through our MSc programmes, as full or part time MSc’s. Interest in the MSc 
programmes was growing pre-covid, and is being maintained even in the current climate.  

 

The School has been approached by a number of overseas providers to deliver specific 
lecture series.  In order to consolidate the opportunities within the international market place, 
the School will be developing its own digital resource, which will offer a range of on-line 
learning. 
 

5.2  International fellowship programme  
The Christie International Fellowship Scheme currently has 60 international fellows active at 
the Trust. The number has fluctuated over the last 12 months, due to COVID, but has held at 
a fairly steady state. We are also aware that there are fellows who are still going through the 
GMC processes to enable them to come to Manchester, so COVID has not halted arrivals 
completely.  
 

Three Fellows have recently become fellowship representatives to help feed into the ongoing 
improvement and feedback on the scheme and the support they have through the Christie. 
Plans are also underway to discuss expanding the educational offering available to fellows 
through our links to the University of Manchester. 
 

The School are also recruiting for a new Clinical and Educational Fellow through recent 
funding received from Christie International. The 12-month post will be advertised imminently 
and they will split their time 50:50 between clinical duties and broader educational and 
international initiatives.  

 
6 Other Developments  

 

6.1 Director of the School of Oncology: The post of Director of the School of Oncology is 
currently being recruited to. The post holder will be key to the development, implementation, 
and delivery of a new multidisciplinary education strategy for the Trust, will work closely with 
academic, as well as clinical and managerial leads to align to strengthen educational 
governance, transparency, and impact across both the Trust and the University of 
Manchester.  

 

7: Acknowledgement 
The school team have worked tirelessly in very difficult circumstances to deliver amazing 
success over the last 6 months. This is despite 95% being based at home for over 14 
months now, and many new team members never having met colleagues face to face. We 
would like to acknowledge to the Board, the dedication and hard work of all our staff during 
this exceptional period of instability and change. They have been an amazing team. 
 

The School Senior Team  
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Agenda item 17/21a 

 

Meeting of the Board of Directors 

Thursday 29th April 2021 

 

Subject / Title Development of a Greater Manchester ICS 

1. Health system update for The Christie 

2. Greater Manchester - More than an ICS..... Draft 
proposals for a new operating model for the GM health 
and care system, Mike Farrar April 2021 

Author(s) 1. Tom Thornber, Director of Strategy 

2. Mike Farrar, Independent Management Consultant 

Presented by Tom Thornber, Director of Strategy 

Summary / purpose of paper To update Board on the development of the Greater 
Manchester Integrated Care System and the implications for 
The Christie. 

Recommendation(s) The board is asked to note the contents of the paper 

Background Papers n/a 

Risk Score n/a 

Link to: 

 Trust’s Strategic Direction 

 Corporate Objectives 

Achievement of corporate plan and objectives 

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

GM Greater Manchester 

CCG Clinical Commissioning Group 

ICS Integrated Care System 

CQC Care Quality Commission 

PFB Provider Federation Board  
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Agenda 17/21a   

Meeting of the Board of Directors 

Thursday 27th May 2021 

Health System Update for The Christie 

Headline points. 

• CCG will dissolved and health planning will be at a Greater Manchester level ( akin to the 
health authority) this will be a statutory body referred to as The Greater Manchester 
Integrated care system (GM ICS) 

• Revenue and capital spending for will be planned at a Greater Manchester level.  
Foundation trust autonomy on how they raise and spend capital will be in line with the 
system allocation.  The trust is on a block contract and paid in line with the costs before the 
pandemic.   

• It is a requirement for all providers to collaborate to accelerate the recovery from the 
pandemic and reduce inequities in health provision and outcomes.   This include patients 
receiving care at different hospitals and where beneficial NHS staff working on different 
sites. 

What is changing and why? 
 

1. Why? :  In February 2021 the department of health and social care published the white paper 
Integration and innovation: working together to improve health and social care for all.  The paper 
provides the basis of moving away from the model of competition to improve health care and creating a 
much greater emphasis on collaboration between providers of health care and social care.  The primary 
unit of planning and coordination for this integration is referred to as the Integrated Care System (ICS).  
The Christie is included in the Greater Manchester ICS but has a range of services that span multiple 
ICSs.  

2. What is an ICS? 

There are 42 ICS across England, each which takes responsibility for the coordination of the health and 
social care for their respective populations.  They will be a statutory body with the responsibility for the 
below three elements   

• Develop and agree strategy for NHS in the ICS  

• Allocate NHS Funds in regards the health and care strategy and specialist services 

• Hold NHS providers to account 
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a) What is a Provider Collaborative? : The Provider Collaborative is a coordinating body that sits 
within the ICS that represent the acute and mental health providers for the relevant ICS.  
Greater Manchester has the Provider Federation Board (PFB) which has all acute, specialist 
and mental health NHS providers across Greater Manchester.  The Christie is included in the 
PFB and on behalf of the board takes a lead on the Cancer.   

b) What is a Place based partnership : The placed based partnerships are at the centre of the 
reforms and are intended to provide greater opportunity for local health , social care and 
voluntary sector partners to coordinate their services around their respective local population.  In 
Greater Manchester 10 localities are in place and are the point of coordination for local care 
services, these align with the local authority boundaries.  

Figure 1: GM Localities aligned to Local authority boundaries 

 

3. How will this impact cancer planning and delivery? Cancer services span a broad spectrum from 
prevention and early detection to complex tertiary treatment and aftercare.   In order to improve 
cancer outcomes reduce inequalities and provide a cost effective model of care cancer planning will 
be undertaken at a Greater Manchester level.  This will be with the expertise that exists in the ICS 
drawing upon the Christie and the cancer alliance  to provide leadership in the planning and delivery 
of cancer care.  
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4. How will the ICS changes impact the Christie?  

 Pre white paper Post white paper Impact  

Foundation 
trust decision 
making  

Accountable to members of 
the FT 

Accountable to members 
and the ICS.  

System accountability linked 
to funding allocation to GM 

Provider 
Finance 

Foundation trust autonomy 
on generating and use of 
money in capital and 
revenue  

System Capital envelopes 
limiting provider autonomy.  
ICS prioritisation of limited 
capital spends.  Revenue 
envelope based on cost and 
not activity.   

System level investment 
planning.  Reduced 
autonomy for individual 
providers.  Schemes current 
contractually committed to 
will proceed.  

Performance Trust individually 
responsible for maintaining 
performance targets.  
Accountable to NHS I/E 

System performance linked 
to NHS I/E review.  

Responsibility to support the 
areas of greater Manchester 
unable to achieve cancer 
performance.   

Commissioni
ng  

10 Clinical commissioning 
groups  and specialist 
commissioning   

Single ICS funding 
allocation process elements 
of specialist   

Increased role for the 
Christie in cancer planning  

Quality  CQC individual  trust 
accountability  

Increasing role of system 
review 

Anticipated reduction in 
routine visits and a risk 
based approach to be 
adopted alongside system 
review.  

 

5. Next steps 

April 2021 to April 2022  

System Level  

• Move to system based capital and revenue spending plans within the allocated envelope 
ICS envelope  

• Move to system based performance requirements linked to the above funding envelopes.  
System performance measures supersede individual trust measures.  A requirement to 
increase the emphasis on how the system achieves recovery linked to accessing additional 
national funds.  

• Continuing emphasis on mutual aid between trusts to maximise productivity of Greater 
Manchester collective assets and expertise.     

• Development of ICS governance arrangements and service planning framework.  Cancer 
services to be planned at Greater Manchester level.   

 

73



 

 

 

The Christie  

• Refresh Strategic plans in line with the health system changes.   

• Continue and formalise support to the system for cancer surgery, endoscopy and Radiology 
services. 

• Work with the Cancer Alliance on the mechanism for Cancer service planning for Greater 
Manchester.  

• Review options to progress strategic plans through alternative funding mechanisms.  

 

April 2022 onwards 

• Creation of the statutory body of the Greater Manchester ICS, and move to single GM 
commissioning function.  

• Implementation of ICS governance  

• Implementation of new financial regime TBC   
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Greater Manchester - More than an ICS.....  
 

Draft proposals for a new operating model for the GM health and care system  
 
 
1. Context 
 
This report was commissioned by the Greater Manchester Health and Social Care Partnership. Its’ 
purpose is to advise the GM Partnership Board on the development of a new operating model* for 
the GM system. The report is a part of the ongoing process for ultimately determining the 
model and reflects the outcomes of a major engagement exercise over recent weeks with 
key stakeholders and system leaders. It also builds on a number of pieces of work that have 
been previously carried out or are currently in train. Finally, it sets out a number of next steps and 
suggested additional pieces of work. 
 
 
1.1 Drivers of Change  
 
There are four main drivers for why the GM health and care system wants and needs a new oper-
ating model  
 
 - whilst GM has made progress against its aim to improve the health and well being of its popula-

tion, it has not been able to make as much progress as it wished to see against its four priorities 
of reducing health inequalities, meeting national constitutional standards, accelerating innova-
tion and creating a financially sustainable health and care system  

 
 - Covid-19 has had a major impact in terms of the health of the mental, physical, social and eco-

nomic health of the population. This has deepened the problems that the GM is facing in terms 
of poorer underlying health, longer waits, vulnerability in the social care sector, and increases in 
mental health problems especially amongst young people,  

 
 - Equally however Covid -19 has also driven a number of very positive new ways of working in 

particular: strong collective leadership by NHS and care providers; a greater emphasis on col-
laboration between health and care organisations; a different more engaged relationship be-
tween GM citizens and GM services; an acceleration of the digitisation of service delivery; and a 
strengthened sense amongst health and care leaders of a common purpose and constructive 
collective leadership behaviours  

 
 - The Government has signalled through a white paper its intention to establish statutory integrat-

ed health and care systems (ICS) which will require changes to the current system architecture. 
These will impact on GM, even with its devolution deal, and whilst there is a promise of permis-
siveness in terms of the means of implementation, there are likely to be a number of legal ex-
pectations on how the system operates and a stronger national direction over its priorities  

 
 
1.2 Methodology  
 
In order to develop a new model, there has been a rapid process of co design with health and care 
leaders across the system. This allowed the sharing of their analysis and wishes based on their 
experience to date of both successful and less successful progress. The report has been therefore 
been informed by  
 
 - a series of 4 design workshops involving over 150 health and care leaders from the GM system 

including political, managerial, clinical & professional, and community leaders 
 
 - a selected series of semi structured interviews with key opinion leaders in the system  

75



 

 - previous work commissioned by the GMHSCP in addition to work from a number of organisa-
tions across GM to inform a revised operating model that described the spatial levels for organ-
ising the planning and delivery of care (GMSCP, CF 2021) and the evolution of commissioning 
(Deloitte 2017/18); and the model of spatial service organisation - West Yorkshire and Harrogate 
ICS (set out in the appendices)  

 
 
1.3 The challenge of designing a new operating model - feedback from the process  
 
Throughout the process of engagement, a number of challenges for GM leaders have emerged In 
proposing a new model. these largely centred on -  
 
 - lack of clarity of the GM priorities or expected outcomes going forward, in particular the balance 
between achieving national standards and priorities versus locally determined priorities and ex-
pected outcomes (without clarity it is hard to design an operating model to deliver them) 

 
 - differing views on what aspects of the model need to be fixed - for some this is technical and a 
matter of determining spatial distribution of service planning, for some it is about financial flows 
and accountability, whilst for others it is about behaviours and culture (in practice a new model 
needs to address and align all of these aspects) 

 
 - a recognition of the different starting points across the GM localities and whilst most leaders fa-
vour variability, there is a challenge to getting an operating model that recognises and enshrines 
these variations but also enhances a common sense of purpose  

 
 - a spectrum of views about the need to change aspects of the way GM works now - where for 
some their current locality model either works well or is believed simply to need more time to 
achieve its benefits, but there are others who wish to see a more fundamental reshaping of the 
operating model to enable faster transformation  

 
 - a presence of some deep seated mindsets within the leadership that reflects years of organisa-
tional thinking rather than system thinking and creates mistrust of sectors or organisations and 
accentuates a desire to build in restraints or control mechanisms  

 
 - a reduced level of confidence in the effectiveness of operating programmes at GM level since 
devolution driven by the perceived failure of some collective programmes to deliver the promised 
added value. This is often exacerbated by a mindset that views ‘the level above’ in the structure 
to be hierarchical rather than a sum of its component parts. (In practice GM is the ten localities, 
and the ten localities are their constituent neighbourhoods etc)  

 
 - inevitably there is a risk of a new operating model creating complexity which leaders wish to 
avoid, but they also recognise that undertaking functions such as priority setting, planning, and 
service delivery jointly does require reshaping or adding to the bureaucracy especially if joint de-
cision making is to be transparent and subject to good governance rules (as the proverb says - if 
you want to go fast - go alone; if you want to go far - go together) 

 
 
 
 
 
 

*An ‘operating model’ is defined many times in the literature but as a general rule its definition centres on ‘the process of how, 
by using people, processes and technology, the organisation delivers value described by its strategy’ 
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1.4 Design Principles  

Throughout the process of engagement, there has been a large range of design principles shared 
with GM leaders, many of which stem from the original design principles for the current operating 
model (see appendices). Most of these are deemed relevant but there are a subset of principles 
supported by health and care leaders that have emerged as the major principles, for the new 
model to embrace.  

 - the new operating model must be bold in enabling transformation recognising that GM has 
much still to do on its journey; COVID has worsened the problems; some of GM’s work has yet 
to bear fruit; GM is determined to tackle inequalities;  GM has not been able to deliver 
consistently on national standards and this may threaten autonomy in the future model; GM 
residents still experience unwarranted variation in standards and processes of care including 
access standards  

 - the new operating model (including funding flows and accountability) must facilitate the 
alignment of incentives for each organisation and partnership to achieve the locality and GM 
priorities with a greater emphasis at each level on reducing health inequalities 

 - the new operating model requires shared priority setting that balances national and GM; and 
GM and locality priorities; shared planning between neighbourhood, locality and GM levels; 
shared ‘stewardship’ of resources at whatever level and whichever ‘organisational bank’ they 
sit; and shared accountability for delivering the key standards and priorities  

 - new forms of accountability that ends the purchaser provider split and require care providers 
to be an integral part of shared leadership arrangements at all levels 

 

2.0 Proposed Approach - how the new operating model for GM will accelerate delivery of its 
overarching aim and accelerate the achievement of its priorities  

2.1 What needs to be and will be different?   

Taking the drivers, the challenges and the design principles emanating from the engagement into 
account, there is an emerging operating model that crucially builds on the existing system but 
places much greater emphasis on 6 major programmes of activity and focus  -  

 1) maintaining physical, social and mental well being  

 - through the use of wider local authority and private sector expenditure (eg housing, jobs, retail, 
transport, education, police, leisure etc) to deliver the fundamental basics of health and well 
being - a home, a job and a family/social support system. This should pay particular attention to 
supporting children young people and families in their early years of life. 

 - through the NHS and care system building stronger links into the work of the Combined 
Authority and business community: alignment with the Mayoral programmes and drawing on the 
Marmot city region work, 

 - through the strengthening of the role that health and care organisations play as anchor 
institutions in particular, running a dedicated and shared programme to capitalise on the 
opportunities of creating employment/apprenticeships (with a heavy accent on D&I policies), 
local sourced procurement, and leadership of the sector’s sustainable energy plans for example, 

 - each locality, working with its neighbourhoods, building and delivering a plan for community 
engagement and development through community groups, VCSE, patient groups, carer support 
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etc. This would align also with the opportunity to invest in community pharmacy, and PCN social 
prescribing programmes  

 - allocating resources differentially to individual neighbourhoods to recognise need and designing 
more accessible services that are culturally sensitive, targeted to reduce health and life 
inequality and work hand in glove with local welfare, employment and housing services  

 2) Creating more consistent evidence based preventive and proactive primary care  

 - GM has some country leading services but has some of the worst life expectancy. This means 
there should be a much greater focus on primary and proactive care to support the earlier 
identification and better management of chronic disease.  

 - The operating model must capitalise on the development of PCNs and structured working at the 
neighbourhood level. Through these structures there is now a clear opportunity to improve the 
service offer at this level by investing in programmes to reduce unwarranted variation, develop 
models of shared care with citizens, extend the use of personal health and care budgeting, train 
and educate carers, use digital and new forms of remote health and care monitoring 

 - Using the data (and investing in joined up data systems and software) to identify and stratify risk 
within the patient population on a real time basis in order to prevent deterioration of patients, 
hospital admissions and loss of independent living  

 3) Greater integration of the community based reablement, residential, rehabiliative, palliative and 
social care services (working to eliminate the traditional divide between hospital and out of 
hospital services) 

 - the development of provider alliances within localities can embrace the next stages on the 
journey to establish integrated community teams aligned to PCNs and neighbourhoods that can 
manage physical, mental and social health problems by offering holistic services  

 - using data sharing, streamline assessments, carer training and support, digital home monitoring, 
social care market management for example to deliver longer periods of independent living and 
speedier return to employment for GM citizens  

 4) Coordinating and improving the urgent and emergency care service response by mandating 
health and care providers to develop more coherent pathways of care and enabling patients to  
access the right level of care sooner 

 - using a clinically guided GM wide approach to develop the pathways between the local urgent 
care services such as GP OOH, 111, A&E and more specialist emergency care (such as for 
major trauma, HASUs)  

 - through empowering the Provider Collaborative (PFB) to play a greater role, working closely with 
the relevant locality/community based organisations and NWAS to organise and deliver a 
consistent approach to urgent care that ensures the appropriate levels of triage, treatment and 
transfer across urgent care and emergency sites 

 - using neighbourhoods and community groups to train more of the population in first aid  

 - through enabling the use of NWAS insights and data to predict and prevent acute and 
emergency episodes of care, whilst also targeting resources to known need demographically 
and geographically  

 5) Delivering more consistent planned care and delivering the planned care recovery programme  
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 - through using the Provider Collaborative (PFB) to own the system wide planned care recovery 
programme, operating with a single PTL, as interpreted and delivered by their COO group, The 
Collaborative would work to access the ERF funding and directly addressing its criteria of 
targeting health inequalities, offering virtual outpatients, offering effective clinical validation, 
operating as a single system, and managing staff well being. This would help to deal with the 
stock of patients waiting for diagnosis and treatment  

 - through joint planning with localities and local provider alliances on managing the flow of new 
patients needing diagnosis and treatment. This might include access to specialist opinion sooner 
in the pathway, developing models for community diagnostics hubs and greater investment in 
primary care development  

 - through expanding a GIRFT or similar approach across GM to reduce unwarranted clinical 
variation and maximising existing bed and workforce capacity as a consequence. Using clinical 
networks to share learning and support training or colleagues where necessary.  

 - through joint service delivery between the constituent hospitals of the collaborative and local 
integrated community health and social care teams to facilitate discharge from hospital when 
clinically fit and using virtual wards and remote monitoring to accelerate acute care management 
and rehabilitation at home 

 6) Further developing GMS access to and delivery of world class specialised care and building a 
hugely capable innovation capability in HIM  

 - GM has a huge opportunity to develop its range and depth of specialised services to attract new 
investment and staff, in particular in light of the importance of the life sciences sector to a post 
Brexit UK.  

 - The work also of HIM is very impressive in comparison to other approaches within the NHS. This 
is a real asset for encouraging inward investments and partnerships but crucially for enabling the 
health and care system in GM to adopt leading edge technologies that will enhance the value of 
the GM pound and support improvements in outcomes for the GM population  

 - Work to create the first prototype virtual health and care system underpinned by integrated data 
flows, which would bring together the current range of best in class digitised point solutions into 
an end to end digitally delivered set of care pathways (from health and lifestyle  apps, remote 
home monitoring, virtual out patients, remote diagnostics, virtual wards, flow management 
systems and assisted rehabilitation for example) 

2.2 The architecture, spatial management and funding flows  

2.2.1 General consensus on the architecture and spatial management 

GM already has developed an architecture that set the pace for the national model of 
neighbourhoods, localities/places, provider collaboratives and an ICS (manifest in the HSCP and 
governance structures). This is well understood and leaders are clear that this architecture should 
remain the basis of the new operating model.  

Equally there has been considerable work done on the spatial level at which service planning and 
delivery should be organised and undertaken (see appendix 2). In some specialities and 
conditions, such as mental health, these spatial levels have been taken to a more detailed and 
granular level with a clear explanation through the mental health THRIVE model for example as to 
how services and programmes could address the mental health challenge GM faces (appendix 3).  

Philosophically this work also aligns with the adopted principle of leaders recognising what needs 
to be done once, what needs to be done 10 times consistently (ie in each locality) and what needs 
to be done 10 times on a bespoke basis   
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Again there is an agreement between leaders that these are evidence based models and should 
be adopted at the core of the operating model, These form the broad basis to underpin current 
planning assumptions but should now be taken and the spatial models crystallised with clinical 
input to gain assurance on the practicalities of managing clinical care pathways and locations to 
ensure that clinical co-dependencies are not overlooked and crucial services do not get 
fragmented or weakened as a consequence.   

2.2.2 Specific comments on the consistency and detailed expectations of the architecture  

There are however more specific thoughts on elements of the architecture and what expectations 
might be set on the commonality of developing the detailed arrangements   

 1) neighbourhoods need some form of management structure or group which aligns and builds on 
the PCN function (ideally PCNs and neighbourhoods would be geographically coterminous) 

 2) locality structures would feature a consistent locality model operating with - 
 • A Locality Board (that can deliver accountability for decisions and budgets at place level) and 

includes LA political leaders/portfolio holders, and care providers (primary care, MH, social 
care and acute hospital care) as an integral element of the governance  

 • A "place based lead" (accountable person to GM ICS for health and care) 
 • An accountability agreement between partners in the locality and GM ICS  
 • A mechanism for the priorities to be decided together in the locality and a process for  deter-

mining consequent financial flows to providers or provider alliances 
 • A system of clinical and professional advisory input 
 • Provision of an appropriate organisational arrangement for employment of locality based ex 

CCG staff  
 • An articulated relationship with their local Health and Well Being Board (the detail of which 

would be determined locally) 

 3) a means by which locally based providers work together in some locally determined form of 
alliance (but which ‘typically’ would be expected to include the acute services provider, mental 
health provider, primary care, neighbourhoods, VCSE, social care services). This alliance 
should be an integral element of the leadership group and engage fully in shared priority 
setting, shared planning and delivery of care, shared stewardship of the combined, pooled of 
aligned resources, and shared accountability for delivering the expected outcomes, They would 
also need to ensure that the group was informed on recognising the need for financial 
resilience in provider organisations whilst identifying clinical validated plans for improving the 
value of healthcare spending as part of any redistribution, 

 4) Provider Collaboratives that operate across GM with formal governance to plan and deliver 
diagnostic and acute care as defined in the spatial model. The governance arrangements must 
enable the constituent organisations to hold/manage a shared budget and to address the 
associated shared risks and benefits. These must also support the shared learning and 
development of their constituent organisations.They would require additional resources and 
strengthened governance to underpin the Collaboratives’ work if they are to manage key 
programmes of activity.  

 5) Capability at GM level to discharge the functions, governance and legal requirements of a 
statutory ICS (as constituted in the forthcoming legislation) whilst being consistent with the 
existing devolved GM structure and process. The engagement process referenced the need to 
address and agree the new governance structure at GM level but focused more thinking onto 
the operating model beneath this level and further work will need to be done on this once a 
new operating model has been agreed. 

 6) There will be management capability at GM level to discharge the ICS statutory functions, 
convene the constituent partners within GM as appropriate and agreed, organise and deliver 
GMS wide enabling functions and deliver the ‘upwards, outwards and downwards’ 
accountability for the agreed GM priorities and expected outcomes 
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 7) A system of joint planning convened at GM level but with constituent localities and 
collaboratives fully engaged to identify the synergies and connections between allocated 
resources. This would support the ICS with calibrating allocations and ensure a seamless 
coherent deliver of programmes (eg connect the work on addressing both the stock and the 
flow of the planned care programme; join up cancer services delivery with cancer screening 
etc).  

2.2.3 The funding flows of NHS money 

There is much less consensus amongst leaders relating to the exact nature of the funding flows 
other than a very strong agreement that to get added value out of every pound we spend,  to get 
best value out of any new money we have available, and to align any non-health and care spend 
with the collective pot, there needs to be shared stewardship of the money spent at each level 
irrespective of with which organisation it is banked.  

This principle would apply between organisations in different sectors, between organisations within 
Collaboratives and between organisations engaged in enabling GM wide programmes.  

At one level, this should mean that funding flows are immaterial however in practice there are 
underlying tensions and fears about the quantum of funding to each level, the alignment of primary 
care funding, the cohesion of the overall funding streams, the formula for differential allocation of 
resources against need in a plan to tackle inequalities, and in a few places mistrust of the hosting 
organisation acting in accordance with the principle.  

Some leaders believe that the best and simplest way to allocate resources would be for all the 
money to go directly to Trusts who are bound by aligned incentive agreements to work collectively. 
Other leaders believe that the best and simplest way to allocate resources would be for all the 
money to go to localities with a commitment to pass through money to providers or provider 
alliances in a manner aimed at achieving local priorities whilst also recognising an agreed level of 
fixed and semi variable costs. There is also a desire to direct funding to GM wide provider 
collaboratives for specific programmes of work (in a manner currently operating for mental health 
specialised care).  

Taking all of these issues into account the proposal would be for the operating model to  

 1) adopt a blended approach to funding flows of NHS money between direct allocation to Trusts, 
allocation to Collaboratives and to agreed NHS/LA arrangements in localities (and onwards 
through to local providers or provider alliances) with the exact calibration of quantum to be 
determined by the ICS NHS Board (as it becomes constituted within the new GM ICS 
governance structure) 

 2) recognise and maintain, as a minimum, current arrangements where such money has been 
pooled with localities on a s75 arrangement. This would also maintain the local level of 
expenditure from the CCG budgets for community services which would be considered and 
deployed as part of the Locality Boards stewardship.  

 3) maintain the current allocation of resources to the acute provider sector, especially in light of 
the huge backlog of patients waiting for diagnosis and treatment, but direct this through the 
PFB provider collaborative who would lead the delivery of integrated urgent care, manage the 
‘stock’ element of a planned care recovery programme, address unwarranted variation and 
develop a specific anchor institution programme. This does not preclude providers agreeing 
through their locality boards to distribute any received resources into another area of the care 
pathway if they believe it could have a beneficial effect on the value of that resource (eg 
improving outcomes or managing demand)  

 4) allocate resources beyond the current level for specialised care to the two MH providers (acting 
as a specific Collaborative) to deliver the appropriate programmes of care as defined in the 
THRIVE model (see appendices). It would be important to ensure that any allocation of 
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resource to MH providers is aligned with other monies being spent in the locality in order to 
ensure that MH is an integral part of leadership boards or as an equal partner in any provider 
alliance groupings. This will enable them to work with other partners to deliver  the benefits of 
holistic care and MH well being activity. In order to ensure the delivery of the LTP MH 
commitments, MH funding should meet the investment standards and given GM’s history of 
underfunding against national benchmarks, with a strong steer to increase the levels of MH 
funding as a percentage of the total spend,  

 5) Locality leadership boards should allocate or delegate a shadow budget to each 
neighbourhood which could then be aligned by the neighbourhood management team with 
PCN and GMS funding.  

 6) The absolute quantum of primary care funding must be maintained as a minimum but there 
should be facility within the Locality Boards, (within which primary care would be an equal 
partner), to steer the specific activity and requirements placed on primary care practitioners by 
the locally determined primary care budgets (eg LES schemes etc - as opposed to nationally 
determined contractual requirements) in order to align these with the delivery of locally agreed 
neighbourhood objectives. If the neighbourhood is successful, in particular in managing 
demand and maintaining healthy communities, then there should be scope for additional 
investment and reward to create a virtual cycle of delivering improvement.  

 7) There should be an agreement on the establishment and funding for GM wide enabling 
programmes that would encompass functions such as Health Innovation Manchester, PCB GP 
Excellence programme, population health management, OD support, Information Management 
and technology, data and business intelligence, People and HR, estates (this is not an 
exhaustive list) and whether these are delivered by GMICS directly employed staff or 
Collaboratives, or by a lead organisation/locality on behalf of GM. Again the national guidance 
and spatial models indicate the programmes that should be organised on a GM basis but it is 
essential that these are tested against the principle of adding value and that constituent parties 
are confident of their delivery.  

 8) Allocation of money needs to be accompanied by deployment of staffing and the opportunity of 
reform means that there is a pool of people who could be effectively redeployed fo support the 
delivery of the new operating model. Once the model has been agreed there needs to be a 
clear programme to redeploy staff and budgets to the appropriate level or organisation in the 
GM system  

3. Clinical Engagement  

The reform of the system and the creation of a new operating model only makes sense if it is seen 
as enabling clinicians, professionals and practitioners to redesign care and to develop shared 
models of citizen engagement in health and care. There is a risk that the technocratic description 
of a new operating model will not signal the value or intent, and would be likely to pass most of our 
key staff by.  

Therefore, it is essential that this work is  

 - aligned with the work of Tom Tasker on how to build clinical and professional engagement   

 - subject to a substantial communications and engagement exercise to explain the new 
opportunities and how GM is tending to accelerate its achievements of its aims and priorities  

4) Establishing a new accountability process and culture  

There is a real appetite amongst leaders to create a new process built on shared accountability, 
peer support and review, and performance improvement rather than old style performance  
management.  
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In order to achieve this, there will need to be a process through Locality and Collaborative 
Accountability Agreements for delivering the key GM, locality and programme objectives. The 
integrating care white paper signals the concept of earned autonomy but based on the 
consultation, the GM model might feature a greater focus on self assessment triggering support.  

The crucial element is that locality boards providers of services (through alliances or 
collaboratives) are an integral element of the ICS and therefore accountability is to each other and 
not to a hierarchically positioned higher tier authority or agency. In parallel however, the ICS will 
need fo account to the NHS England Region for its achievements against national objectives and 
priorities and this requires collective ownership by all GM organisations also.   

The GM operating model would feature  

 - a core principle of shared accountability (rather than a pure organisational focus), which could 
be manifest in Joint Committees, Committees in Common or aligned incentive contacts for 
example  

 - accountability agreements with NHS England with the potential of mirroring those in agreements 
with locality boards and provider collaboratives  

 - organisational contributions to the alliance or collective, governed appropriately and effectively 
as now by NED majority boards   

 - peer review and support  

 - escalation triggers in the event of failure to deliver within the agreement which would be agreed 
and reported with a view to securing help to recover  

 - light touch data reporting and monitoring against key priorities (sufficient however to allow the 
GM ICS to report upwards on key national priorities)  

 - an emphasis on continuous learning and development aligned to a people and talent 
management strategy  

5) Establishing an OD programme  

There is a very clear consensus that to make the new operating model work effectively will require 
a substantial programme of organisational development. This should work on establishing the 
capability and capacity to operate collaboratively as leaders and can focus its work on  

 - individual leaders including citizens as community leaders, GP and professional representatives  

 - groups such as joint committees, collaborative boards, PCNs, neighbourhood groups, locality 
boards and the GM board(s)  

 - individual boards  

 - system wide leadership groups that undertake key work programmes,  

The OD programme would build on but enhance existing work and will require major investment  

Leaders were clear that whatever the architecture it will be leadership behaviours and conduct, 
coupled with the ability of organisations to adjust their mindsets to a system orientation. The 
programme will include all four areas of managerial, clinical, political, non executive and 
professional leaders 

6) Time frame for adoption and next steps  
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There is a widespread view that leaders want to see some momentum to adopt a new operating 
model as soon as possible. This would allow new locality and Provider Collaborative arrangements 
to be put into place or confirmed, if building on existing structures. There are however a number of 
areas of work in the operating model that haven’t been addressed fully and need to be undertaken 
-  

 1) work on the precise nature of the GM ICS governance structure - how does the white paper 
impact on the current governance and how will the new structures discharge the national legally 
required functions? There is a need to do this work quickly in order to build confidence that the 
key roles of the ICS in particular, relating to priority setting and allocations are being discharged 
as a shared enterprise, with localities and providers an integral element of that 

 2) work to agree/confirm the GM enabling functions and their programme management  

 3) establishment of a wider task and finish group including clinical leaders to crystallise the spatial 
model using the technology of the THRIVE model to set out the planning levels for a number of 
key services such as the elements of the cancer and urgent care pathways  

 4) once the model is agreed there should be a dedicated programme management approach set 
up to ensure the model is implemented effectively and to the expected time frames 

 5) work on the detailed impact of the financial flows section of this paper to consider how best to 
create a simplified set of financial processes. This should be augmented by the use of financial 
modelling to allow leaders to understand and adjust for the consequences of sector and 
organisational investments, in particular to assess their impact and return in terms of value to 
the whole system.  

 

Mike Farrar CBE, FRCGP, FRCP (April 2021) 

Appendices  

 1) GMHSCP spatial model  

 2) Carnall Farrar spatial model for planning and delivery  
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 3) West Yorkshire ideological spatial model  

 4) GM design principles  

 5) Mental health THRIVE model  
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Agenda item 18/21a 

Meeting of the Board of Directors 
Thursday 27th May 2021 

 

Subject / Title Annual compliance with the Care Quality Commission 
(CQC) requirements 

Author(s) Chief Nurse & Executive Director of Quality 

Presented by  Chief Nurse & Executive Director of Quality 

Summary / purpose of paper To assure the Board of Directors of compliance with 
meeting the required CQC outcomes 

Recommendation(s) For Approval 

Background papers 

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

Care Quality Commission (Registration) Regulations 
2009 

Risk score  

Link to: 

 Trust strategy 

 Corporate objectives 

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

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. 

 

CQC Care Quality commission 
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Agenda item 18/21a 

Meeting of the Board of Directors 
Thursday 27th May 2021 

Annual Compliance with the Care Quality Commission requirements 

1. Background  
As part of its registration with the Care Quality Commission (CQC) the Trust is required to 
demonstrate that it meets the outcome standards set out by the CQC under the Health and 
Social Care Act 2008 (Regulated Activities) Regulations 2014 and the Care Quality 
Commission (Registration) Regulations 2009.  

 Through its governance processes, the board of directors has established an approach to 
demonstrate on-going compliance. This is through the board committees of Audit and Quality 
Assurance, through operational governance committees, through the integrated quality and 
performance report and through internal and external audit reports. 
 
The Christie was rated as ‘Outstanding’ by the Care Quality Commission on 18th November 
2016 and again on 12th October 2018. This rating was based on evidence we provided and 
care witnessed during the routine and well-led inspections of our services. The purpose of 
inspection is to assess whether the quality of services we provide to our patients appear to be 
getting better or worse. The judgement continues to be based on the key lines of enquiry. 

 

2. Introduction  
On 30th January 2020 NHS England and NHS Improvement declared a Level 4 national 
incident, triggering the first phase of the NHS COVID 19 pandemic response. During this time 
established systems and processes were modified and new structures and services were 
rapidly developed. This enabled the organisations’ resources and activity to focus on 
providing leadership, capacity and care for our cancer patients and those within Greater 
Manchester. The CQC routine inspection expected in 2020 was stood down, although we 
maintained contact through our usual engagement calls. They did however introduce new key 
lines of enquiry and on 21st August 2020 they undertook a focused, virtual, inspection to 
assess the arrangement for infection prevention and control. 

There was an initial meeting on 7th July 2020, followed by a second meeting on the 19th 
August 2020. During these meetings, different areas of the board assurance framework were 
discussed in relation to infection prevention and control. No improvement actions were 
required. The CQC noted and were assured that: 

• The board assurance framework was presented to the trust board in May 2020, who 
felt assured. An updated version went to the board in July 2020.  

• A thorough assessment had been undertaken of infection prevention and control 
across all services, since the Covid-19 pandemic was declared.  
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• Due to the specialist nature of the trust, appropriate systems were already in place for 
prompt identification of people within the organisation who have been, or are at risk of 
developing an infection.  

• Audits for cleaning and infection prevention and control were conducted throughout the 
pandemic.  

• Appropriate isolation facilities had been established for patients across the trust. 
• Staff had received, and continue to receive, necessary training in line with national 

guidance and are updated accordingly.  
• The trust continued to provide information for carers and the wider public through their 

website and social media.  
• The trust kept the non-executive directors updated throughout, including a virtual tour 

of the patient journey.  
• The trust continues to ensure that the health needs of staff are met and demonstrated 

engagement with staff through updates and an interactive streamed grand round. This 
is a supportive and holistic approach which considers both the physical and 
psychological needs of staff. All care workers and external contractors are given 
sufficient information to ensure that they are aware of, and discharge their 
responsibilities in preventing and controlling infection. 

 

3.  On-going CQC monitoring 
 The outcome compliance standards have been reviewed and there have been no changes in 

our services, treatment and care that would suggest that this is different than during the CQC 
inspection in July 2018 and therefore it is asserted that the Trust remains compliant with the 
outcome standards.  

CQC Outcome Standards and Compliance 

Outcome Standard Compliance 
Outcome 1: Respecting and involving people who use services  Compliant 
Outcome 2: Consent to care and treatment  Compliant 
Outcome 4: Care and welfare of people who use services  Compliant 
Outcome 5: Meeting nutritional needs  Compliant 
Outcome 6: Cooperating with other providers  Compliant 
Outcome 7: Safeguarding people who use services from abuse  Compliant 
Outcome 8: Cleanliness and infection control  Compliant 
Outcome 9: Management of medicines  Compliant 
Outcome 10: Safety and suitability of premises  Compliant 
Outcome 11: Safety, availability and suitability of equipment  Compliant 
Outcome 12: Requirements relating to workers  Compliant 
Outcome 13: Staffing  Compliant 
Outcome 14: Supporting workers  Compliant 
Outcome 16: Assessing and monitoring the quality of service provision  Compliant 
Outcome: 17 Complaints  Compliant 
Outcome: 21 Records  Compliant 
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 Throughout 2020/21 Mersey Internal Audit, the Trust’s internal auditors have reported on a 
number of quality audits which have tested CQC outcomes and the outcomes were as 
follows: 

 
 

4. Conclusion and Recommendation 
For 2020/21, the Trust has met and continues to meet the outcomes required by the CQC 
under the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 and the 
Care Quality Commission (Registration) Regulations 2009.  

The Board is asked to approve this assurance position. 

 

 

 

 

Internal audit report Meeting 
issued 

Audit assurance Recommendations 

Radiotherapy 
Scheduling  18.11.2020  Substantial  2 medium, 4 low  

Infection Control  21.01.2021  Moderate  1 high, 3 medium, 1 low  
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Agenda item 18/21b 
 

Meeting of the Board of Directors 
Thursday 27th May 2021 

 
 

Subject / Title NHS Improvement self-certification declarations 

Author(s) Company Secretary 

Presented by  Chief Executive 

Summary / purpose of paper 

NHS foundations trusts are required to undertake the 
following self-certification declarations: 
• G6 (systems for compliance with licence conditions) & 

CoS7 (continuity of service – availability of resources) 
• FT4 (corporate governance statement) 
•  Training of governors 

Recommendation(s) To approve the declarations 

Background papers NHS Improvement’s annual plan review 

Risk score  

Link to: 

 Trust strategy 

 Corporate objectives 

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

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. 

CoS – continuity of service 
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Agenda item 18/21b 
 

Meeting of the Board of Directors 
Thursday 27th May 2021 

 
NHS Improvement self-certification declarations 

 
 
 
1. Introduction 

NHS foundation trusts are required to self-certify whether or not they have complied 
with the conditions of the NHS provider licence (which itself includes requirements to 
comply with the National Health Service Act 2006, the Health and Social Care Act 
2008, the Health Act 2009, and the Health and Social Care Act 2012, and have regard 
to the NHS Constitution), have the required resources available if providing 
commissioner requested services and have complied with governance requirements.  
 
Providers therefore need to self-certify the following after the financial year end:  
 
NHS provider licence condition 
•  The provider has taken all precautions necessary to comply with the licence, NHS 

Acts and NHS Constitution (Condition G6) 
•  If providing commissioner requested services, the provider has a reasonable 

expectation that required resources will be available to deliver the designated 
service (Condition CoS7) 

•  The provider has complied with required governance arrangements (Condition 
FT4) 

•  Governor training 
  

The aim of self-certification is for providers to carry out assurance that they are in 
compliance with the conditions.  

 
We are no longer required to return our completed provider licence self-certifications or 
templates to NHS Improvement.  Instead NHS Improvement will contact a select 
number of NHS foundation trusts to ask for evidence that they have self-certified.  This 
can either be through providing the completed templates or relevant board minutes 
and papers recording sign-off. 

 
 
2. Recommendation 

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

•  G6 systems for compliance with licence conditions and CoS7 (continuity of 
service) – availability of resources (appendix 1) 

•  FT4 corporate governance statement (appendix 2) 
•  Governor training (appendix 3) 
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Worksheet "G6 & CoS7" Financial Year to which self-certification relates 2020-2021

1 & 2 General condition 6 - Systems for compliance with licence conditions (FTs and NHS trusts)

1 Confirmed

OK

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

3a Confirmed

3b

3c

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

Signature Signature

Name Roger Spencer Name Christine Outram

Capacity Chief Executive Capacity Chairman

Date 27.05.2021 Date 27.05.2021

Declarations required by General condition 6 and Continuity of Service condition 7 of the NHS provider 
licence

In making the above declaration, the main factors which have been taken into account by the Board of 
Directors are as follows:

We have maintained our Single Oversight Framework rating of 1 for finance and use of resources and we have 
exceeded our NHSEI control total.

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

OR
In the opinion of the Directors of the Licensee, the Licensee will not have the Required Resources available to 
it for the period of 12 months referred to in this certificate.

Statement of main factors taken into account in making the above declaration

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

The board are required to respond "Confirmed" or "Not confirmed" to the following statements (please select 'not confirmed' if confirming another 
option).  Explanatory information should be provided where required. 

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

OR
After making enquiries the Directors of the Licensee have a reasonable expectation, subject to what is 
explained below, that the Licensee will have the Required Resources available to it after taking into account in 
particular (but without limitation) any distribution which might reasonably be expected to be declared or paid for 
the period of 12 months referred to in this certificate. However, they would like to draw attention to the 
following factors (as described in the text box below) which may cast doubt on the ability of the Licensee to 
provide Commissioner Requested Services.
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Worksheet "FT4 declaration" Financial Year to which self-certification relates
2020-2021

Corporate Governance Statement (FTs and NHS trusts)

The Board are required to respond "Confirmed" or "Not confirmed" to the following statements, setting out any risks and mitigating actions planned for each one

Corporate Governance Statement Response Risks and Mitigating actions

1 Confirmed No material risks identified. 

2 Confirmed No material risks identified. 

3 Confirmed No material risks identified. The CQC reviewed the effectiveness of the Board of directors and its 
Committees as part of the 'Well Led' review, assessed as 'Outstanding' in 2018. There are a wide range of 
controls in place including the Scheme of Delegation and Standing Financial Instructions.  There are clear 
terms of reference for all committes and we undertake an annual committee effectiveness review. All board 
members are subject to an annual appraisal (the NEDs and the CEO have appraisals led by the chairman, 
the chairman has an appraisal led by the senior independent NED and the executive directors have 
appraisals led by the chief executive). There is a clear organisational structure with clear reporting lines. 
Changes to the committee structure and governance arrangements in year as a result of the covid-19 
pandemic have been assessed for their effectiveness by MIAA and assurance given. The review Head of 
Internal Audit Opinion for the year gave Substantial Assurance, that there is a good system of internal control 
designed to meet the organisation’s objectives, and that controls are generally being applied 
consistently.Changes to the committee structures made as a result of the Covid-19 pandemic have been 
continuously reviewed and returned to usual business as soon as it was deemed appropriate. Some changes 
have been kept including the Clinical Advisory Group. Internal audit have assessed the governance 
arrangements during the pandemic and given assurance on the appropriateness of the approach.

4 Confirmed There are a range of systems and/or processes in place which evidence the Trust's on-going compliance. 
The trust holds monthly board of directors meetings and receives a monthly Integrated Performance Report 
structured to reflect performance against key indicators. The trust also holds monthly meetings of its 
assurance committees (Quality Assurance and Audit) in line with the trust's constitution. The board also 
receives and approves the Annual Plan and receives monthly updates from the Executive Director of 
Finance. The Board Assurance Framework is discussed at each meeting of the board and the assurance 
committees and has received a green rating from our internal auditors. Further assurance is gained via the 
external audit opinion, Internal Audit annual plan (approved by the Audit Committee) and the risk & quality 
governance committee meetings. The clinical divisions feed into monthly management board meetings, 
attended by senior clinicians and managers, which in turn feeds into the board of directors. In regard to the 
Single Oversight Framework our finance and use of resources score has again been rated as 1. Changes to 
the committee structures made as a result of the Covid-19 pandemic have been continuously reviewed and 
returned to usual business as soon as it was deemed appropriate. Some changes have been kept including 
the Clinical Advisory Group. Internal audit have assessed the governance arrangements during the pandemic 
and given assurance on the appropriateness of the approach.

5 Confirmed No material risks identified. There are a range of systems and/or processes in place which evidence the 
Trust's on-going complaince with this requirement, including the composition of the board of directors . The 
quality assurance committee reviews quality of care including approval of the annual clinical audit plan, 
learning from deaths, reports on patient safety and experience, health & safety and updates from the risk & 
quality governance committee. We were once again rated as Outstanding by the health regulator becoming 
the first specialist trust in the country to be given their highest accolade twice. Single Oversight Framework - 
we have again been rated as 1 for all of the five themes of:• Quality of care• Finance and use of resources• 
Operational performance• Strategic change• Leadership and improvement capability (well-led)

6 Confirmed There are a range of controls in place to mitigate staffing risks. These include ward staffing reviews, e-
rostering for all ward staff and a centralised bank for nursing posts. The board of directors receives a monthly 
safe staffing update via the integrated performance report. All Board members have been assessed and 
declared as Fit & Proper under the CQC Regulation 5. This was assessed as part of the 2018 Well-led 
review by the CQC and we were rated Outstanding. The same systems & processes remain.

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

Signature Signature

Name Roger Spencer Name Christine Outram

A N/A

Further explanatory information should be provided below where the Board has been unable to confirm declarations 

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

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

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

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

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

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

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

(a) That there is sufficient capability at Board level to provide effective organisational leadership on the quality 
of care provided;   
(b) That the Board’s planning and decision-making processes take timely and appropriate account of quality of 
care considerations;
(c) The collection of accurate, comprehensive, timely and up to date information on quality of care;
(d) That the Board receives and takes into account accurate, comprehensive, timely and up to date information 
on quality of care;
(e) That the Licensee, including its Board, actively engages on quality of care with patients, staff and other 
relevant stakeholders and takes into account as appropriate views and information from these sources; and
(f) That there is clear accountability for quality of care throughout the Licensee including but not restricted to 
systems and/or processes for escalating and resolving quality issues including escalating them to the Board 
where appropriate
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Worksheet "Training of governors" Financial Year to which self-certification relates 2020/21

Certification on training of governors (FTs only)

Training of Governors

1 Confirmed

OK

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

Signature Signature

Name Roger Spencer Name Chris Outram

Capacity Chief Executive Capacity Chairman

Date 27.05.2021 Date 27.05.2021

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

The Board are required to respond "Confirmed" or "Not confirmed" to the following statements.  Explanatory information should be provided where required.
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Agenda Item 19/21a 
 

Meeting of the Board of Directors 
Thursday 27th May 2021 

 
 
 

 
 
 
 
 
 
 

Subject / Title Board Assurance Framework 2021/22 

Author(s) Louise Westcott, Company Secretary 

Presented by  Chief Executive Officer  

Summary / purpose of paper 

This paper provides the board with the latest version of 
the Board Assurance Framework that summarises the 
risks to achievement of the corporate objectives 2021/22. 
The cover paper gives detail of any recent changes and 
risks that require further consideration. 

Recommendation(s) To note the refreshed Board Assurance Framework (BAF) 
2021/22 and consider any further updates 

Background papers 
Board assurance framework 2020/21. Corporate 
objectives 2021/22, operational plan and revenue and 
capital plan 2020/21. 

Risk score N/A 

Link to: 

 Trust strategy 

 Corporate objectives 

• Trust’s strategic direction 

• Divisional implementation plans 

• Our Strategy 

• Key stakeholder relationships 

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

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

development 
EMD Executive medical director 
COO Chief operating officer 
DoW Director of workforce 
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Agenda Item 19/21a 

 
Meeting of the Board of Directors 

 
Thursday 27th May 2021 

 
Board Assurance Framework 2021/22 

 
 
1 Introduction 

The first draft of the board assurance framework (BAF) 2021/22 was presented to the 
Board of Directors in March. Further review of the board assurance framework has taken 
place by the executive team and company secretary since the first draft was produced. 

 
 
2  Updates to the risks 

Minor updates have been made to the assurance and gaps in control sections relating to 
some of the risks.  

 
 
3 Suggested updates  

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

 
 
4 Recommendation 

The Board is asked to note the board assurance framework (BAF) 2021/22 that reflects the 
risks to achievement of the corporate objectives.  
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BOARD ASSURANCE FRAMEWORK 2021-22
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1.1 Risk to patients and reputational risk to trust of 
exceeding the HCAI thresholds CN&EDoQ 3 3

Patients with known or suspected HCAI are isolated. Medicines management policy contains prescribing 
guidelines to minimise risk of predisposition to C-Diff & other HCAI's.  Need to maintain low levels of Gram 
negative bacteraemia. RCA undertaken for each known case. Induction training & bespoke training if 
issues identified. Close working with NHS England at NIPR meetings. 

None identified. No formal threshold 
set by commissioners. 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

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

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

None identified 8

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

None identified 8 4

1.3 Risk of exceeding the thresholds for harm free care 
indicators (falls, pressure ulcers) CN&EDoQ 2 4

Collaborative projects in place. All falls come through executive nursing panel process. Call don't fall 
initiative. Falls group. Introduction of the TAB system. Executive review group looks at attribution of 
avoidable / unavoidable. Trust aim to maintain 16/17 levels.                                                                                          
System for assessment of ulcers / grading used. Training across the trust (focus on theatres/critical care). 
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 8 Regular reports to Quality Assurance committee and board 
(through the integrated performance report). None identified 8 4

1.4 Impact of the COVID-19 pandemic on clinical 
outcomes, safety and experience CN&EDoQ 3 4

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. 
Biosecurity measures on site to maintain a COVID secure environment. Adherence to surgical standards 
around safe surgery during COVID-19. Continued planning for next phase in terms of capacity & demand. 
Modifications made to treatments as approved through Clinical Adsvisory Group. Review of harm 
undertaken.

Uncertanties associated with the 
virus & the timeframes of the 
impact

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

12 8
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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

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. Director of Research appointed March 2021.

Uncertainty around impact of 
COVID-19 12

Weekly review of 70 day performance. All industry metrics 
reported through to the Research Divisional Board and 
Management Board; quarterly review of Disease Group 
performance. 6 monthly reports to Board. COVID-19 T&F Group 
monthly oversight meetings

None identified 12 3

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.

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

8 Levels of risk and mitigation reported through Research Division 
Board and Christie Research Strategy Committee none identified 8 8

2.3 Failure to deliver the Paterson building replacement EDoF&BD / 
EMD(S) 3 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 
will be considered in late August by Manchester City Council. Development agreement signed. GMP 
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

Uncertainty around impact of 
COVID-19. 15 Regular reports to Board & Audit Committee None identified 15 10

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

Corporate objective 2 - To be an international leader in research and innovation which leads to direct patient benefits at all stages of the cancer journey
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3.1

Risk to delivery of the School of Oncology strategy 
due to restrictions of post COVID 19 financial 
regimes, creating strategic, financial, reputational 
and operational implications 

EMD 5 2

Review the deliverables and prioritise in line with financial investment available. Maximise the potential of 
external income. Refresh the School of Oncology focus on integration of objectives with clinical and 
research divisions. Work with finance to review funding options, develop business cases for high priority 
initiatives and look at alternative funding sources 

Continuing inability to deliver all 
strategic objectives due to difficulty 
in accessing curent investment 
funds to deliver new initiatives.

10 School of oncology board reports to Management Board. 6 
monthly reports to Board. None identified 10 9
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4.1 Insufficient capacity in the Cancer Hub to manage 
demand 2 4 8 8 4

4.2 Underutilised capacity in theatres 2 4 12 8 4

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

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

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

None identified 6 6

Principal Risks Exec Lead Li
ke

lih
oo

d

Im
pa

ct

Key Control established Key Gaps in Controls C
ur

re
nt

 R
is

k 
Sc

or
e

Assurance Gaps in assurance O
pe

ni
ng

 P
os

iti
on

Po
si

tio
n 

at
 e

nd
 o

f 
Q

1
Po

si
tio

n 
at

 e
nd

 o
f 

Q
2

Po
si

tio
n 

at
 e

nd
 o

f 
Q

3
Po

si
tio

n 
at

 e
nd

 o
f 

Q
4

Ta
rg

et
 ri

sk
 s

co
re

5.1 Non-delivery of our chemotherapy strategy COO / 
EDoF&BD 3 4

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

Uncertainty around impact of 
COVID-19 12 Reports to Management Board None identified 12 8

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

Uncertainty around impact of 
COVID-19 6 Reports to BoD from The Christie Pathology Partnership board 

meetings. None identified 6 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. 
Development of mitigating strategies including the introduction of divisional financial envelopes to manage 
costs, efficiency / transformation to release cash for future investment.

Changes in national funding 
arrangements 20 To continue to report through Managment Board and Board of 

Directors via the Finance report. None identified 20 10

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.

None identified 6 Regular reports to Board and Audit Committee None identified 6 6

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

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

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

Anaesthetic capacity. Uncertainty 
around impact of COVID-19

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.

GM Cancer Hub SITREP report to Management Board None identifiedEMD(S)
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6.1 Key performance targets not achieved COO 4 3

Executive led monthly divisional performance review meetings. Integrated performance & quality report to 
Management Board and Board of Directors monthly. Digital Maturity board meeting monthly (includes 
cyber security). Escalation internally & across GM of delays impacting waiting time targets. Monitoring 
cancer waiting time standards through GM Cancer & IPR. Working as part of GM Hub to improve cancer 
pathway across GM&C.

Uncertainty around impact of 
COVID-19 12

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

None identified 12 4

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. 
Biosecurity measures in place across the organisation. Transformation projects within OP (virtual clinics). 
Activity monitored daily. Cancer Hub operating for GM.

Uncertainty around impact of 
COVID-19 8 Progress monitored through integrated performance report to 

Management Board and Board of Directors None identified 8 0

6.3 Current EPR unable to support delivery of 
operational objectives EDoF&BD 1 4 External analysis undertaken to identify options to address issues with CWP (clinical web portal). Business 

case in development for EPR. Procurement process underway to bring in a development partner.

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

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

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.

National arrangements with the 
independent sector during the 
COVID pandemic

12 Regular reports to Board None identified 8 8

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.

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 Reports to Digital Maturity Board, Management Board & Board 
of Directors. None identified 8 4
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7.1 Target reductions in sickness levels not achieved DoW / COO 3 3 Adherence with sickness management policy monitored through performance review meetings. COVID-
19 and non COVID-19 sickness levels monitored & reported. None identified 9 Monthly sickness levels as reported in Integrated performance 

and quality report None identified 9 3

7.2 Underutilisation of the apprenticeship levy DoW 3 3

Monthly monitoring of 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. 

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

9 Regular report to board None identified 9 9

7.3 Risk of non compliance against PDR target 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). None identified 6
Regular reporting to Management Board and Board of Directors 
through the integrated performance report. Trustwide 
performance at ?% 

None identified 6 6

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

DoW 2 4

Workforce projects aligned to service transformation programmes. Quarterly updates. Use of internal 
bank list, allocation of teams/clinic days to maximize cover, flexible rota, prioritization of OOH cover.  
Introduction of Board Rounds 5 days per week (Jan 2019)
Introduction of Physician Associates. Use of external agency to cover out-of-hours gaps where possible 
and to cover in-hours where significant shortfall. Re-advertise new JOF vacancies. Nurse, AHP and 
Medical Recruitment & Retention project group in place

National staff shortages impacting 
recruitment 8 National staff survey 2019 results. Reports to Management 

Board . Agency spend. None identified 8 15

7.5 Risk of non compliance with essential training needs DoW 3 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). 

Impact of social distancing on 
delivery of training 9 Reports to Board through integrated performance report None identified 9 6

7.6 Reputational damage as a result of the NHSEI rapid 
review (November 2020) EMDS 3 3 Communication with staff, Board and Governors. Full cooperation of Christie staff with NHSEI. Regular 

updates to Board. None identified 9 Internal Audit / counter fraud involvement. Legal advice where 
appropriate None identified 9 0
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8.1 Impact on our ability to obtain planning approval for 
future capital developments. EDoF&BD 2 3

Close working with Manchester City Council (MCC) on implementing the green travel plan . The strategic 
planning framework approved and includes current and future requirements for travel to site. 
Communication with residents through the Neighbourhood Forum and newsletters. Green travel plan and 
sustainability plan in place. Car park business case approved and planning granted. Expansion of 
controlled parking zone approved. Monthly meetings with MCC planning team and extensive engagement 
programme in place.

None identified 6

Met the 15/16 through 20/21 green travel milestones. 
Agreement by MCC of strategic development plan. 5 year 
Capital Plan delivery. Monitored through Management Board & 
Board of Directors. Monthly meetings with MCC. Capital 
programme shared with MCC and Board of Directors. Plans for 
tiered car parking approved Jan 18.

None identified 6 5

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

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

Corporate objective 6 - To maintain excellent operational, quality and financial performance 
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Agenda item 19/21b 

Audit Committee Annual Report 
 

April 2020 – March 2021 
 

 

1. Introduction 
 The purpose of this report is to formally report to the Board of Directors on the work of the 

Audit Committee during the period 1st April 2020 to 31st March 2021 and to set out how it has 
met its terms of reference and priorities. 

 
On 28th March 2020, a letter was published by NHSEI in relation to reducing the burden and 
releasing capacity at NHS providers and commissioners to manage the COVID-19 
pandemic.  In line with the requirements of this letter, for the early part of 2020-21, normal 
Committee meetings were suspended and any essential business was conducted by the 
Board via alternative means.  Assurance items normally reviewed by the Committee were 
presented to the Board for assurance.  In the early stages of the pandemic, there were 
certain items on the rolling programme where it was deemed appropriate to pause; 
Committee meetings were resumed in September 2020 and these items have now been 
picked up again through the normal process of reviewing the rolling programme.  

 
2. Committee membership and meetings 
 The Committee was chaired throughout the year by Neil Large, Non-Executive Director, who 

has the required financial expertise to enable him to express informed views about financial 
management.  The other Non-Executive Director members of the committee are Kathryn 
Riddle and Robert Ainsworth.   

 
 The Committee is also attended by the Executive Director of Finance, the Chief Nurse & 

Executive Director of Quality, appointed representatives from the Finance department and 
representatives of external audit, internal audit and counter fraud service providers.   Other 
Directors and other officers can also be invited to attend, particularly when the Committee is 
discussing an issue that is the responsibility of that Director or officer.   

 
 There were 3 meetings held during 2020-21: 22nd July 2020, 19th October 2020 and 25th 

February 2021.  The scheduled meeting for 30th April 2020 did not take place due to the 
Covid-19 pandemic.  There was also a joint meeting with the Quality Assurance 
Committee on 21st May 2020 to discuss the external audit review of the financial 
statements and to approve the annual governance statement and annual report and the 
financial statements for 2019/20.  As a result of the COVID-19 pandemic, there was no 
requirement for Foundation Trusts to prepare a quality account and publish it as part of the 
annual report and accounts for 2019/20 or to commission external assurance on its quality 
report for 2019/20. 

 
3. Audit committee members: table of attendance  

 

Name Audit committee  
(out of 3 possible 

meetings) 

Joint audit & quality committee  
(out of 1 meeting) 

Neil Large (Chair) 3 1 
Kathryn Riddle 2 1 
Robert Ainsworth 3 1 
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4. Assurance arrangements 
 The Committee has shared responsibility with the Quality Assurance Committee to provide 

assurance to the Board of Directors that The Christie is properly governed and well managed 
across the full range of its activities. 

 
 In broad terms the Audit Committee is responsible for all matters relating to corporate, 

financial & investment governance and risk management whilst the Quality Assurance 
Committee is responsible for clinical & research governance and risk management. 

 
 The main responsibilities of the Audit Committee are set out in the Committee’s terms of 

reference. 
 
5. Terms of Reference 

The Audit Committee reviewed its terms of reference (ToR) at its meeting on 22nd July 2020; 
the ToR was approved with minor changes.  The Committee undertook a further review of the 
ToR at its meeting on 25th February 2021 where compliance with the equality and diversity 
policy was queried as to whether the Committee currently undertake this role.  This is currently in 
progress of review and the ToR will be updated to reflect any changes accordingly.  

 
6. Annual committee effectiveness review 

Each year the Committee undertakes a self-assessment of its effectiveness.  Committee 
attendees are asked to complete a self-assessment questionnaire that asks 28 questions.  
Each question is given the status of: 

 
1. Hardly ever 

/ Poor 
2. Occasionally / 

Below average 
3. Some of the 

time / Average 
4.Most of the time / 

Above average 
5. All of the time / 

Fully satisfactory 
 

Overall the results were extremely positive with 138 of the 140 questions answered (98.6%) 
rating the Committee as satisfied ‘most of the time/above average’ or ‘all of the time/fully 
satisfactory’.  This outcome is the same as last year’s results.  Only 2 answers received an 
average score, which indicates that this does not represent a concern overall.  The free text 
comments were very positive and encouraging of the progress of the committee. 
   

7. Governance, risk management and internal control process 
 The Audit Committee followed the annual reporting cycle 2020-21, approved at its 19th 

October 2020 meeting, to schedule its work throughout the year and it uses a rolling 
programme and action log to track committee actions.    

 
 The priorities for 2020-21, and the detailed work programme, were based on the corporate 

objectives, assurance framework, corporate risk register and discussion with executive 
directors. 

 
The Committee uses an audit recommendation tracking report to receive updates and 
monitors progress on actions/recommendations for all internal audit reports including those 
allocated to the Quality Assurance Committee. Outstanding actions are reviewed at each 
meeting and senior managers are asked to attend to explain to the Committee the reasons 
for any significant delay.  At the Committee’s request high risk recommendations are 
reported to the Risk & Quality Governance Committee to ensure a link to the relevant 
divisional risk register. 
 
The Committee received a report from the internal auditor at each of its Committee meetings 
which summarised the audit reports issued since the previous meeting. The Committee 
receives a full report on any internal audits assigned a ‘limited’ audit opinion with the 
responsible manager required to attend the next meeting to present their plans to address 
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the audit recommendations.  In addition all limited assurance audits are followed up by an 
un-notified audit.  
 
The Committee also receives an Executive Director of Finance report at each of its meetings 
which provides an update on regular and scheduled business in accordance with the annual 
reporting cycle and other matters of financial governance interest. 
 
The annual financial statements are presented to the Committee.  Areas of significance for 
2020-21 are accounting for the trust joint ventures, the impact of COVID-19, asset 
valuation and impairments, and the presentation of the group accounts to include The 
Christie Pharmacy and The Christie Charity.  The Committee noted the draft accounts 
presented were in line with the finance position reported to the Board of Directors 
throughout the year. 
 

8. Board Assurance Framework 
The Board Assurance Framework (BAF) focuses on the key risks against achievement of 
the corporate objectives.  The BAF is a ‘live’ document which is continuously reviewed 
and updated and is owned by the Company Secretary.  
 
The Audit Committee has reviewed the BAF to ensure that there is an appropriate spread 
of strategic objectives and that the main inherent/residual risks have been identified, as 
well as any that are newly arising. This is to ensure that there are no major omissions.     
 
The Audit Committee reviewed the BAF at each of its meetings and has assured itself that 
the process undertaken to populate the BAF is appropriate in that the necessary Directors 
and managers have been involved and take responsibility for their entries and that there 
are no major omissions from the list of controls.  
 
The work of the Audit Committee is not to manage the process of populating the 
Assurance Framework or getting involved in the operational development of risk 
management processes, either at an overall level or individual risks. These are 
operational issues that the Committee has satisfied itself are being carried out 
appropriately by line management. 
 
The Committee is satisfied that the system of risk management in the organisation is 
adequate in identifying risks and allows the Board of Directors’ to understand the 
appropriate management of those risks.   The Committee believes there are no areas of 
significant duplication or omission in the systems of governance (that have come to the 
committee’s attention) that have not been adequately resolved.   
 

9. Achievement of the identified priorities 
The priorities for 2020-21 were reviewed and allocated between the Audit and Quality 
Assurance Committees.  The impact on the organisation of COVID-19 required the internal 
audit risk assessment and plan for 2020/21 to be reviewed on a regular basis, in liaison with 
the Trust.  As a result of this, some of the priorities changed in-year: 

•  Assurance framework  
•     ESR/Payroll  
•     The Christie at Macclesfield Financial Governance 
•  Key Financial Controls  
•      Data Security and Protection Toolkit  
•      Governance Review – CS&S  
•      Learning from incidents  
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•     Staff Working Hours Validation (joint with AFS) 
•     Patient & Public Engagement  
•     Local Safety Standards for Invasive Procedures 
•     Unsupported Software  
•     Car Parking (tender process) 
•     Baxters Contract 
•     COVID-19 Governance Review 
•     Governance Review – Plastic Surgery 
•     Infection, Prevention  and Control 
•  R&I Financial Reporting & Governance  
•     Corporate Communications  
•     Boot out Breast Cancer  
•  Follow ups 

 
 

10. Internal audit 
Internal audit is a cornerstone of good governance.   Boards need timely and relevant 
assurance and look to internal audit to support that objective.  Our internal auditors during 
2020-21 were Mersey Internal Audit Agency (MIAA).  MIAA produced a plan of audits to be 
undertaken during the year, which was reviewed by the Audit Committee; additional audits 
can be added or changes made to the plan during the year at the request of the Audit 
Committee.  
 

11. Assurance activity 
 Detailed reports have been received throughout the year across the full range of trust 

systems. 
 
 The internal audit plan 2020-21 was based on a risk assessment approach centred on 

discussions with senior staff and Non-Executive Directors and was linked to the 
organisation’s assurance framework.  The internal audit plan was structured to meet the 
NHS internal audit requirements and to provide the Director of Audit’s Opinion which 
subsequently contributes to the board’s completion of the annual governance statement. 

 
The following internal audit reports were issued and reviewed by the Audit Committee during 
the year: 

 
Audit Assurance Date reported Recommendations 

Reports issued: 
Governance Review – Clinical Support &  
Specialist Surgery (CS&S) Division 
 

Moderate 22.07.2020 1 high & 4 medium 

Learning from Incidents Substantial 22.07.2020 3 medium & 1 low 
Staff Working Hours Validation (joint 
review with AFS) 

Limited 19.10.2020 3 high, 2 medium, 2 low 

Boot Out Breast Cancer Limited 25.02.2021 2 high, 2 medium, 2 low 
Infection Control Moderate 25.02.2021 1 high, 3 medium, 1 low 

  ESR/Payroll Substantial 25.02.2021 5 medium 
R&I Financial Governance Substantial 25.02.2021 3 medium, 1 low 
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Audit Assurance Date reported Recommendations 

Local Safety Standards for Invasive 
Procedures 

Moderate 22.04.2021 1 high, 1 medium  

Key Financial Systems Substantial 22.04.2021 2 medium, 5 low 
Data Security & Protection Toolkit 
Progress Review 

N/A 22.04.2021 N/A 

Assurance Framework Opinion NHS 
requirements 

met 

22.04.2021 N/A 

 
 
There were 2 ‘limited’ assurance reports during 2020-21: 
 
Staff Working Hours Validation (joint review with AFS) – this review identified that 
adequate arrangements were in place to ensure staff are provided with the relevant working 
hours expectations and attendance information as part of the induction process. Local 
policies in relation to flexible working arrangements were also found to have been made 
available to staff in in two of the four sample departments.  However, a number of control 
weaknesses were identified in relation to the staff working hour’s validation processes which 
leave the Trust open to the risk of fraud occurring, which led to the overall limited assurance 
been provided.  The auditors did note that at the time of the review, the Trust’s flexible 
working arrangements were already being reviewed and work was being undertaken with an 
external consultancy, which in turn may have an impact on staff time recording processes 
going forward and the recommendations identified as part of the review were made in light 
of that work being undertaken. 
 
Boot Out Breast Cancer – this independent review was undertaken in relation to the 
Trust’s response to the concerns raised by the donor, to establish how the monies had been 
spent and the appropriateness of the expenditure in line with the donor’s wishes.  The 
review found, in general, the systems and processes in operation regarding the donation 
from Boot Out Breast Cancer were operating effectively and it was acknowledged that 
testing of the funding provided by Boot Out Breast Cancer to date confirmed that it had been 
utilised to support the provision of two nursing posts, supported by approved business 
cases, within the Outreach Team.  The recommendations related to the implementation of a 
more robust, Trust-wide governance framework to monitor and report on the progress made 
against agreed deliverables, thus enabling appropriate progress and feedback reporting to a 
donor, where required.  It was also recommended that the Trust retains key decision-making 
evidence to support any ring-fenced donation, to support transparency and governance in 
expenditure decisions. 
 
The Head of Internal Audit opinion was received at the 22nd April 2021 meeting and the 
overall assurance opinion provided for the year ended 31st March 2021 was substantial. 
 
The following pieces of work are ‘work in progress’ and will be reported to the Audit 
Committee on completion: 
• Unsupported Software  
• Corporate Communications  
• Baxter’s Contract  
• COVID-19 Governance Review  
• Car Park Tendering Process  

106



 

 

• Governance Review (Plastic Surgery)  
• The Christie at Macclesfield Financial Governance 
• Patient & Public Engagement  

 
12. Local Anti-Fraud Specialist 
 The Local Anti-Fraud Specialist service has continued to enhance the Trust’s overall anti-

fraud arrangements through the conduct of a range of agreed activities (the anti-fraud work 
plan was received and approved at the 22nd July 2020 Audit Committee meeting).  A 
reporting dashboard shows progress against the plan.  A significant amount of time has been 
given to deterring fraud and creating an anti-fraud culture within the organisation. 

 
 Consistent with our long term approach of zero tolerance, all suspected frauds identified 

during the year have been fully investigated and appropriate action taken. 
 

The Trust ensures that all work related to fraud, bribery and corruption during the year is 
completed in accordance with requirements set out within the NHS Standards Contract and 
as required by the NHS Counter Fraud Authority’s Standards for Providers.  
 

 

13. Annual governance statement 
 The draft annual governance statement for 2020-21 was considered on 22nd April 2021 and 

subject to a minor amendment, was judged consistent with the Audit Committee’s view on 
the organisation’s system of internal control. 

 

 The final version will be approved by the joint Audit and Quality Assurance Committee on 
10th June 2021 before being submitted to the Board of Directors for approval on 24th June 
2021. 

 
14. External audit 

An external audit is an examination of the annual financial statements in accordance with 
specific rules by someone who is independent of the foundation trust.  The external auditor 
performs the audit by examining and testing the information prepared by the foundation trust 
to support the figures and information it includes in its financial statements.  The 
effectiveness of the external audit process is assessed through regular reports to the Audit 
Committee as well as regular contact with the senior finance team. 
 
The Audit Committee is responsible for evaluating the performance of the external auditors 
each year and supports the council of governors to determine and deliver the process for 
appointing the external auditor.   Our current external auditors, Grant Thornton, were 
appointed in September 2017 for a period of 3 years. In October 2020, this contract was 
extended for a further year as per the conditions permitted within the contractual 
arrangements. 

 
16. Review of annual financial statements 2019/20 and 2020/21 
 The annual financial statements for 2019-20 and 2020-21 were prepared in accordance with 

IFRS. 
 
 The external auditors provided their annual governance opinion (ISA 260) in relation to the 

2020-21 year to the 10th June 2021 joint meeting of the audit and quality assurance 
committees.  Assurances have been received from the Executive Director of Finance that 
matters identified in the report will be addressed during 2021-22. 

 
 In line with NHS Improvement’s timetable for the submission of audited annual accounts these 

were presented for approval at the 10th June 2021 joint audit and quality assurance 
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committee meeting prior to submission to NHSEI by 12 noon on 15th June 2021. The external 
auditors completed a full and thorough audit of the exchequer accounts for 2020-21 resulting 
in an unqualified opinion. 

 
17. Priorities for 2021/22 

The following priorities are identified for 2021-22  
 

• Assurance Framework Opinion 
• Risk Management 
• Conflicts of Interest 
• Key Financial Controls 
• Digital Services 
• Waiting List Management 
• Quality Spot Checks 
• Academic Investment Plan 
• Recruitment & Retention 
• Data Security & Protection Toolkit 
• Cyber 
• Follow Ups 

 
The following are also listed on the internal audit rolling programme for consideration during 
2021-22: 

 
• Joint Ventures/ Partnerships  
• GM Cancer Programme (Financial Governance) 
• R&I –EPROM Project Management 
• Joint Ventures/ Partnerships 
• R&I 
• Charity 

 
 

Neil Large 
Chair of the Audit Committee 
27th April 2021 
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Quality Assurance Committee Annual Report 
April 2020 – March 2021 

 
1. Introduction 

The role of the Quality Assurance Committee is to provide assurance to the board that The 
Christie is properly governed and well managed across a full range of activities and to provide 
assurance relating to quality by reviewing the establishment and maintenance of effective 
systems of governance, risk management and internal control. 

 
 The purpose of the Quality Assurance Committee annual report is to review the work of the 

Committee in the period from 1st April 2020 to 31st March 2021 and to set out how it has 
performed against its responsibilities as defined in its terms of reference.   

 
 On 28th March 2020, a letter was published by NHSEI in relation to reducing the burden and 

releasing capacity at NHS providers and commissioners to manage the COVID-19 pandemic.  
In line with the requirements of this letter, for the early part of 2020-21, normal Committee 
meetings were suspended and any essential business was conducted by the Board via 
alternative means.  Assurance items normally reviewed by the Committee were presented to 
the Board for assurance.  In the early stages of the pandemic, there were certain items on the 
rolling programme where it was deemed appropriate to pause; Committee meetings were 
resumed in September 2020 and these items have now been picked up again through the 
normal process of reviewing the rolling programme.  

 
2. Terms of reference & committee membership 
 The Quality Assurance Committee terms of reference (ToR) were reviewed at its 22nd 

September 2020 meeting.  There were no suggested updates so the Committee terms of 
reference were approved. 

 
 The Quality Assurance Committee was chaired throughout the year by Professor Kieran 

Walshe, Non-Executive Director.   The other members of the Committee are Christine Outram, 
Jane Maher and Tarun Kapur.  The Committee is also attended by the Chief Nurse & Executive 
Director of Quality and one of the Executive Medical Directors.   Other Directors and other 
officers are also invited to attend, particularly when the Committee is discussing an issue that is 
the responsibility of that Director or officer.   

 
3. Meetings 

During 2020/21 five meetings were held: 22nd April 2020 (rescheduled from 26th March 2020), 
22nd September 2020, 18th November 2020, 21st January 2020 and 28th March 2021.  In 
addition a joint meeting of the Audit and Quality Assurance Committees was held on 21st May 
2020.  
 

4.      Quality Assurance Committee members: table of attendance  

Name Quality assurance committee  
(out of 5 possible meetings) 

Joint audit & quality assurance 
committee  

(out of 1 meeting) 
Kieran Walshe (Chair) 5 1 
Christine Outram 5 1 
Jane Maher 5 1 
Tarun Kapur 5 1 
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5. Relationship to other Committees 
 The Quality Assurance Committee has shared responsibility with the Audit Committee to 

provide assurances to the Board of Directors that The Christie is properly governed and well 
managed.   In broad terms the Quality Assurance Committee is responsible for ensuring that 
assurance is provided for clinical & research governance and risk management.   

 
6. Achievement of the identified priorities  

The list below forms the basis of the Committee’s programme during 2020/21:   
1. Maintain registration with the CQC and full compliance with CQC Key Lines of Enquiry 

along with all other regulatory requirements. 
2. Ensure continuing quality audits where possible and evidence of high standards of patient 

care and patient experience, monitor patient safety information and patient harm rates.   
3. Monitor and support the ongoing development and presentation of clinical effectiveness 

data to ensure The Christie is delivering the best possible cancer care to its patients.   
4. Ensure that the clinical audit programme is appropriate, adequately resourced and aligned 

with the strategic objectives of the Trust.   
5. Continue to provide high standards of cleanliness and effective HCAI management and 

compliance with the Hygiene Code. 
6. Oversee the publication of the annual Quality Accounts. 
7. To agree quality priorities for internal audit.  
8. To be the lead Committee for overseeing and reviewing the Trust’s outcomes of the new 

national mortality process. 
9. To monitor the learning from claims.  
10. To receive the annual monitoring report of the raising concerns policy. 
11. To receive reports in relation the ongoing management of the Covid-19 pandemic; mortality 

review, compliance with the requirements for PPE, biosecurity measures and the infection 
prevention and control assurance framework. 

12. To address issues raised through the Committee effectiveness review. 
 

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

 
7. Governance and risk management  

The Committee maintains an action plan rolling programme.  Any actions arising from meetings 
are recorded on the rolling programme.  This document is used to plan, record and monitor the 
work of the Committee.   

 
Throughout the year the Committee has received a range of information in accordance with the 
rolling programme.  

 
7.1 Care Quality Commission (CQC) 

An Outstanding rating was first awarded to the Trust by the CQC following their comprehensive 
inspection in 2016.  The CQC again rated us as outstanding in 2018 when we became the first 
specialist trust in the country to be given their highest accolade twice. The CQC singled out the 
positive culture within the Trust with the CQC finding it to be ‘extremely positive’ with 
‘compassionate and effective’ leadership, together with ‘high levels of engagement with staff 
and service users.’ 
 
It should be noted that, notwithstanding these fantastic results, it is the culture of the 
organisation to pursue innovations that deliver even better outcomes for patients.  The Quality 
Assurance Committee continues to monitor any areas which could be improved. 
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In February 2020 we received the CQCs Routine Provider Information Request (RPIR) which is 
the notification that an inspection of the well-led domain at the trust-wide level, along with an 
inspection of at least one core service would be undertaken within the following six months.  
This request contains a mixture of quantitative and qualitative questions, the answers to which 
underpins the inspection approach taken. However, on 25th March 2020 we received official 
notification that, as the NHS was in a major incident situation; all inspections had been 
suspended until further notice. Since this time we have continued our regular quarterly 
engagement calls with our CQC relationship manager and maintained a consistent level of 
reporting as required. 

 
7.2  NHS England Improvement (NHSEI) 

NHSEI is responsible for overseeing foundation trusts and NHS trusts, as well as independent 
providers of NHS-funded care. Their role is to offer support to providers to ensure they give 
patients consistently safe, high quality and compassionate care within local health systems that 
are financially sustainable.  

The Single Oversight Framework, designed to help NHS providers attain and maintain Care 
Quality Commission (CQC) ratings of ‘good’ or ‘outstanding’, helps to identify potential support 
needs across five themes: 
• quality of care 
• finance and use of resources 
• operational performance 
• strategic change 
• leadership and improvement capability 

Individual trusts are segmented according to the level of support they need. There are 4 
segments: 
 
1. Providers with maximum autonomy − no potential support needs identified across our 

five themes – lowest level of oversight and expectation that provider will support providers 
in other segments 

2. Providers offered targeted support − potential support needed in one or more of the five 
themes, but not in breach of licence (or equivalent for NHS trusts) and/or formal action is 
not needed 

3. Providers receiving mandated support for significant concerns – the provider is in 
actual/suspected breach of the licence (or equivalent for NHS trusts) 

4. Special measures − the provider is in actual/suspected breach of its licence (or equivalent 
for NHS trusts) with very serious/complex issues that mean that they are in special 
measures 

 
Our current performance is rated as segment 1.  

7.3  Internal audit reports 
In November 2018 MIAA advised the committee that they had changed the way in which they 
report their audit opinion.   Significant assurance has now been broken down into two 
categories to ensure consistency:  
•  Substantial (there is a good system of internal control designed to meet the system 

objectives, and that controls are generally being applied consistently).   
•  Moderate (there is an adequate system of internal control, however, in some areas 

weaknesses in design and/or inconsistent application of controls puts the achievement of 
some aspects of the system objectives at risk).   
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The following internal audit reports, conducted on behalf of the quality assurance committee,  
          were received during the year: 
 
 
 
 
 

Any recommendations are captured in an action plan and implemented as required.  There 
were no limited assurance reports assigned to the Quality Assurance Committee during 
2020/21. 
 

7.4  Governance reports 
During 2020-21 the committee received and reviewed the following annual reports: 
 
• Health, safety & security annual report 2019/20 
• Equality and diversity annual report 2019/20 
• Infection prevention and control annual report 2019/20 (this was presented to the Board of 

Directors in July 2020) 
• Clinical audit and improvement annual report 2019/20 
• Safeguarding vulnerable people annual report 2019/20 
• Learning from complaints annual report 2019/20 

 
There were no issues of concern raised in any of the reports. 

 
7.5 Risk management 

In line with the risk management strategy the Committee seeks to provide assurance that risk 
management processes are embedded and well managed. This is achieved via scrutiny of the 
key risks reports within the performance report provided to the Board of Directors and through 
an overview of the work of the Risk and Quality Governance Committee. 
 
The information provided in these reports has enabled the Committee to provide assurance to 
the Board of Directors that there are effective systems of internal control in place with regard to 
clinical and research governance and risk management. 
 

7.6 Improvement 
During the year the Committee received clinical and quality improvement presentations on the 
following topics: 
 
• Cancer waiting times  
• Consent practice / audit 
• Pharmacy waiting times 

 
7.7 Board Assurance Framework 

The Board Assurance Framework (BAF) focuses on the key risks for the organisation.  The 
BAF is a ‘live’ document which is continuously reviewed and updated.  
 
The Quality Assurance Committee reviewed the BAF at each of its meetings and received 
updates from the Company Secretary, the document owner.  The Committee has assured 
itself that the process undertaken to populate the BAF is appropriate in that the necessary 
Directors and managers have been involved and take responsibility for their entries and that 
there are no major omissions from the list of controls.  
 

Internal audit report Meeting issued Audit assurance Recommendations 
Radiotherapy Scheduling 18.11.2020 Substantial 2 medium and 4 low 

Infection Control 21.01.2021 Moderate 1 high, 3 medium, 1 low 
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The Quality Assurance Committee is satisfied that the system of risk management in the 
organisation is adequate in identifying risks. The Committee believes there are no areas of 
significant duplication or omission in the systems of governance that have come to the 
Committee’s attention, that have not been adequately resolved. 
 

Internal audit provided an Assurance Framework Opinion statement which confirmed the 
Assurance Framework is structured to meet NHS requirements, is visibly used by the Board 
of Directors and clearly reflects the risks discussed by the Board. 
 

7.8 Review of committee effectiveness 
During 2020/21 members of the Quality Assurance Committee were asked to complete a self-
assessment questionnaire that asked 23 questions, each of which was given the status of: 

 
1. Hardly ever 

/ Poor 
2. Occasionally / 

Below average 
3. Some of the 

time / Average 
4.Most of the time / 

Above average 
5. All of the time / 

Fully satisfactory 
 
There were 2 answers which indicated the committee was effective ‘hardly ever / poor’ or  
‘occasionally / below average’.  These were: 
1. Focus on appropriate areas (1) 
2. Rigour and debate (1) 
 
There were 13 answers which indicated the committee was only effective ‘some of the time / 
average’.  These were: 
 

1. Understanding of core business (1) 
2. Focus on appropriate areas (1) 
3. Understanding of how assurance is gained (2) 
4. Open channels of communication (1) 
5. Structured and appropriate annual agenda (1) 
6. Concise, relevant & timely information (1) 
7. Meetings held sufficiently far in advance of board meetings (1) 
8. Attendance & contribution at meetings (1) 
9. On-going personal development to remain up to date (1) 
10. Role in relation to whistle-blowing (3) 
 
With the exception of the above comments and the unanswered / not applicable questions, all 
other responses recorded the Committee as being effective either ‘most of the time / above 
average’ or ‘all of the time / fully satisfactory’.    
 
The positive answers accounted for 94.9% of answers. 

 
The overall results were extremely positive; areas for further work are being actioned / 
implemented. 

 
8. Annual Governance Statement 

The Annual Governance Statement for 2020/21 will be considered and approved at a joint 
meeting of the Audit and Quality Assurance Committees on 10th June 2021.  

 
9. Quality Accounts 

As a result of the COVID-19 pandemic, there is no requirement for foundation trusts to prepare 
a quality account and publish it as part of the annual report and accounts for 2020/21 or to 
commission external assurance on its quality report for 2020/21. We are producing the quality 
report as usual and intend to submit the report without auditor opinion. This includes data 
covering patient satisfaction surveys, complaints, waiting times, clinical audits, 1 and 5 year 
survival rates, serious incidents and infection rates, as well as performance against national 
targets and goals agreed locally with commissioners.  
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10. Reviewing legality of actions 
 The Committee has not received any reports of any enforcement activity by any relevant 

regulators in relation to the Trust’s activities.  
 
11. Priorities for 2021/22 

•  Maintain registration with the CQC and full compliance with CQC fundamental standards 
along with all other regulatory requirements. 

•  Be prepared for the unannounced and Well led CQC inspections.   
•  Ensure that the Trust meets all quality related requirements of the Single Oversight 

Framework for 2021/22 and to bi-annually review the risk against the Quality Framework.  
•  Ensure continuing quality audits and evidence of high standards of patient care and patient 

experience, monitor patient safety information and patient harm rates.   
•  Monitor and support the ongoing development and presentation of clinical effectiveness 

data to ensure The Christie is delivering the best possible cancer care to its patients.   
•  Ensure that the clinical audit programme is appropriate, adequately resourced and aligned 

with the strategic objectives of the Trust.   
•  Continue to provide high standards of cleanliness and effective HCAI management and 

compliance with the Hygiene Code.  
•  Oversee the publication of the annual Quality Accounts. 
•  To agree quality priorities for internal audit.  
•  To be the lead committee for overseeing and reviewing the Trust’s outcomes of the new 

national mortality process. 
•  To monitor the learning from claims. 
•      To receive regular update reports in relation to Research Governance assurance. 
•  To receive the annual monitoring report of the raising concerns policy. 
•  To address issues raised through the committee effectiveness review. 

 
 
Professor Kieran Walshe 
Chair of the Quality Assurance Committee  
31st March 2021 
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	Throughout the process of engagement, there has been a large range of design principles shared with GM leaders, many of which stem from the original design principles for the current operating model (see appendices). Most of these are deemed relevant ...
	- the new operating model must be bold in enabling transformation recognising that GM has much still to do on its journey; COVID has worsened the problems; some of GM’s work has yet to bear fruit; GM is determined to tackle inequalities;  GM has not b...
	- the new operating model (including funding flows and accountability) must facilitate the alignment of incentives for each organisation and partnership to achieve the locality and GM priorities with a greater emphasis at each level on reducing health...
	- the new operating model requires shared priority setting that balances national and GM; and GM and locality priorities; shared planning between neighbourhood, locality and GM levels; shared ‘stewardship’ of resources at whatever level and whichever ...
	- new forms of accountability that ends the purchaser provider split and require care providers to be an integral part of shared leadership arrangements at all levels
	2.0 Proposed Approach - how the new operating model for GM will accelerate delivery of its overarching aim and accelerate the achievement of its priorities
	2.1 What needs to be and will be different?
	Taking the drivers, the challenges and the design principles emanating from the engagement into account, there is an emerging operating model that crucially builds on the existing system but places much greater emphasis on 6 major programmes of activi...
	1) maintaining physical, social and mental well being
	- through the use of wider local authority and private sector expenditure (eg housing, jobs, retail, transport, education, police, leisure etc) to deliver the fundamental basics of health and well being - a home, a job and a family/social support syst...
	- through the NHS and care system building stronger links into the work of the Combined Authority and business community: alignment with the Mayoral programmes and drawing on the Marmot city region work,
	- through the strengthening of the role that health and care organisations play as anchor institutions in particular, running a dedicated and shared programme to capitalise on the opportunities of creating employment/apprenticeships (with a heavy acce...
	- each locality, working with its neighbourhoods, building and delivering a plan for community engagement and development through community groups, VCSE, patient groups, carer support etc. This would align also with the opportunity to invest in commun...
	- allocating resources differentially to individual neighbourhoods to recognise need and designing more accessible services that are culturally sensitive, targeted to reduce health and life inequality and work hand in glove with local welfare, employm...
	2) Creating more consistent evidence based preventive and proactive primary care
	- GM has some country leading services but has some of the worst life expectancy. This means there should be a much greater focus on primary and proactive care to support the earlier identification and better management of chronic disease.
	- The operating model must capitalise on the development of PCNs and structured working at the neighbourhood level. Through these structures there is now a clear opportunity to improve the service offer at this level by investing in programmes to redu...
	- Using the data (and investing in joined up data systems and software) to identify and stratify risk within the patient population on a real time basis in order to prevent deterioration of patients, hospital admissions and loss of independent living
	3) Greater integration of the community based reablement, residential, rehabiliative, palliative and social care services (working to eliminate the traditional divide between hospital and out of hospital services)
	- the development of provider alliances within localities can embrace the next stages on the journey to establish integrated community teams aligned to PCNs and neighbourhoods that can manage physical, mental and social health problems by offering hol...
	- using data sharing, streamline assessments, carer training and support, digital home monitoring, social care market management for example to deliver longer periods of independent living and speedier return to employment for GM citizens
	4) Coordinating and improving the urgent and emergency care service response by mandating health and care providers to develop more coherent pathways of care and enabling patients to  access the right level of care sooner
	- using a clinically guided GM wide approach to develop the pathways between the local urgent care services such as GP OOH, 111, A&E and more specialist emergency care (such as for major trauma, HASUs)
	- through empowering the Provider Collaborative (PFB) to play a greater role, working closely with the relevant locality/community based organisations and NWAS to organise and deliver a consistent approach to urgent care that ensures the appropriate l...
	- using neighbourhoods and community groups to train more of the population in first aid
	- through enabling the use of NWAS insights and data to predict and prevent acute and emergency episodes of care, whilst also targeting resources to known need demographically and geographically
	5) Delivering more consistent planned care and delivering the planned care recovery programme
	- through using the Provider Collaborative (PFB) to own the system wide planned care recovery programme, operating with a single PTL, as interpreted and delivered by their COO group, The Collaborative would work to access the ERF funding and directly ...
	- through joint planning with localities and local provider alliances on managing the flow of new patients needing diagnosis and treatment. This might include access to specialist opinion sooner in the pathway, developing models for community diagnost...
	- through expanding a GIRFT or similar approach across GM to reduce unwarranted clinical variation and maximising existing bed and workforce capacity as a consequence. Using clinical networks to share learning and support training or colleagues where ...
	- through joint service delivery between the constituent hospitals of the collaborative and local integrated community health and social care teams to facilitate discharge from hospital when clinically fit and using virtual wards and remote monitoring...
	6) Further developing GMS access to and delivery of world class specialised care and building a hugely capable innovation capability in HIM
	- GM has a huge opportunity to develop its range and depth of specialised services to attract new investment and staff, in particular in light of the importance of the life sciences sector to a post Brexit UK.
	- The work also of HIM is very impressive in comparison to other approaches within the NHS. This is a real asset for encouraging inward investments and partnerships but crucially for enabling the health and care system in GM to adopt leading edge tech...
	- Work to create the first prototype virtual health and care system underpinned by integrated data flows, which would bring together the current range of best in class digitised point solutions into an end to end digitally delivered set of care pathwa...
	2.2 The architecture, spatial management and funding flows
	2.2.1 General consensus on the architecture and spatial management
	GM already has developed an architecture that set the pace for the national model of neighbourhoods, localities/places, provider collaboratives and an ICS (manifest in the HSCP and governance structures). This is well understood and leaders are clear ...
	Equally there has been considerable work done on the spatial level at which service planning and delivery should be organised and undertaken (see appendix 2). In some specialities and conditions, such as mental health, these spatial levels have been t...
	Philosophically this work also aligns with the adopted principle of leaders recognising what needs to be done once, what needs to be done 10 times consistently (ie in each locality) and what needs to be done 10 times on a bespoke basis
	Again there is an agreement between leaders that these are evidence based models and should be adopted at the core of the operating model, These form the broad basis to underpin current planning assumptions but should now be taken and the spatial mode...
	2.2.2 Specific comments on the consistency and detailed expectations of the architecture
	There are however more specific thoughts on elements of the architecture and what expectations might be set on the commonality of developing the detailed arrangements
	1) neighbourhoods need some form of management structure or group which aligns and builds on the PCN function (ideally PCNs and neighbourhoods would be geographically coterminous)
	2) locality structures would feature a consistent locality model operating with -
	3) a means by which locally based providers work together in some locally determined form of alliance (but which ‘typically’ would be expected to include the acute services provider, mental health provider, primary care, neighbourhoods, VCSE, social c...
	4) Provider Collaboratives that operate across GM with formal governance to plan and deliver diagnostic and acute care as defined in the spatial model. The governance arrangements must enable the constituent organisations to hold/manage a shared budge...
	5) Capability at GM level to discharge the functions, governance and legal requirements of a statutory ICS (as constituted in the forthcoming legislation) whilst being consistent with the existing devolved GM structure and process. The engagement proc...
	6) There will be management capability at GM level to discharge the ICS statutory functions, convene the constituent partners within GM as appropriate and agreed, organise and deliver GMS wide enabling functions and deliver the ‘upwards, outwards and ...
	7) A system of joint planning convened at GM level but with constituent localities and collaboratives fully engaged to identify the synergies and connections between allocated resources. This would support the ICS with calibrating allocations and ensu...
	2.2.3 The funding flows of NHS money
	There is much less consensus amongst leaders relating to the exact nature of the funding flows other than a very strong agreement that to get added value out of every pound we spend,  to get best value out of any new money we have available, and to al...
	This principle would apply between organisations in different sectors, between organisations within Collaboratives and between organisations engaged in enabling GM wide programmes.
	At one level, this should mean that funding flows are immaterial however in practice there are underlying tensions and fears about the quantum of funding to each level, the alignment of primary care funding, the cohesion of the overall funding streams...
	Some leaders believe that the best and simplest way to allocate resources would be for all the money to go directly to Trusts who are bound by aligned incentive agreements to work collectively. Other leaders believe that the best and simplest way to a...
	Taking all of these issues into account the proposal would be for the operating model to
	1) adopt a blended approach to funding flows of NHS money between direct allocation to Trusts, allocation to Collaboratives and to agreed NHS/LA arrangements in localities (and onwards through to local providers or provider alliances) with the exact c...
	2) recognise and maintain, as a minimum, current arrangements where such money has been pooled with localities on a s75 arrangement. This would also maintain the local level of expenditure from the CCG budgets for community services which would be con...
	3) maintain the current allocation of resources to the acute provider sector, especially in light of the huge backlog of patients waiting for diagnosis and treatment, but direct this through the PFB provider collaborative who would lead the delivery o...
	4) allocate resources beyond the current level for specialised care to the two MH providers (acting as a specific Collaborative) to deliver the appropriate programmes of care as defined in the THRIVE model (see appendices). It would be important to en...
	5) Locality leadership boards should allocate or delegate a shadow budget to each neighbourhood which could then be aligned by the neighbourhood management team with PCN and GMS funding.
	6) The absolute quantum of primary care funding must be maintained as a minimum but there should be facility within the Locality Boards, (within which primary care would be an equal partner), to steer the specific activity and requirements placed on p...
	7) There should be an agreement on the establishment and funding for GM wide enabling programmes that would encompass functions such as Health Innovation Manchester, PCB GP Excellence programme, population health management, OD support, Information Ma...
	8) Allocation of money needs to be accompanied by deployment of staffing and the opportunity of reform means that there is a pool of people who could be effectively redeployed fo support the delivery of the new operating model. Once the model has been...
	3. Clinical Engagement
	The reform of the system and the creation of a new operating model only makes sense if it is seen as enabling clinicians, professionals and practitioners to redesign care and to develop shared models of citizen engagement in health and care. There is ...
	Therefore, it is essential that this work is
	- aligned with the work of Tom Tasker on how to build clinical and professional engagement
	- subject to a substantial communications and engagement exercise to explain the new opportunities and how GM is tending to accelerate its achievements of its aims and priorities
	4) Establishing a new accountability process and culture
	There is a real appetite amongst leaders to create a new process built on shared accountability, peer support and review, and performance improvement rather than old style performance  management.
	In order to achieve this, there will need to be a process through Locality and Collaborative Accountability Agreements for delivering the key GM, locality and programme objectives. The integrating care white paper signals the concept of earned autonom...
	The crucial element is that locality boards providers of services (through alliances or collaboratives) are an integral element of the ICS and therefore accountability is to each other and not to a hierarchically positioned higher tier authority or ag...
	The GM operating model would feature
	- a core principle of shared accountability (rather than a pure organisational focus), which could be manifest in Joint Committees, Committees in Common or aligned incentive contacts for example
	- accountability agreements with NHS England with the potential of mirroring those in agreements with locality boards and provider collaboratives
	- organisational contributions to the alliance or collective, governed appropriately and effectively as now by NED majority boards
	- peer review and support
	- escalation triggers in the event of failure to deliver within the agreement which would be agreed and reported with a view to securing help to recover
	- light touch data reporting and monitoring against key priorities (sufficient however to allow the GM ICS to report upwards on key national priorities)
	- an emphasis on continuous learning and development aligned to a people and talent management strategy
	5) Establishing an OD programme
	There is a very clear consensus that to make the new operating model work effectively will require a substantial programme of organisational development. This should work on establishing the capability and capacity to operate collaboratively as leader...
	- individual leaders including citizens as community leaders, GP and professional representatives
	- groups such as joint committees, collaborative boards, PCNs, neighbourhood groups, locality boards and the GM board(s)
	- individual boards
	- system wide leadership groups that undertake key work programmes,
	The OD programme would build on but enhance existing work and will require major investment
	Leaders were clear that whatever the architecture it will be leadership behaviours and conduct, coupled with the ability of organisations to adjust their mindsets to a system orientation. The programme will include all four areas of managerial, clinic...
	6) Time frame for adoption and next steps
	There is a widespread view that leaders want to see some momentum to adopt a new operating model as soon as possible. This would allow new locality and Provider Collaborative arrangements to be put into place or confirmed, if building on existing stru...
	1) work on the precise nature of the GM ICS governance structure - how does the white paper impact on the current governance and how will the new structures discharge the national legally required functions? There is a need to do this work quickly in ...
	2) work to agree/confirm the GM enabling functions and their programme management
	3) establishment of a wider task and finish group including clinical leaders to crystallise the spatial model using the technology of the THRIVE model to set out the planning levels for a number of key services such as the elements of the cancer and u...
	4) once the model is agreed there should be a dedicated programme management approach set up to ensure the model is implemented effectively and to the expected time frames
	5) work on the detailed impact of the financial flows section of this paper to consider how best to create a simplified set of financial processes. This should be augmented by the use of financial modelling to allow leaders to understand and adjust fo...
	Mike Farrar CBE, FRCGP, FRCP (April 2021)
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	As part of its registration with the Care Quality Commission (CQC) the Trust is required to demonstrate that it meets the outcome standards set out by the CQC under the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 and the Ca...
	For 2020/21, the Trust has met and continues to meet the outcomes required by the CQC under the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 and the Care Quality Commission (Registration) Regulations 2009.
	The Board is asked to approve this assurance position.
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	19-21ci Quality Assurance committee annual report 2020-21 APPROVED 18.03.21
	Quality Assurance Committee Annual Report
	April 2020 – March 2021
	The list below forms the basis of the Committee’s programme during 2020/21:
	4. Ensure that the clinical audit programme is appropriate, adequately resourced and aligned with the strategic objectives of the Trust.
	10. To receive the annual monitoring report of the raising concerns policy.
	11. To receive reports in relation the ongoing management of the Covid-19 pandemic; mortality review, compliance with the requirements for PPE, biosecurity measures and the infection prevention and control assurance framework.
	12. To address issues raised through the Committee effectiveness review.
	All the identified priorities were achieved.  The Board is invited to identify any additional subjects on which assurance may be required in response to changes in the healthcare environment.
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