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FOREWORD 

Welcome to our annual report covering the financial year 2017/18. As ever, this is a great 
opportunity to celebrate our achievements, activity and performance across the Trust in what 
has been yet another momentous year in Mersey Care’s history as we strive for perfect 
care delivered through a just and learning culture. 

During 2017/18 Mersey Care has changed from being solely a provider of mental health, 
learning disabilities and addictions services to an organisation that now also provides a wide 
range of community physical health services.  This means we now provide community 
physical health services for South Sefton (from July 2017) and Liverpool (from April 2018) 
following the Trust acquiring the majority of services previously provided by Liverpool 
Community Health NHS Trust.  As a result Mersey Care is now the leading provider of 
community health services across Liverpool and Sefton and is in a perfect place to begin 
the work of developing truly integrated care pathways for the people we serve. 

As well as welcoming community colleagues to the Mersey Care family, this also gives us a 
fantastic opportunity to improve community health services for the people of Liverpool and 
Sefton through systematic, high quality and sustainable integration. For our services users 
and carers this will mean we will increasingly be able to treat the whole person by bringing 
the expertise and skills of these two services together, providing seamless care for everyone 
we serve.  This is especially important for our mental health and learning disability services 
users, who often have a range physical health care needs which have not always been 
effectively addressed when these services are provided separately.  From April 2018 we will 
also be providing mental health services to HM Prison Liverpool, which will mean we will be 
able to improve the continuity of care for those who leave prison. 

Another excellent piece of news this year has been the approval to build a new 123-bed 
state-of-the-art Medium Secure Unit at Maghull Health Park, replacing the mental health 
service at Scott Clinic in Rainhill and the learning disability service at Woodview in Whalley.  
This is something we have awaited for a number of years and it is good to see building work 
starting at last.  Together with the new 44-bed mental health facility and community hub 
being built in Southport, we are well on the way to improving the environments from which 
we can provide great care to our service users. 

We have also opened a second Life Rooms in Southport and are building a third Life Rooms 
at Hugh Baird Further Education College in Bootle  This latest addition to our Life Rooms 
services will mean that we can work with Hugh Baird’s 14-25 student population to build 
knowledge and learning of mental and physical health care for themselves and their families. 
Our apprenticeship centre of excellence which will sit alongside the Life Rooms at the 
College will also develop the very best training, development and employment opportunities 
for the young people of Sefton giving them a wider choice of career options for the future. It 
was nice to see our approach to the development of the Life Rooms model of learning, 
recovery, health and wellbeing endorsed by Life Rooms Walton being officially opened by 
HRH the Duke of Cambridge in September 2017. 

It was also great to welcome Professor Sidney Dekker to the Trust for a week long visit as 
we continue the development of our just culture journey. Sidney’s film mapping the Trust’s 
progress can be found at http://sidneydekker.com/just-culture/. It presents a powerful story of 
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how, with the right support and development, a learning culture in an organisation can 
improve safety, staff and patient satisfaction and attract the very best people to work at 
Mersey Care in the future 

As part of our zero suicide goal we are delighted to have launched the Zero Suicide 
Alliance whose aim is to ensure that the NHS works together to prevent the 6000 deaths that 
we see annually in this country from suicide. The Alliance is an exciting partnership between 
NHS Trusts and a wide range of partner and stakeholder organisations who want to share 
learning and best practice in suicide prevention. If you only take one thing from this report 
please take just 20 minutes to save a life and take the training at 
www.zerosuicidealliance.com. 

The Trust had its second CQC Inspection in 2017 which resulted in an overall ‘good’ rating, 
with services within the Specialist Learning Disabilities Division achieving an ‘outstanding’ 
rating.  Although this is welcome news we continue to have a ‘requires improvement’ rating 
for being safe, which will be a focus of the work we will be doing in the coming year and we 
will work tirelessly as a Trust to ensure that the quality of the services that we offer 
continually improves 

Despite the fine work going on across the Trust we face a range of other challenges in the 
coming year: 

• those services previously provided by Liverpool Community Health in Liverpool, Sefton 
and HMP Liverpool have been subject to a critical external review by Dr Bill Kirkup due to 
concerns about the delivery of services1.  As the new provider Mersey Care will need to 
support these services to be as safe and effective as possible over the coming years; 
 

• the future of services at the Whalley site in light of NHS England’s decision in 2016/17 to 
no longer commission learning disability services from this site.  Although we are making 
progress in developing the community forensic teams supporting the new model of care, 
together with developing the new Medium Secure Service at Maghull, we and our 
commissioners have still to finalise plans about the future of low secure services and to 
facilitate the discharge of other inpatients from Whalley.  The safety and dignity of these 
vulnerable patients is a key priority for the Trust. 

  
Beatrice Fraenkel 

Chairman 
Joe Rafferty 

Chief Executive 
 

1  See paragraphs 357 – 360 for further information 

Page 10 of 286

http://www.zerosuicidealliance.com/


PART A – OVERVIEW  
 
CHAPTER 1 - INTRODUCTION 

1. Mersey Care is a community mental health and physical health provider which 
provides a wide range of community health services across Liverpool, Sefton and 
Kirkby together with specialist mental health services across North West England 
and beyond. Our vision is be an organisation that is striving for perfect care and a 
just culture to the people we provide services to, their carers and our staff. 

2. For the people of Liverpool, Sefton and Kirkby we provide specialist mental health 
inpatient services and community physical health, mental health, learning disabilities, 
addiction services together with acquired brain injury services.  We also provide 
secure mental health services for the North West of England, the West Midlands and 
Wales and specialist learning disability services across Lancashire, Greater 
Manchester, Cheshire and Merseyside. We are one of only three trusts in the country 
that provide high secure mental health services.  

3. Following our acquisition of community services for South Sefton and Liverpool from 
Liverpool Community Health NHS Trust, from 1 April 2018 we now provide clinical 
services are provided from 65 sites across the North West. Our teams are supported 
by a corporate team based at our offices in Prescot, Merseyside and Liverpool 
Innovation Park. Around 8,000 staff serve a population of almost 11 million people. 

4. The Trust is striving to provide perfect care and a just culture for the people we 
serve and make a positive difference to the lives of service users and carers. We 
also aim to play a full part in the local health and social care economies we serve by 
promoting and driving greater integration between mental and physical health and 
social care. Our ongoing plans are based around four aims and underpinning 
objectives of our strategy: 

a) Our services – we will improve the quality of our services, and strive to 
provide safe, timely, effective, equitable and person-centred care every time, 
for every service user. As we strive for continuous improvement in quality, we 
will also strive to find ways to save time and money; 

b) Our people – we will have a productive and high performing workforce that 
work in great teams, and we will work side by side with service users and 
carers; 

c) Our resources – we will make full use of our resources, ensuring our 
buildings work for us, and using technology to help improve our care; 

d) Our future – we will create opportunities for improvement and grow in the 
future, by working more closely with primary care and other organisations, 
delivering the benefits of research, development and innovation, and by 
growing our services.  
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5. The Trust is delivering a programme of organisational and service transformation in 
order to significantly improve the quality of the services we provide and safely reduce 
cost as we do so. We call this continuous improvement in quality and cost, striving for 
perfect care. We also aim to play a full part in the health and social care economies 
we serve by promoting and driving greater integration between mental and physical 
health and social care. 

6. We will deliver our objectives through our transformation programmes throughout the 
organisation through both our quality improvement work and through continuing to 
support business development, research and innovation. Achieving our vision of 
striving for perfect care at a time of unprecedented demand for NHS services and 
financial constraints on all NHS organisations requires a clear strategy based on 
clear aims and objectives, and effective implementation across all of our services. 

7. In 2017/18 we have set five key priorities as we strive to provide perfect care and a 
just culture, namely 

a) Priority 1 – Reducing Restrictive Practice (No Force First); 

b) Priority 2 – Towards Zero Suicide; 

c) Priority 3 – Improving the Physical Health of our Service Users 

d) Priority 4 – A Just and Learning Culture 

e) Priority 5 – Zero Community Acquired Pressure Ulcers 

Details about the Trust’s progress against these priorities can be found in the Quality 
Report for 2017/18. 

8. As we make necessary improvements to our services, we support our clinical teams 
to maintain quality and safety during a period of increased demand on all NHS 
Trusts. The task of balancing this need for service continuity and safety with the need 
to deliver necessary transformation of our services is never underestimated.  

9. A key component of our Strategy is the development of a Just and Learning Culture, 
where we put equal emphasis on accountability and learning.  When things don’t go 
as expected we try and find out ‘what was responsible, not who is responsible’.  For 
further information in this new approach please see paragraphs 214 - 218 below    

10. On 1 June 2017 we acquired a wide range of community physical health services for 
South Sefton and a rehabilitation ward at Aintree University Hospitals from Liverpool 
Community Health NHS Trust, as part of a bidding process leading to their 
acquisition.  This lead to the creation of a new clinical division within the Trust – the 
South Sefton Community Services Division. We have been working with these new 
teams to use their experience and skills to help improve Mersey Care and use our 
skills and experience to help improve the services they provide to local people.  The 
acquisition of these services has also had a huge impact on Mersey Care, no longer 
are we just and mental health, learning disability and addictions provider, we are now 
a provider of both physical and mental health community services 
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11. After a protracted and extended bidding process we were notified in October 2017 
that Mersey Care had been identified as the ‘Preferred Acquirer’ to acquire a wide 
range of community physical healthcare services for Liverpool from Liverpool 
Community Health NHS Trust (LCH).  Being identified as ‘Preferred Acquirer’ meant 
that: 

a) under an Interim Management Agreement members of Mersey Care’s Board, 
including the Chairman and Chief Executive, would join LCH’s Board to help 
run LCH (although LCH still remained a separate legal body)2; 

b) Mersey Care would be subject to an assessment process undertaken by NHS 
Improvement which, if successful, would mean Mersey Care would acquire 
the whole of LCH (i.e., the services provided to Liverpool) from 1 April 2018. 

12. Following the support of Mersey Care’s Board of Directors and its Council of 
Governors, and following the completion of the assessment process by NHS 
Improvement by the end of March 2018, from 1 April 2018 Mersey Care legally 
acquired LCH and LCH was disbanded.  Mersey Care as such now provides a wide 
range of community physical health services to the people of Liverpool and South 
Sefton.  To reflect this from 1 April 2018 a new clinical division has been formed – the 
Liverpool & South Sefton Community Division (including the South Sefton 
Community Services Division).   

13. A key component of our bids for both the South Sefton and Liverpool physical health 
services was that it allowed for the integration of our existing community mental 
health services with these community physical health services.  Many of our mental 
health, learning disability and additions service users also have physical health 
problems so the opportunity to integrate these community services over the next two 
years.  The acquisition of the Liverpool and South Sefton now makes Mersey Care 
the leading provider of community healthcare services in these areas. 

14. In addition from 1 April 2018, we will be providing mental health services at HM 
Prison Liverpool under a sub contract with Spectrum Healthcare Community Interest 
Company which is contracted by NHS England to provide the whole range of 
healthcare services at HM Prison Liverpool. 

15. We are also continuing to embed the services we acquired from Calderstones 
Partnership NHS Foundation Trust on 1 July 2016, which now form the Specialist 
Learning Disabilities Division.  This clinical division is working increasing closely with 
the Secure Division given that they are both primarily involved in the provision of 
secure forensic services, indeed a single Associate Medical Director now leads both 
of these clinical divisions. 

  

2  Details of those members of Mersey Care’s Board who became members of LCH’s Board can 
be found at paragraph 104 below (Table 3) 
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16. Some of the other Trust highlights for 2017/18 are outlined below: 

a) we were subject to our second Care Quality Commission (CQC) inspection.  
In June 2017 CQC reported that Trust was ‘good’ for being effective, caring, 
responsive and well-led and ‘requires improvement’ for safety – with an 
overall rating of ‘good’.  The Specialist Learning Disability Division was rated 
as ‘outstanding’;  

b) we obtained approval for the business case to build a new mental health and 
learning disability Medium Secure Unit at the Maghull Health Campus to 
replace the mental health secure unit at Scott Clinic, Rainhill, and the learning 
disability secure unit at Woodview, Whalley.  The ground-breaking ceremony 
took place in April and we hope that this new unit will be open in 2020; 

c) in May 2017 we officially opened the second Life Rooms at Southport and 
announced plans in September 2017, in conjunction with Hugh Baird College, 
to build a third Life Rooms in Bootle which is expected to be open in 2018.  
The first Life Rooms in Walton was also officially opened by HRH the Duke of 
Cambridge on 14 September 2017.  The Life Rooms provide centres for 
learning, recovery, health and wellbeing, as well as the base for our Recovery 
College.  Over the last 12 months Life Rooms Walton has been visited by 
23,184 people and Life Rooms Southport has been visited by 11,682 people 
for advice support and college activity;  

d) in August 2017 the Trust approved the business case to build a new mental 
health facility in Southport adjacent to our Boothroyd Unit (on the former 
Southport General Infirmary site).  Building work started in November 2017 
and it is expected that this new 44-bed mental health facility and integrated 
community mental health hub.  Services are expected to move to this new 
unit from April 2019;  

e) building on the Trust’s work in respect of its priority of working towards zero 
suicide, in August 2017 Mersey Care entered into a formal partnership with 
Stanford University Medical Network Risk Authority LLC for a Limited Liability 
Company called Innocence Augmented Intelligence Medical Systems – 
Psychiatry (or AIMS Psychiatry for short) to design two ‘apps’ – SWiM and 
SMiLE – which are designed to reduce self-harm and suicide as part of a 
rigorously evaluated and ethically approved research study; 

f) in September 2017 the Board approved the Funding Agreement with NHS 
England which meant that Mersey Care became a Global Digital Exemplar 
(GDE), one of seven such mental health trusts in the country.  The GDE 
means the Trust is recognised as one of the most advanced NHS IT 
organisations who are committed to becoming world class exemplars for the 
harnessing of technology and innovation from which other organisations can 
learn;  

g) Mersey Care is committed to reducing the number of deaths by suicide of 
people in our care to zero by 2020.  As part of this initiative, together with 
bereaved families, charities, politician and over 90 NHS organisations, in 
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November 2017 we launched the Zero Suicide Alliance at the Houses of 
Parliament.  The aim of the Alliance is to ensure suicide is taken seriously 
and use of the best prevention evidence to reduce the number of suicides 
across the country.  One of the Alliance objectives is to encourage one million 
people to take a 20-minutes free online training course on suicide prevention.  
Since its launch in November over 7,300 people have taken the training.  
Save a life and take the training at www.zerosuicidealliance.com  

h) In January 2018 as part of our approach to a Just and Learning Culture, 
Professor Sidney Dekker (who is leading authority on the Just Culture 
approach), visited a range of Trust services and met with service users, 
carers and staff over a week.  He produced a film of his experiences and the 
Trust’s progress on its Just and Learning Culture journey which is available at 
http://sidneydekker.com/just-culture/; 

i) we are delighted that our progress has been recognised by others as in 
2017/18, amongst other recognition, Mersey Care’s Primary Care Mental 
Health Liaison Team won the Best Nursing Technology Award at the EHI 
Awards for the GATE Assessment Tool and the ‘No Force First’ team winning 
the Improving Patient Safety Award at the Nursing Times Award. 

CHAPTER 2 – RISK MANAGEMENT 

17. Risk management enables individuals and the Trust as a whole to deal competently 
with all key risks, clinical and non-clinical, providing confidence that the Trust will 
achieve its objectives. Mersey Care’s Board of Directors has overall responsibility for: 

a) ensuring robust systems of internal control are in place and are appropriately 
resourced; 

b) encouraging a culture whereby risk management is embedded across the 
Trust; 

c) routinely considering risks and collectively being assured that risks are being 
effectively managed; 

d) through its plans, set out its appetite and priorities in respect of the mitigation 
of risk when delivering a safe and high quality service. 

18. The Board of Directors and its supporting Board committees are detailed in the 
Annual Governance Statement (see Chapter 15). 

19. During the majority of 2017/18 the Executive Director of Nursing had responsibility for 
overseeing the Trust’s risk management arrangements.  In March 2018 the Medical 
Director took over responsibility for the Trust’s risk management arrangements.  The 
Executive Lead is supported by the Director of Patient Safety and a dedicated risk 
manager who are responsible for implementing effective systems and processes of 
risk management across the organisation including the identification, management 
and monitoring of risks; and providing reports, information and training as 
appropriate.  
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20. As well as the Board of Directors, other senior Trust staff, managers and individual 
staff members, clinical leads and other senior managers, are responsible for ensuring 
that they engage with risk management objectives in order to ensure that their clinical 
and managerial responsibilities for risk management are met.  

21. Risks that were listed in the Board Assurance Framework as at March 2018 are 
shown in the following table and the Board Assurance Framework (March 2018) in 
the Annual Governance Statement further on in this document. Embedding risk 
management as a core activity within the organisation is achieved through multiple 
systems and processes and 2017/18 has seen: 

a) the risk assessment-reviewing template amended to include specific actions 
to be taken for each risk; 

b) initial and new target dates of risks now clearly stated in reports, along with 
an explanation of the reasons target dates are changed; 

c) risk management systems for Mersey Care and the South Sefton Community 
Services Division (part of Liverpool Community Health NHS Trust until June 
2017) now fully integrated; 

d) risk register system and risk management training and development sessions 
taken place for Board, managers, risk leads and relevant administration staff; 

e) the Risk Management Group continuing to meet on a monthly basis, 
considering risks from teams / divisions, liaising with them and reporting to 
the Board Committees on these risks (and through these Board Committees 
to the Board of Directors); 

f) further risk management development sessions organised; 

g) risk management included in essential skills training package for managers.  

22. The development of the Board Assurance Framework has enabled the Trust to 
systematically identify, record and action the key risks it faces in relation to the 
achievement of its overarching strategic objectives. An opinion on the assurance 
framework has been provided by Mersey Internal Audit Agency. The opinion (review) 
states that: “The organisation’s Assurance Framework meets the NHS requirements, 
is visibly used by the Board and reflects the risks discussed by the Board”.  

23. The Board Assurance Framework discussed by the Board of Directors at its meeting 
in March 2018 can be found in Table 15 (see paragraph 266 of Chapter 15 – Annual 
Governance Statement. 
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PART B – PERFORMANCE REPORT  
 
CHAPTER 3 – EXECUTIVE PERFORMANCE REPORT (previously Care 
at a Glance) 

24. The Executive Performance Report (previously called ‘Care at a Glance’) provides 
the Board of Directors and Board Committees with high level information relating to 
Trust performance across a number of key areas.   

25. The Trust’s Strategic Priorities for 2017/18 are related to the underpinning objectives 
linked to the strategy which are to improve the quality of our services, and strive to 
provide safe, timely, effective, equitable and person-centred care every time, for 
every service user.   

26. The breakdown of the key areas is: 

a) Regulatory – this includes information relating to the Trust’s compliance with 
Care Quality Commission requirements and performance against indicators in 
the NHS Improvement Single Oversight Framework; 

b) Our services – this looks at saving time and money and improving quality 
(safe, timely, effective, equitable, efficient and patient centred); 

c) Our people – this looks at whether we have great managers and teams, a 
productive workforce with the right skills and the extent to which we are 
working side by side with service users and carers 

d) Our resources – this looks at our investment in technology to help us provide 
better care and ensure that we have buildings that work for us; 

e) Our future – this includes measures that show the benefits of research and 
innovation, our progress in growing our services and how we work effectively 
with primary care and other organisations. 

27. The high level Executive Performance Report is supported by a number of detailed 
documents that provide the Board of Directors and Board Committee members with 
further information about the Trust’s performance. The Executive Performance 
Report is also a standing item on the agenda of the Performance, Investment and 
Finance Committee, a Non Executive Director chaired committee of the Board of 
Directors. Performance is regularly reviewed at the Operational Management Boards 
(which oversee the delivery of the Trust’s clinical services) that report to the 
Executive Committee, a committee of the Board. This includes identifying areas of 
performance improvement and the actions required/being undertaken to achieve this. 
Information is also provided from this performance process to the Council of 
Governors. 
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28. During 2017/18 Mersey Care provided care, treatment and support to 33,726 service 
users, broken down as follows for each of the four clinical divisions: 

Clinical Division No. of Service Users 
Local Services Division 22,068 
Secure Division 245 
Specialist Learning Disability Division 1,119 
South Sefton Community Division 10,294 

 
29. During 2017/18 Mersey Care provided services from 53 sites (freehold - 29, 

Leasehold - 24) and, as at 31 March 2018, had 766 inpatient beds.  The Trust also 
had 568,951 outpatient attendances, community contacts or domiciliary visits.  A 
breakdown of this activity by service line is provided in the table below: 

Service line Activity Type 2017/2018 

Adult mental health 
services 

Outpatient 23,305 
Community 153,172 

Assessment services 
Outpatient 1,273 
Community 25,393 

Complex care services 
Outpatient 8,252 
Community 61,268 

Specialist services 
Outpatient 2,702 
Community 37,625 

Low secure services 
Outpatient 2 
Community 3,888 

Medium secure services 
Outpatient 94 
Community 5,455 

Continued 

Offender health 
Outpatient 41 
Community 4,848 

South Sefton Community 
Division 

Outpatient 48,018 
Domiciliary 177,764 

Other service lines 
Outpatient 107 
Community 15,744 

Total 568,951 
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CHAPTER 4 – ENVIRONMENT & SUSTAINABILITY 

Sustainability and Carbon Management 

30. In response to the NHS Sustainability Development Unit (SDU) objectives to embed 
sustainability into all areas of the NHS, the Trust has a Carbon Management Plan but 
has developed a sustainability framework, based on the SDU’s model referred to as 
a Sustainable Development Management Plan (SDMP) and delivery plan that has 
been approved by the Board of Directors.  

31. The development of an SDMP will enable a more holistic view of the Trust’s carbon 
footprint in order to extend carbon reductions beyond energy consumption and into 
areas such as procurement and travel, in order to meet national NHS carbon 
reduction targets.  

32. This will require a more strategic board level driven approach to sustainability and will 
lead to embedding sustainability objectives across all departments within the 
organisation. 

33. This year has seen a decrease in carbon emissions relating to Scope 1 and Scope 2 
emissions from previous, this being attributed to the Trust disposing of a number of 
properties, the most significant being the closure of HM Prison Kennet at the Maghull 
Health Campus.  

34. Nonetheless, it is recognised that there is a need for significant capital investment in 
carbon reduction projects going forward if the Trust is to maintain the momentum 
needed to achieve the increasingly tough targets within the carbon management 
elements of the sustainability framework. 

35. A summary of the carbon emissions for the past 5 years as compared to the base 
line year is provided below: 

Carbon Emissions (electricity & gas) - CO2e tonnes 
2009/10 

(Base Year) 2012/13 2013/14 2014/15 2015/16 2016/17 2017/18 

11,222 10,787 10,028 9,748 9,835 8,684 6,894 

 
36. The energy consumption and carbon emission figures for the current year along with 

a comparison of the previous year are detailed in the table below.  

Greenhouse Gas Emissions 
Indicator 

Consumption 
(MWh) 

Emissions  
(CO2e tonnes) 

2016/17 2017/18 2016/17 2017/18 
Scope 1 (Direct) Emissions -  
gas consumption 24,897 20,164 4,096 3,075 

Scope 2 (Indirect) Emissions - 
electricity consumption 9,132 8,003 4,572 3,819 

 
Distance Travelled 

(Miles) 
Emissions  

(CO2e tonnes) 
2016/17 2017/18 2016/17 2017/18 

Page 19 of 286



Scope 3 – official 
business travel 
emissions 

Air travel 94,145 46,365 8.21 7.33 
Road travel 2,192,710 2,551,769 644.16 747.98 
Rail travel 193,470 217,187 14.75 16.61 

 
37. A number of objectives and targets will need to be set during the coming year to 

address these increases and it is advised that this could be achieved through the 
implementation of the Trusts Sustainable Development Management Plan (SDMP). 

Financial Indicator for Energy 2016/17 2017/18 

Cost of Scope 1 & Scope 2 consumption (£) 1,302,916 2,607,750 
 
38. Capital Projects successfully implemented in the current year have included the 

refurbishment of a ward in the Secure Division which included a variety of energy 
efficient measures, (including; LED lighting, boilers, pipe insulation and double 
glazed windows) achieving a BREEAM ‘Good’ standard. The ward refurbishment 
programme continues into 2018. 

Water Consumption & Management 

39. As a major user of water for domestic purposes the Trust aims to manage its water 
consumption responsibly through its environmental management system.  

40. Water consumption is being continually monitoring across all Trust sites and night 
usage baselines established and wherever practical reduced or removed in order to 
eliminate unnecessary water usage. A number of new water meters have been 
installed at various Trust sites in order to replace inefficient meters which will help 
improve monitoring in the future. 

41. Water consumption for the current year has shown an increase on the previous year. 
Costs have also increased due to higher usage charges being levied by the water 
supplier. 

Finite Resource Consumption Indicator 2015/16 2016/17 2017/18 

Water consumption (m3) 110,487 85,805 153,986 

Total expenditure – Water (£) 468,861 414,659 738,401 

 
Waste Management 

42. The Trust currently has an integrated waste and recycling contract across all of its 
sites, operated by independent waste contractors. The general waste stream is 
separated out into recyclable fractions at an off-site material recovery facility (MRF). 
By placing all non-clinical waste streams into a single general waste bin, it is easier 
to engage both service users and staff in recycling activity. Over 93% of general 
waste collected from Trust sites is now sent for recycling or energy recovery (via 
incineration). As a result of this service, the Trust has seen significant increases in 
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the levels of waste recycled year-on-year and proportionately less waste sent to 
landfill. 

43. The generation of clinical and hazardous wastes by the Trust necessitates the 
commitment of significant financial resources to ensure statutory responsibilities are 
met. As a result we are working towards moving wastes up the waste hierarchy and 
placing more emphasis on the prevention of waste and increasing reuse and 
recycling. Where it is not possible to recover resources, landfill and incineration 
without energy recovery are viewed as a last resort option. By considering the life 
cycle of materials in such a way, the Trust will in turn reduce its carbon footprint and 
maximise cost savings. 

 
Waste minimisation and 
management indicators (tonnes) 

2015/16 2016/17 2017/18 
Tonnes % Tonnes % Tonnes % 

Waste recycled/reused 477 48 357 54 213 32 
Waste incinerated (clinical 
waste)/energy from waste 447 45 261 40 430 65 

Waste to landfill 73 7 39 6 16 3 
Total waste arising (tonnes) 997 100 657 100 659 100 
   
Financial indicators on waste 2015/16 2016/17 2017/18 
Cost of waste incinerated/energy 
from waste (clinical waste) £ 22,768.33 20,975.27 33,285.30 

Total expenditure on waste arising 
£ 191,695.79 163,997.67 168,858.09 

 
44. Challenges remain in minimising the overall production of waste at source and 

reducing the amount of non-clinical waste being disposed of through clinical waste 
receptacles. Audits covering all aspects of waste are periodically undertaken across 
the Trust to ensure the appropriate segregation is happening and suitable 
receptacles are in place.  

45. Adopting a life cycle approach is enabling the Trust to look beyond the direct costs of 
generating waste. For example, in the last year emphasis has been placed on the 
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sorting of waste at source where possible. This has reduced the volumes of residual 
waste greatly and tonnages landfilled are kept to a minimum. 

CHAPTER 5 – EQUALITY, DIVERSITY AND HUMAN RIGHTS 

46. Equality and Human Rights continue to be an important element for Mersey Care in 
its provision of services to the people we serve and for the people it employs. 

47. Mersey Care has been an NHS Diversity Partner in 2017/18; we also worked with 
NHS Employers as a member of the stakeholder group for the development of the 
Sexual Orientation Monitoring Standard. The Trust has been effectively monitoring, 
analysing, evaluating and developing services for people who have identified as 
Lesbian, gay or bisexual for over 7 years and following the standard have adapted its 
monitoring process to ensure we mirror that which is now expected across the NHS. 

48. We continue to have a system across all divisions to ensure it is within the work of 
our colleagues, our clinical areas, our corporate departments and committees. 

49. The Trust has made the assurance of EQUITY within its key standards of Quality. 
This is assessed at the Board of Directors, The Quality Assurance Committee and 
within Perfect Care. 

50. The Trust has an Equality and Human Rights Sub Committee chaired by a Non 
Executive Director, which reports via the Executive Committee to the Board of 
Directors. This provides governance, assurance and support for equality and human 
rights developments across the Trust. It includes the monitoring of the Trust wide 
equality and human rights action plan and the divisional plans which seek to pull 
together and monitor the numerous actions across each division, within the 
governance structures, service delivery and direct clinical areas.  

51. The Board of Directors receives a number of key equality driven performance reports 
within its routine business alongside the equality or human rights specific reports.   

52. The Trust has introduced a reasonable adjustment audit across all clinical divisions 
which support the delivery of accessible services. This also includes the 
requirements within the Accessible Information Standard. The Clinical Divisions have 
this within their equality and human rights action plans to ensure it is monitored 
internally and reported to the Equality and Human Rights Sub Committee. 

53. The Trust has registered as being Disability Confident Committed and is working 
towards Disability Confident Employer. 

54. Within the Specialist Learning Disabilities Division a program has been put in place to 
support the elimination of discrimination that can be experienced by both people 
using services and people employed by the Division. It has involved support from 
voluntary agencies and the police to develop an understanding of hate crime and the 
support available to people.  

55. The Trust held a community event in Liverpool to celebrate International Day Against 
Homophobia, Biphobia and Transphobia (IDAHOBIT) which brought together 
individuals, community networks public bodies and staff side representatives. 
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56. The Trust is also engaged in a number of networks to support people seeking asylum 
and refugees. We host and Chair a health network looking specifically at the physical 
and mental wellbeing with the asylum process and those who have been granted 
leave to remain.  We have been supporting the setting up of a network for LGBT 
people seeking asylum with a view to addressing issues of isolation and 
discrimination that people face called Many Hands One Heart. Plans are in place to 
coordinate the Liverpool (IDAHOBIT) event with Many Hands One Heart for 2018.  

CHAPTER 6 – COMPLAINTS AND COMPLIMENTS 

57. The Trust uses learning from complaints and compliments as a further means of 
measuring performance. From 1 April 2017 to 31 March 2018, a total of 415 
complaints were received, compared with 646 for the same period in 2016/17. 
Overall the Trust has seen a reduction of approximately 36% in the number of 
complaints received during 2017/18 which continues to reflect the work done with our 
services on learning from complaints, addressing themes and trends and working 
closely with the Patient Advice and Liaison team to resolve concerns quickly without 
the need for formal investigation.  

58. As a Trust, we welcome all types of feedback. This enables us to continually improve 
our services for the communities which we serve. We recorded 359 compliments in 
2017/18 through a mix of verbal, written and face to face from service users, carers, 
families and external organisations. This figure has increased from 2017/18 when we 
recorded 58 compliments. This increase is largely due to the South Sefton 
Community Division who record all compliments within their teams. It has now been 
made accessible for all teams to log compliments on Datix and the complaints team 
have encouraged wards/teams to ensure all positive feedback is recorded. 

CHAPTER 7 – EMERGENCY PLANNING, RESILIENCE AND 
RESPONSE 

59. The Trust has a Board-approved Major Incident Plan together with supporting plans 
and business continuity plans, which are regularly tested.  Each year these systems 
and plans are subject to an assurance process led by NHS England.  Mersey Care’s 
arrangements are regarded as compliant by NHS England as part of their 2017/18 
Assurance Process. 

CHAPTER 8 – FINANCE DIRECTOR’S REPORT 

Summary 

60. The Trust is operating in a challenging national financial climate and a period of 
significant change for the Trust. Against this backdrop, it has delivered a strong 
financial performance and has achieved all of its statutory financial duties and 
financial targets. 

61. The Trust has a strong track record of delivering financial targets without 
compromising service quality. In June 2017, the Trust became the provider of 
community based physical health services in Sefton and will do the same for 
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Liverpool from 1 April 2018. Detailed plans to integrate and transform these new and 
existing services will ensure the Trust continues to make progress in delivering 
perfect care.   

62. Over the next 3 years the Trust is planning for an annual surplus of between £4.1m - 
£5.5m and has assumed efficiencies of 2% per annum will be delivered in line with 
national guidance. These efficiencies will come from corporate and non-clinical 
functions rather than front line clinical services. 

63. These efficiencies will support delivery of an annual surplus that will provide cash to 
support improvements to our estate and IT services. 

Financial Duties 

64. To achieve a balanced position on the income statement - the Trust made a surplus 
of £6.9m, before impairments of £9.2m for the twelve month period to 31 March 
2018.  

65. To achieve a 3.5% return on the net assets owned by the Trust - this target was 
achieved with a 3.5% return on net assets. 

66. The Trust reported a Capital Delegated Expenditure Limit (CDEL) of £17.921m for 
the year. 

Financial Overview 

67. The Trust had an income budget of £276.6m in 2017-18. A cost improvement 
programme of £6.2m was delivered across the Trust which supported the delivery of 
the surplus of £6.9m.  The surplus delivered each year provides funds to support 
capital investment for the benefit of service users and the local population. 

68. Capital investment in 2017-18 includes: 

a) purchase of the Thomas Leigh building - £3.2m; 

b) new Pharmacy build on the Maghull site - £2.1m; 

c) ground clearance work at the Maghull Health Campus site - £1.9m; 

d) refurbishment of the Kevin White Unit - £1.5m; 

e) Southport Inpatient facility - £1.3m; 

f) Global Digital Exemplar - £0.6m. 

Income and Expenditure 

Income 

69. The Trust received income of £276.6m in 2017-18 which was generated from a 
number of sources as set out in Figure 1.  
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Figure1: Analysis of Trust Income for 2017/18 

 
Operating Expenditure 

70. The Trust has used the income it received to fund the cost of services provided. The 
major areas of cost are summarised in Figure 2.  The majority of the Trust’s costs 
relate to staff. 

Figure 2: Analysis of Trust Expenditure for 2017/18 

 
Better Payments Practice Code 

71. The Better Payments Practice Code (BPPC) requires the Trust to pay a minimum of 
95% of all NHS and non-NHS invoices within 30 days of receipt of the goods or valid 
invoice. In 2017-18, the Trust achieved an average of 97.7%.  

Prompt Payments Code 

72. The Prompt Payment Code is a payment initiative developed by Government with the 
Institute of Credit Management (ICM) to improve liquidity for small businesses.  

73. Mersey Care has signed up to the code and is committed to pay all invoices relating 
to small and medium businesses and individuals within 10 days. 

74. A guide for suppliers and contractors regarding the code is available in finance 
section of the Trust’s website at https://www.merseycare.nhs.uk/about-us/finance/. 
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Going Concern 

75. The Board of Directors have considered the key issues and risks to support the 
preparation of these accounts on a going concern concept. 

76. The Board of Directors have found that there are no material uncertainties that may 
cast significant doubt on its ability to continue as a going concern. There is a 
reasonable expectation that the trust’s assets and liabilities are recorded on the basis 
that assets will be realised and liabilities discharged in the normal course of business 
and there is sufficient cash resources to meet its obligations as they fall due. 
Therefore, these accounts have been prepared on a going concern basis 

Trust Auditors 

77. The external auditor for the Trust was Grant Thornton UK LLP, who provides audit 
services in relation to the statutory audit duties as required by the Department of 
Health in providing an independent audit opinion. Table 1a shows the fee for work 
carried out during 2017/18 on the financial statements and opinion was £61,020 
detailed as follows: 

Table 1a: External Audit Fees for 2017/18 

Audit Services  £ 

Financial statements and value for money 54,180 

Other services (including the Trust’s Quality Report) 6,840 

Total 61,020 
Note – the above fees include VAT 

Longer Term Outlook 

78. The financial framework supports the delivery of the Trust’s strategy and ensures the 
Trust retains a strong financial position. The key principles of the financial framework 
will ensure: 

a) a continued drive to transform and integrate clinical services, improve 
efficiency and effectiveness whilst supporting front line staff; 

b) the financing of an annual cost improvement programme (CIPs) from non-
clinical services; 

c) continued progress to deliver the Five Year Forward View (FYFV) for Mental 
Health; 

d) financial governance is strengthened across all services and divisions; 

e) divisional costs pressures are funded by additional CIP’s within divisions; 

f) delivery of an ambitious capital programme; 

g) the delivery of statutory financial duties, including control totals. 
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79. The Trust is operating within an environment of financial distress.  At a national level, 
many NHS providers are in deficit and local commissioners have limited resources to 
invest.  The Trust is required to deliver annual cost improvement savings of circa 2% 
per annum to meet additional patient demand and is required to deliver new access 
targets with minimal support. 

80. 2017/18 was the second year of the Five Year Forward View (FYFV) for the NHS, 
which outlined how the NHS will need to change in the five years to 2020/21. The 
NHS faces a funding gap of £22bn by 2020/21. The NHS Operating Planning and 
Contracting guidance was published in September 2016. Delivering the Forward 
View detailed nine ‘must dos’ for the NHS, these remain key priorities for 2018/19. 
The “Refreshing NHS Plans for 2018/19” guidance issued in February 2018 
announced an additional £540m nationally for front line mental health and primary 
care services. 

81. A two year operating plan together with signed commissioner contracts were agreed 
and submitted in December 2016. A refreshed plan for 2018/19, including community 
physical health services was submitted in April 2018. Annual turnover will increase 
from £277m to £365m as a result of taking on Liverpool community based physical 
health services. 

82. All NHS providers have been issued with a financial control total that determines the 
level of surplus/deficit that providers are required to deliver 2018/19. The Trust’s 
control total for 2018/19, including STF funding, is £5.5m. The trust has a strong 
recurrent financial position, but the current financial climate has led to the trust 
incurring a number of non-recurrent cost pressures for 2018/19. As such, delivery of 
the control total will be subject to the trust managing its financial risks and delivering 
its CIP’s. 

83. The control totals for the Trust are shown in Table 1b. 

Table 1b: Financial Control Totals 2018/19 – 2020/21 

Surplus / Deficit (-) 2018/19 
£m 

2019/20 
£m 

2020/21 
£m 

Mersey Care 5.5 4.1 4.1 

 
Conclusion 

84. The Trust continues to deliver a strong financial position during a challenging 
economic climate.  I would like to thank all staff who have worked hard to deliver the 
planned surplus and who have contributed to our investment in the estate and IT 
equipment.  We have opened the refurbished Kevin White Unit as the Hope Unit and 
started work on the Southport inpatient facility, the Medium Secure Unit and the 
Global Digital Exemplar. These developments will continue in 2018/19 and the Trust 
plans to spend £49.9m on all capital schemes.  This would not be possible without 
the commitment to delivery of the financial plans each year. 
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PART C – ACCOUNTABILITY REPORT  
 
CHAPTER 9 – DIRECTOR’S REPORT 

85. The Directors’ Report has been prepared under direction issued by Monitor, the 
independent regulator for NHS foundation trusts acting under the auspices of NHS 
Improvement, as required by Schedule 7 paragraph 26 of the NHS Act 2006 and in 
accordance with:  

a) Sections 415, 416 and 418 of the Companies Act 2006 (section 415(4) and 
(5) and section 418(5) and (6) do not apply to foundation trusts);  

b) Regulation 10 and Schedule 7 of the Large and Medium-sized Companies 
and Groups (Accounts and Reports) Regulations 2008 (‘the Regulations’); 

c) Additional Disclosures as required by the FReM;  

d) Additional Disclosures as required by NHS Improvement.  

The Council of Governors  

86. Upon becoming a Foundation Trust on 1 May 2016, the Trust established its first 
Council of Governors.  The Constitution of the Trust was amended, together with the 
composition of the Council of Governors, to take account of the acquisition of 
Calderstones Partnership NHS Foundation Trust on 1 June 2017.   

87. The role of the Council of Governors is set out in the NHS Act 2006 and as amended 
by the Health and Social Care Act 2012.  It includes:  

a) appointing and, if appropriate, removing the Trust chairman and other non-
executive directors  

b) deciding the remuneration and allowances and other terms and conditions of 
office of the chairman and the other non-executive directors 

c) approving (or not) any new appointment of a chief executive  

d) appointing and, if appropriate, removing the Trust’s auditor  

e) receiving the Trust’s annual accounts, any report of the auditor on them and 
the annual report, at a general meeting of the council of governors  

f) providing views on the Trust’s forward plan  

g) holding the non-executive directors, individually and collectively, to account 
for the performance of the board of directors  

h) representing the interests of the members of the Trust as a whole and the 
interests of the public  
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i) approving significant transactions  

j) approving an application by the Trust to enter into a merger, acquisition, 
separation or dissolution  

k) deciding whether the Trust’s non-NHS work would significantly interfere with 
its principal purpose, which is to provide goods and services for the health 
service in England, or performing its other functions  

l) approving amendments to the Trust’s Constitution 

88. The Council of Governors operates in accordance with it statutory powers which are 
described in the Trust’s Constitution which is regularly reviewed.  The Constitution 
also provides the Standing Orders for the operation of the Council and its meetings, 
including information as to how any disagreements between the Council of 
Governors and the Board of Directors can be managed.  No such disagreements 
took place in 2017/18. 

89. It is intended that the Council of Governors meets four times a year, however as can 
be seen from the list of meeting below a number of extraordinary meeting has to be 
held in March 2018 in respect of the acquisition of Liverpool Community Health NHS 
Trust: 

a) Thursday 27 April 2017; 

b) Wednesday 26 July 2017; 

c) Wednesday 25 October 2017; 

d) Wednesday 17 January 2018; 

e) Wednesday 21 March 2018; 

f) Wednesday 28 March 2018. 

90. The meetings are supported by an annual cycle of business to help inform meeting 
agendas and are supported by a Nominations and Remuneration Committee and a 
Membership & Engagement Working Group, although these groups may only made 
recommendations which need to be approved by the full Council. Key decisions 
made by the Council of Governors in 2017/18 include: 

a) re-electing their Lead Governor (Hilary Tetlow); 

b) appointed a new Non Executive Director and extended the terms of existing 
Non Executive Directors; 

c) considered the Operation Plan for 2018/19 and the Quality Report for 2017/18 

d) received the Annual Accounts and external audit opinion;  

e) approved changes to the Trust’s Constitution; 

f) approved the process for and considered the outcome of the Chairman’s and 
Non Executive Directors appraisal process 
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g) approved the acquisition of Liverpool Community Health NHS Trust by 
Mersey Care. 

91. Governor elections were held in 2017 (the results being issued on 12 September 
2017) and then a process was undertaken to ensure the eligibility of Governors. 
Towards the end of 2017 an induction and training programme was undertaken for 
new and existing Governors, taking into account the experience of existing 
Governors of the induction programme undertaken in 2016. 

92. A list of Governors can be found in Table 2 below, which shows those Governors 
who have left or joined the Council of Governors over the 2017/18 reporting period.  
Details of Governors attendance at Council meetings can be found in the Appendix 
A. 

Table 2: Council of Governors in Post during 2017/18 
Constituency  Governor  Term of Office 

From To 
Public Constituencies (Elected Governors) 
Liverpool Jayne Moore 01/05/16 30/04/19 

Vacant - - 
Vacant  - - 

Sefton  John Mousley 01/05/16 30/09/18 
Vacant (1) - - 

Knowsley Vacant - - 
Ribble Valley Vacant (2) - - 
Cumbria, Lancashire & Greater Manchester Mairi Byrne 01/11/17 Resigned 

27/02/18 
Cheshire, St Helens, Wirral, West Midlands and 
Wales 

Garrick Prayogg 01/11/17 30/09/20 

Rest of England Vacant - - 
Staff Constituencies (Elected Governors) 
Medical (not from Calderstones) Hetalkumar Mehta 01/05/16 Resigned 

29/09/17 
Medical (from Calderstones) Sayed Ahmed 01/11/17 30/09/20 
Nursing Staff (not from Calderstones) Scott Parker 01/05/16 30/09/18 

Maria Tyson 01/05/16 30/04/19 
Nursing Staff (from Calderstones) Tracey Cummins 01/11/17 30/09/20 
Other Clinical, Scientific, Technical and 
Therapeutic Staff (not from Calderstones) 

Sara Finlayson 01/05/16 30/04/19 
David Kitchen 01/05/16 30/09/18 

Other Clinical, Scientific, Technical and 
Therapeutic Staff (from Calderstones) 

Paul Allen 01/11/17 30/09/20 

Non Clinical Staff Mandi Gregory 01/05/16 30/04/19 
Mike Jones 01/05/16 30/04/19 
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Constituency  Governor  Term of Office 
From To 

Service User and Carer Constituencies (Elected Governors) 
Service User Local (Liverpool, Sefton & 
Knowsley) 

Johanna Birrell 01/05/16 30/04/19 
Debra Doherty 01/05/16 30/04/19 
Mark McCarthy 01/05/16 30/04/19 
Martin Murphy 01/05/16 30/04/19 

Paul Taylor 01/11/17 30/09/20 
Service User (Rest of England and Wales) Vacant (3) - - 
Carer Local (Liverpool, Sefton & Knowsley) George Allen 01/05/16 30/09/18 

Brian Murphy 01/05/16 30/09/18 
Hilary Tetlow 01/05/16 30/09/18 

Carer (Rest of England and Wales) Vacant - - 
Appointed Governors 
Academic (Edge Hull University) Clare Austin 01/05/16 30/09/19 
Clinical Commissioning Group (Liverpool) Jane Lunt 01/05/16 31/03/18 
Local Authority (Sefton Council) Veronica Webster 01/05/16 30/04/19 
Local Authority (Ribble Valley Council) Vacant - - 
Voluntary Sector (Sefton Carers) Vicky Keeley 1/08/2017 30/04/19 

Notes 1 Elected Governor resigned before taking up post  
2 Elected Governor resigned before taking up post 
3 Elected Governor was found not to meet the eligibility criteria 

 
93. Further details about the Trust’s Governors can be found on the Trust’s website at 

https://www.merseycare.nhs.uk/council-of-governors/. Information about Governors’ 
interest can be found on the following website at 
https://merseycare.mydeclarations.co.uk/home?AspxAutoDetectCookieSupport=1), 
and for those without access to a computer via application to the Trust Secretary.   

94. As a result of the acquisition of Liverpool Community Health NHS Trust the Council 
of Governors and Board of Directors reviewed the membership constituencies and 
the composition of the Council of Governors.  A new Constitution has been approved 
which came into force on 1 April 2018 which  

a) reduced the number of public constituencies from seven to four, and reduced 
the number of public elected Governors from ten to eight 

b) reduced the number of classes in the service user and carer constituency 
from four to one, and reduced the number of service user and carer elected 
Governors from ten to eight; 

c) reduced the number of staff constituencies from seven to four, and reduced 
the number of staff elected Governors from ten to eight; 
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d) retained the number of Appointed Governors, although changed one of the 
bodies they would be representing. 

95. The overall effect of these changes is to reduce the number of Governors from 35 to 
29 from 1 April 2018.  Elections will take place for those posts that are vacant or 
where the elected Governor terms of office is ending by the end of September 2018. 

96. Governors can be contacted via one of the following methods: 

a) by emailing  MerseycareCoG@merseycare.nhs.ukand clearly state the name 
of the Governor you wish to contact 

b) by email one of the constituencies of Governors  
i) Service Users and Carers -  

  serviceuser-carer.Governors@merseycare.nhs.uk 
 

ii) Mersey Care staff - Staff.Governors@merseycare.nhs.uk 
 

iii) Members of the public - Public.Governors@merseycare.nhs.uk 

97. If you wish to become a member of Mersey Care then please either go the Trust’s 
website at https://www.merseycare.nhs.uk/getting-involved/become-a-member/ or 
ring the Membership Secretary on 0151 471 2303 for further information.  

The Board of Directors 

98. The Board of Directors is a unitary board, which means that the both the Non-
Executive Directors (NEDs) and the Executive Directors are jointly and severally 
responsible for the actions they take. In compliance with The NHS Foundation Trust 
Code of Governance.  The Trust’s Constitution provides for the composition of the 
Board of Directors as follows; 

a) a Chairman; 

b) up to seven Non Executive Directors; 

c) up to seven Executive Directors, including the Chief Executive 

Other directors attend the Board in a non-voting capacity. 

99. The role of the Board of Directors is to: 

a) establish the Trust’s vision, mission and values; 

b) set the Trust’s strategy and structure’ 

c) provide leaders to the Trust; 

d) agree those matters that should be delegated to management; 

e) exercise accountability to regulators, members and stakeholders 
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100. How the Board of Directors exercises it powers is described in the Trust’s 
Constitution, including the Standing Orders for the operation of its meetings and how 
the Board, through its Chairman and Non Executive Directors (who are independent), 
are accountable to the Council of Governors. The agendas for meetings of the Board 
and its Board Committee are informed by annual cycle of business which are 
approved by the Board.  Details of these Board Committees can be found in 
paragraph 348 (Table 16) below and their Board approved terms of reference can be 
found in the Trust’s Scheme of Reservation and Delegation of Powers (available in 
the policies and procedures section of the Trust’s website.  Details about Board 
members can be found below and details of member’s attendance at Board and 
Board Committee meetings can be found in the appendices supporting Chapter 15 – 
Annual Governance Statement. 

101. The Board of Directors regularly reviews and approve a Scheme of Reservation and 
Delegation of Powers which details those matters which are reserved for decisions 
by the Board only and those matters delegated to management.  In accordance with 
the Foundation Trust Code of Governance matters are only delegated to executive 
(i.e., voting) members of the Board, unless statue allows delegation to another officer 
of the Trust. 

102. Details about the membership of the Board may be found in Table 3 (see paragraph 
104) below.       

103. During the reporting period of this Annual Report, 2017/18, the following changes 
have occurred with the Board of Directors: 

a) Non Executive Directors:  
i) Brenda Roe – resigned 15 May 2017, 
ii) Gaynor Hales – appointed 23 May 2017, 
iii) Robert Beardall – resigned 6 March 2018; 

b) Executive Directors: 
i) Ray Walker – departed as Executive Director of Nursing on 28 February 

2018, 
ii) Trish Bennett – appointed as Executive Director of Nursing from 1 March 

2018; 

c) Other Directors (non-voting) 
i) Jim Hughes – retired as Director of Informatics and Performance 

Improvement on 31 August 2017; 
ii) Trish Bennett – stepped down as Director of Integration on 28 February 

2018 following her appointment as Executive Director of Nursing (see 
above). 

104. A full list of the Board of Directors is provided in Table 3 overleaf.  Further details 
regarding the directors’ skills, expertise and experience is available from in 
paragraph 106 below. 
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Table 3: The Board of Directors for the Year Ending 31 March 2017 
Name Title Term of Office 

From To 
Chairman and Non-Executive Directors Time in Office  
Beatrice Fraenkel ^ Chairman 3yrs 5 mths 01/04/08 03/11/19 
Gerry O’Keeffe ^ Non-Executive Director 3yrs 11 mths 18/04/13 17/04/20 
Matt Birch Non-Executive Director 4yrs 3 mths 05/09/12 31/08/20 
Nick Williams Non-Executive Director 3yrs 10 mths 01/01/14 31/12/19 
Pam Williams ^ Non-Executive Director 4yrs 1 mth 15/06/15 14/06/20 
Cath Green  Non-Executive Director 3yrs 02/02/17 01/02/20 
Gaynor Hales Non-Executive Director 3yrs 23/05/17 22/05/20 
Brenda Roe Non-Executive Director n/a 16/05/13 15/05/17 

(Resigned) 
Robert Beardall ^ Non-Executive Director n/a 01/04/16 06/03/18 

(Resigned) 
Note – The Foundation Trust Code of Governance calls for Non Executives to usually serve no more 
that 6 years in office.  When Mersey Care became a Foundation Trust, the terms of office of existing 
Chairman / Non Executives were reset to start from 1 May 2016 in accordance with the Trust’s 
Constitution (i.e. that date Mersey Care became a Foundation Trust).  The ‘Time in Office’ column 
shows how long a Non Executive will have been in post at the end of their existing term of office 
Executive Team Members 
Executive Directors (Voting) 
Joe Rafferty ^ Chief Executive 01/09/12 N/A 
Neil Smith ^ Executive Director of Finance/Deputy 

Chief Executive 
04/05/04 N/A 

David Fearnley ^ Medical Director 03/08/05 N/A 
Amanda Oates ^ Executive Director of Workforce 01/08/13 N/A 
Elaine Darbyshire Executive Director of Communication and 

Corporate Governance 
01/06/13 N/A 

Mark Hindle Executive Director of Operations 23/09/13 N/A 
Trish Bennett ^ *  Executive Director of Nursing 01/03/18 N/A 
Ray Walker Executive Director of Nursing 20/06/11 Seconded 

(28/2/17) 
Other Directors (Non-Voting)  
Trish Bennett ^ * Director of Integration 01/08/16 28/02/18 
Louise Edwards Director of Strategy 12/11/12 N/A 
Jim Hughes Director of Informatics and Performance 

Improvement 
01/03/13 31/8/17 

Andy Meadows  Trust Secretary  21/03/14 N/A 
^ Served as a member of Liverpool Community Health NHS Trust’s Board from 1 November 2017 

* Trish Bennett took up her appointment as Executive Director of Nursing from 1 March 2018 
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Register of Interests 

105. The Trust maintains a Register of Interests and all Board of Directors and Council of 
Governors members are asked to declare any potential conflicts of interest prior to 
the commencement of meetings. The Register of Interests for the Board of Directors 
and the Council of Governors is held via a dedicated Trust website used for the 
recording of all interest – the Staff Declarations Website - which is available at  
https://merseycare.mydeclarations.co.uk/home?AspxAutoDetectCookieSupport=1) 
and for those without access to a computer via  application to the Trust Secretary.  

Skills, Expertise and Experience of Board of Directors  

106. The individual members of the Board of Directors bring a wealth of varied skills, 
knowledge, expertise and experience to the Trust which ensures balance and 
provides completeness and appropriateness to the requirements of the Trust. A 
summary of their individual skills and experience is provided below: 

Non Executive Directors  
Note – Non Executive Directors are regarded as independent members of the Board and are not employees of 
the Trust.  Their appointment / terms of office are subject to approval by the Council of Governors 
 
Chairman:  Beatrice Fraenkel 
Beatrice has been Chairman of the Trust since 2008. She has many years 
experience in the private sector, having built up a successful family owned 
commercial property business. As Independent Chairman of the North 
West Regional Centre of Excellence, she led the development of a 
regional design review panel, and helped develop and deliver a regional 
understanding of the economic impact of design, and the impact of design 
on developing sustainable communities. 

 

Qualifications: Solicitor, Chartered Secretary, Notary Public. 
 
Non Executive Director:  Matt Birch 
Matt was appointed on 5 September 2012. Since September 2017 he has 
been the Trading Executive at Central England Cooperative Limited.  Prior 
to this he held various roles at Sainsbury’s Supermarkets Ltd including 
Director of Commercial Operations (2015-2017), Director of Retail and 
Property Finance (2014-15), Regional Manager (2012-14), Director of 
Assets and Estates (2010-12) reporting to the Property Director, 
responsible for sales and corporate portfolio. Previously he was 
Operations Director for Sainsbury’s Property Investments (2007-10) and 
Property Director for Tchibo GB Limited (2005-07). He is a Member of the 
Royal Institution of Chartered Surveyors.   

 

Qualifications: MA (Hons) Cantab, MRICS 
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Non Executive Director:  Cath Green 
Cath was appointed on 2 February 2017. Cath worked in local 
government for 27 years and in the registered social housing sector since 
2010.  She is a Fellow of the Chartered Institute of Housing. 
She was appointed as the Chief Executive for First Choice Homes 
Oldham in November 2010. Prior to that Cath worked for Liverpool City 
Council from 2002 to 2010 and held two positions; Assistant Executive 
Director (Housing and Neighbourhoods) and Executive Director for 
Community Services. Prior to this Cath was Assistant Executive Director 
of Housing and Neighbourhoods. Before joining Liverpool, Cath worked 
for 19 years for two other Local Authorities, Salford and Rochdale, where 
she was Assistant Director of Strategy and Resources and Head of 
Regeneration respectively. 

 

Qualifications: Fellow of Chartered Institute of Housing, Honorary Fellowship Award for 
Services to Vocational Education in Oldham from University Campus Oldham. 
 

Non Executive Director:  Gaynor Hales 
Gaynor was appointed on 23 May 2017.  Now a management consultant, 
until 2017 Gaynor was Regional Director of Nursing (North) at NHS 
Improvement and from October 2014 to March 2016 was Nurse Director 
(North) at the NHS Trust Development Authority.  Prior to this she was 
Director of Nursing & Quality at NHS England’s Merseyside Area Team 
(including a secondment as Portfolio Director for Specialised 
Commissioning) (2013 – 2014) and from 2002 to 2013 held the roles of 
Interim Chief Executive, Deputy Chief Executive / Director of Nursing & 
Quality and Director of Nursing Quality & Environment at the Countess of 
Chester NHS Foundation Trust. 

 

Qualifications: RGN, BSc (Hons), Masters in Health Service Management 
 
Non Executive Director:  Gerry O’Keeffe 
(also the Senior Independent Director and Vice Chairman) 
Gerry was appointed on 18 April 2013.  Currently retired, he worked for 
CSC from 2000 until 2014 and was their Chief Operating Officer from 
2011, reporting to the CEO for UK & Ireland, responsible for ensuring 
P&L, Client Satisfaction and revenue growth were delivered by all parts 
of the business. Other roles at CSC included Head of UK Healthcare 
Business Unit (2007-11), Vice President of the NHS Account (2006-07), 
New Business Capture Executive (2005-06) and Chief Operating Officer 
National Grid Account (2003-05). 
He has lifetime experience of working in information technology and 
consulting businesses, strong business profit and loss experience in 
many complex global companies, leadership experience managing large 
teams in both UK and international companies and executive leadership 
experience of large transformational programmes to meet changing 
business needs.   

 

Qualifications:  MBA Heriot-Watt University. 
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Non Executive Director:  Nick Williams 
Nick was appointed on 1 January 2014. Currently Consumer Digital 
Director of Lloyds Banking Group (2014-present), reporting to the 
Managing Director of Products and a member of the Executive 
Committee, accountable for changes management. Previously he was 
Product Change Director, Lloyds Banking Group (2011-2014) 
responsible for ongoing investment in business and driving strategic 
growth, Business Integration Director, Lloyds Banking Group (2009-11), 
responsible for integrating Europe’s largest mortgage business, an asset 
portfolio of £350bn and Head of Infrastructure, Halifax Bank of Scotland 
(2006-09). He is also a Non Executive Director of Halifax Share Dealing 
Ltd.   

 

Qualifications: MEng. Chemical Engineering, Loughborough University (1997). 
 
Non Executive Director:  Pam Williams 
Pamela was appointed on 15 June 2015.  Pamela was previously a Non 
Executive Director and Chair of the Audit Committee and the Finance 
and Investment Committee at Manchester Mental Health and Social 
Care Trust (since July 2014). She began her local government career 
with North Shropshire District Council, where she qualified as an 
accountant and became a member of the Chartered Institute of Public 
Finance and Accountancy. She then held various posts with a variety of 
Councils and during this time she achieved membership of the Chartered 
Management Institute and SOLACE (Society of Local Authority Chief 
Executives). She was, until her recent retirement, Executive Director of 
Finance at Tameside Metropolitan Borough Council (2007-15).   

 

Qualifications: Chartered Management Institute (1994), Chartered Institute of Public Finance and 
Accountancy (CIPFA), University of Wolverhampton (1989), BSc (Hons) Economics, University of 
Swansea (1981). 
 
Non Executive Director:  Robert Beardall 
Note – Robert resigned from the Board on 6 March 2018 
Robert was appointed on 1 April 2016. Robert has a broad medical 
leadership background with over 24 years experience in family and 
aerospace medicine, clinical quality improvement, population health 
management, clinical epidemiology and health informatics.  Robert is 
currently the Managing Director of Health Synectics Ltd and has senior 
management experiences in management consulting, governance, 
strategic and operational planning and the creation and delivery of 
integrated care organisations and operational models.  Since 2012 
Robert has been an Industrial Fellow at the Northwest Institute for 
BioHealth Informatics at the University of Manchester.  Robert was 
previously was a flight surgeon / chief of clinical services with the US Air 
Force. 

 

Qualifications: Doctor of Medicine, Masters in Public Health (Epidemiology), Board Certification: 
American Board of Preventive Medicine, Fellow American College of Preventive Medicine. 
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Non Executive Director:  Brenda Roe 
Note – Brenda resigned from the Board on 15 May 2017 
Brenda was appointed in May 2013.  A registered General Nurse, Public 
Health Nurse Specialist and Health Visitor with NED experience (her last 
appointment was as NED of North Cheshire Hospitals NHS Trust 2001-
03). Currently Professor of the Health Research, Evidence Base Practice 
Research Centre, Faculty of Health and Social Care at Edge Hill 
University (since 2007) and is a Member of Health and Social Care 
Research Committee. She is also an Honorary Fellow of the Personal 
Social Services Research Unit at the University of Manchester (since 
2010). She was previously Professor of Health Services at the Faculty of 
Health and Applied Social Sciences at Liverpool John Moore’s University 
(2005-07). She is currently a member of the Royal College of Nursing, 
The British Society of Gerontology and of The British Geriatrics Society 
and a Fellow of The Royal Society for Public Health and The Queens 
Nursing Institute. 

 

Qualifications: BSc (Hons) Human Biology, Oxford Polytechnic (1979), Registered Nurse, The 
Nightingale School, St Thomas' Hospital, London (1982), MSc (Method II Research), Geriatric 
Medicine, University of Manchester (1986), PhD Geriatric Medicine, University of Manchester (1989), 
BSc (Hons) Community Health; Public Health Specialist/Health Visitor, Manchester Metropolitan 
University (2002.) 
 
Executive Directors  

 
Chief Executive:  Joe Rafferty 
Before coming to Mersey Care Joe held the post of Director of 
Commissioning Support at the NHS Commissioning Board, having 
national responsibility for the design and delivery of a significant 
component of the commissioning side reforms outlined in the White 
Paper: Liberating the NHS.  Prior to this, he was seconded from the 
Chief Executive role at NHS Central Lancashire, to become the Director 
of Commissioning Development for NHS North West, with a remit to lead 
the development of commissioning reforms across the North West of 
England  
From 2007 to 2010 he was the Chief Executive of NHS Central 
Lancashire.  Joe was the Regional Director of Commissioning and 
Strategy for NHS North West from 2006-2008.  Other Board-level roles 
have included Director of Performance in Cumbria and Lancashire SHA 
and Director of System Reform at Bolton Hospital NHS Trust. Prior to 
these roles he was part of the team that set up Greater Manchester SHA. 
Joe joined the NHS in 1999 as a National Trainee on the NHS General 
Management Training Scheme  and previously worked at a post-doctoral 
level as a team leader in molecular genetics at the Paterson Institute for 
Cancer Research in Manchester and before that at Strangeway’s 
Research Laboratory in Cambridge.  

 

Qualifications: PhD in Genetics, BSc (Hons), Diploma in Health Services Management 
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Executive Director of Nursing:  Trish Bennett 
Note - Trish took up this post on 1 March 2018.  Prior to this Trish was 
the Director of Integration with the Trust, a non-voting position on the 
Board 
Trish has worked in the NHS for over 30 years in various nursing 
leadership positions in Leeds, Liverpool and Manchester in both 
provider and commissioning roles and joined Mersey Care from NHS 
England, were she was the Director of Nursing for the Lancashire & 
Greater Manchester Sub Region responsible for professional nurse 
leadership, oversight and leadership to safeguarding adults and 
children, clinical leadership to the transformation service change 
programmes. 
In her previous roles Trish has been responsible for the professional 
leadership of the Merseyside nursing workforce. She was also 
responsible for service improvement, incorporating quality and safety, 
safeguarding, resilience and emergency planning, continuing 
healthcare, equality and diversity, Choose and Book, children’s 
commissioning, mental health, urgent care, dementia, offender health 
and substance misuse. 

 

Qualifications: RGN, BA Health Studies 
 
Executive Director of Communications and Corporate 
Governance:  Elaine Darbyshire  
Elaine was appointed to the Trust in June 2013.  From 2014-15 she was 
seconded 2 days a week to the Department of Health as the Deputy 
Director of Communications for the Prime Minister’s Dementia 
Challenge.  
Before joining Mersey Care she held the post of Director of NHS 
Communications at NHS England (North, Midlands & East England).  
From 2011-2012 she was the Director of Communications for NHS North 
of England, covering the North West, North East and Yorkshire and 
Humber areas of England.  From 2009-2011 she was the Director of 
Strategic Communications of NHS North West. Prior to joining the NHS 
in 2009, she worked for Guardian Media Group’s Regional Division for 
22 years in a number of posts including Marketing Director, 
Communications and Public Affairs Director. She was a Non Executve 
Director at East Cheshire NHS Trust (2007-2009). 

 

Qualifications: BSc Biology and Chemistry, Chartered Institute of Marketing post graduate diploma 
and Fellow of the Chartered Institute of Marketing 
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Medical Director: Dr David Fearnley  
Appointed as the Medical Director in August 2005. Deputy Chief 
Executive (2007-10). Since 2016, Chair of NHS England’s Adult Secure 
Clinical Reference Group and NHS England’s Associate National 
Director for Secure Mental Health.  
David qualified in 1993 (University of Wales College of Medicine), and 
undertook basic psychiatric training; joined the higher forensic psychiatry 
training scheme in 1998, working in high and medium secure units. He 
was appointed as a Consultant Forensic Psychiatrist at Ashworth 
Hospital in 2001. Clinical Director of Mental Health Services and then 
Associate Medical Director at Ashworth Hospital. He has been the Royal 
College of Psychiatrists Special Advisor on Appraisal since 2009 and 
was awarded Royal College of Psychiatrists ‘Psychiatrist of the Year’ 
2009.  
David chaired the North West Mental Health Care Pathways Group 
(2009/10) and has been a Board Member Advancing Quality Alliance 
(AQuA) since 2011.  

 

Qualifications: MB BCh, MSc, FRC Psych, MBA 
 

Executive Director of Operations: Mark Hindle 
Mark was appointed in July 2016 and was formerly Chief Executive of 
Calderstones Partnership NHS Foundation Trust. He was previously 
Chief Operating Officer at Lancashire Care NHS Foundation Trust. Prior 
to that, Mark was Managing Director of Community Services across 
Blackburn with Darwen, Central Lancashire and East Lancashire PCTs. 
Previous roles include Preston PCT’s Director of Corporate Development 
and Director of Operations at Lancashire teaching hospitals. Mark’s 
background is as a biomedical scientist.  

 

Qualifications: Masters in Business Administration, Diploma in Management Studies, Fellowship of 
Institute of Biomedical Scientists, Manchester Metropolitan University. 
 

Executive Director of Workforce – Amanda Oates 
Amanda was appointed in August 2013, initially as a non voting member 
of the Board, prior to her appointment in January 2015 as Executive 
Director of Workforce. 
She has previous experience as HR Director at two other NHS trusts and 
as board director since 2008.  She delivered significant improvements in 
HR and L&D and led the team to win the national HR team of the year at 
the 2013 HPMA Awards at the Walton Centre NHS FT.  Amanda 
spearheaded a regional Health and Wellbeing initiative through the 
development of the NHS Games, and gained recognition both regionally, 
winning the Health and Wellbeing Leader Award at the NHS 
Leadership  Academy Awards in 2012, and nationally, at the HPMA 
awards in June 2013.  She is an elected member of the Cheshire and 
Merseyside Local Workforce Education Group and a member of the HR 
Network Chairs  group.  She joined the NHS in 1998 from the private 
sector as a Graduate Trainee. 

 

Qualifications: BA (hons), MSc Strategic HRD, F.C.I.P.D 
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Executive Director of Finance / Deputy Chief Executive: Neil 
Smith  
Appointed September 2004, Neil assumed the Deputy Chief Executive 
portfolio in 2013.  Neil was previously the Executive Director of Finance 
and Performance, Mersey Care NHS Trust  (2004-2013). 
He was a Regional Finance Trainee (1985-1989) and his previous roles 
have been Senior Finance Manager roles in acute and community 
hospitals (1989-1992), Chief Financial Planner at Liverpool Health 
Authority (1992-1995), Deputy Director of Finance at Sefton Health 
Authority (1995-2000), Director of Finance at Sefton Health Authority 
(2000-2001), National Finance Lead High Secure Services at the 
Department of Health (2001-2002) and  Head of Finance and 
Performance Management at Ashton, Leigh and Wigan PCT (2002-
2004). 

 

Qualifications: BA (Hons), Chartered Institute of Public Finance and Accountancy Qualified 
Accountant. 
 
Executive Director of Nursing: Ray Walker 
Note – Ray was seconded to HEE at end of February 2018 
Appointed to the Trust in June 2011, Ray is a Registered Nurse (Adult 
and Mental Health) and has over 30 years experience of working in the 
public sector across the UK, 10 years clinical practice, 10 years in 
academia and more than 10 years in mental health management.  He 
has worked on policy at the Department of Health and as a senior 
manager in a strategic health authority.  He has been an Executive 
Director since 2006 (which includes experience in achieving foundation 
trust status) and has served on numerous groups National Mental 
Health/Nursing Groups.  He is a member of the NHS Top Leaders 
Programme and a member of Prime Minister’s Commission on Nursing. 

 

Qualifications: MBA University of Northumbria (1997), BA (Hons) Health Studies University of 
Lancaster (1994), Certificate in Adult Education – Jordan Hill College Glasgow (1990), Dip Nursing 
University of Wales (1988), Registered Nurse (Adult and Mental Health) (1981 and 1984). 
 
Non-Voting Member of the Board 

 
Director of Strategy: Louise Edwards 
Louise was appointed in November 2012 and was made a non-voting 
member of the Board from 1 September 2015. 
She is an experienced Board level strategist and leader who has a track 
record of achievement in leading change in both NHS commissioning 
and provider organisations, policy development, and service 
improvement across the public sector. She has extensive experience at 
both strategic and operational levels in the NHS, having had Board level 
roles in primary care trusts and NHS trusts with responsibility for strategy 
and planning, organisational development, communications, patient and 
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public involvement and partnership development. Louise has also 
worked on strategy and commissioning development for strategic health 
authorities, and on commissioning assurance for the NHS 
Commissioning Board (now NHS England).  
Prior to joining the NHS in 2005, Louise had leadership roles in the not-
for-profit sector and was an academic at Manchester University. This 
varied experience across health, social care and government has 
enabled her to develop a strong network and deep insight into strategic 
change in the health service, in national government and local 
government, and health care improvement in partnership with other 
sectors.  
Qualifications: BA Hons Combined Studies (Arts), Manchester Univ.; MPhil History; PhD History 
 
Nominations and Remuneration Process 

107. Council of Governors – from time to time the Council of Governors will establish a 
Nominations Group and / or a Nominations and Remuneration Group.  The role of 
the Council’s nominations and remuneration groups are to review the terms, 
conditions and remuneration of the Chairman and Non Executive Directors as well as 
the appraisal process (see paragraphs 110 and 111 below).  The last time a review 
of remuneration was undertaken was in 2016/17.  More frequently a Nominations 
Group will be established comprising the Chairman and a few Governors to interview 
potential Non Executive Directors.  In these circumstances the person specification 
will have been approved by the full Council before any post is advertised.  Any 
recommendation from the Nominations Group is then taken to be considered by the 
full Council, who ultimately make the appointment (subject to the necessary checks).  
Normally any Group will include the Lead Governor as a member. 

108. The composition of the Board of Directors is informed by regular Board Skills 
Reviews, the last two undertaken by the Trust’s external auditor, Grant Thornton. 
These Board Skills reviews have been shared with the Council of Governors and are 
used to inform discussions between the Chairman and the Council of Governors in 
respect of the development of person specification for new Non Executive Director 
posts / the appointment of new Non Executives (which is the responsibility of the 
Council of Governors).  A further independent Board Skills Review is planned in the 
next financial year. 

109. Board of Directors – the Board of Directors has a Remuneration Committee which 
is required to meet at least annually.  Its membership comprises of the Chairman and 
all the Non Executive Directors.  Its role is to consider the remuneration and terms of 
service of those managers on Senior Manager Pay, as well as any applications for 
Mutually Assured Resignation Schemes the Trust may operate or redundancies 
proposed by the Trust.  It has no role in reviewing the remuneration, terms and 
conditions of service of the Chairman or Non Executive Directors.  
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Appraisal of Directors Performance  

110. The Council of Governors agreed a framework for the annual performance review of 
the Non-Executive Directors by the Chairman and the process for the annual review 
of the Chairman. The performance of the Chairman is reviewed by the Senior 
Independent Director in conjunction with the Lead Governors. The Council of 
Governors has a duty to review the performance of the Chairman and Non-Executive 
Directors, in particular when considering re-appointment, which is undertaken by the 
Nominations Committee, prior to being reported to the Council of Governors.   

111. The performance of the Executive Directors is reviewed annually by the Chief 
Executive with the Chairman undertaking the performance review of the Chief 
Executive through formal Personal Achievement and Contribution Evaluations 
(PACE). 

Board of Directors Remuneration  

112. Details of the Board of Director’s remuneration are provided in the Remuneration 
Report (see Chapter 12).  

Better Payment Practice Code  

113. Details of the Trust’s compliance with the Better Payment Practice Code can be 
found in Chapter 8 - Finance Director’s Report. 

The Late Payment of Commercial Debts (Interest) Act 1998 

114. There were no claims for late payments during the year made against the Trust. 

Cost Allocation and Charging 

115. Mersey Care complies with the cost allocation and charging requirements set out in 
HM Treasury and Public Sector information guidance. 

Financial Instruments 

116. There were no risks arising from the use of financial instruments (see also the Annual 
Accounts for 2017/18). 

Stakeholder Communications  

117. The Trust continued to use established methods of communication to engage with 
service users, patients, staff and carers. These included: the weekly newsletter via 
email, yourSpace (intranet for staff), and the quarterly magazine that has a hard copy 
distribution of 8,500, is sent to all Trust members, Trust sites, community centres, 
libraries, council offices and GP practices.  

118. All staff initiatives, successes, events and campaigns are also supported by a 
comprehensive social media strategy that is steadily increasing our following. 

119. yourBrief is circulated to all staff to provide an accessible summary of the main 
issues discussed at the Board of Directors meetings and a Stakeholder Briefing is 
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sent out every month to Governors, GPs, MPs, local councillors and local Clinical 
Commissioning Groups 

120. The Trust is a member of the Transforming Care Strategic Partnership Board chaired 
by NHS England, which is looking at the future of learning disability services in light 
of NHS England’s decision to no longer commission learning disability services at the 
Whalley site.  Following the acquisition of South Sefton’s community services the 
Trust has established the South Sefton Strategic Partnership Board, chaired by 
Mersey Care’s Chief Executive, and involving representatives from local NHS 
providers, Sefton Council and South Sefton Clinical Commissioning Group and GPs 
to help oversee the development and integration of community services in South 
Sefton.  As a result of being announced the ‘Preferred Acquirer’ the Chief Executive 
now also chairs the Liverpool Provider Alliance, with representatives from local NHS 
providers, adult and children’s social services and local GPs, to examine better ways 
to integrate services across Liverpool.  The Trust is also involved in the work of the 
Cheshire and Merseyside Sustainability and Transformation Partnership. 

121. Working with NHS England and local Cheshire and Merseyside NHS and private 
sector secure mental health providers, Mersey Care is the Lead Provider for the 
PROSPECT Partnership, a New Care Model pilot which is collaborating to help 
inform the commissioning intentions of NHS England in respect of local mental health 
secure commissioning.  In future it is hoped that the PROSPECT Partnership will 
take on certain commissioning responsibilities from NHS England, with the providers 
themselves commissioning secure mental health services for people across Cheshire 
and Merseyside. 

Additional Disclosures Required by the Finance Reporting Manual (FReM)  

122. Accounting policies for pensions and other retirement benefits are set out in note 1.2 
to the Annual Accounts and details of senior employees’ remuneration can be found 
in the Remuneration Report (see Chapter 12).  

Income Disclosures Required by Section 43(2A) of the NHS Act 2006 

123. The Trust receives the majority of income from the provision of goods and services 
for the purposes of the health services in England. Other income received has no 
impact on its provision of goods and services for the purposes of the health services 
in England. 

Compliance with UK Corporate Code of Governance 

124. Mersey Care NHS Foundation Trust has applied the principles of the NHS 
Foundation Trust Code of Governance on a comply or explain basis.  The NHS 
Foundation Code of Governance, most recently revised in July 2014, is based on the 
principles of the UK Corporate Governance Code issued in 2012 
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125. During 2017/18 the Board of Directors can confirm that it has complied with the 
provisions of the NHS Foundation Trust Code of Governance and that it has in place: 

a) a clear vision, underpinned by a 5-year Strategy and a 2-year Operational 
Plan 

b) a regularly reviewed Constitution governing the operation of the Council of 
Governors (and its working groups) and the Board of Directors (and its 
committees and their supporting sub committees and work groups, together 
with a range of regularly reviewed corporate policies including: 
i) Scheme of Reservation and Delegation of Powers 
ii) Standing Financial Instructions  
iii) Standards of Business Conduct (incorporating NHS England’s model 

conflicts of interest guidance and Codes of Conduct for the Governors 
and Directors)  

iv) Governor’s Handbook 
v) Anti-Fraud, Corruption and Bribery Policy  
vi) Risk Management Strategy 
vii) Freedom to Speak Up Policy; 

c) at least half the Board of Directors, excluding the Chair, comprises 
independent Non Executive Directors (with one identified as a Senior 
Independent Director) (see Table 3); 

d) regular private meetings between the Chair and Non Executive Directors; 

e) a robust annual appraisal process for the Chair and Non Executive Directors 
that has been developed and approved by the Council of Governors;  

f) a robust recruitment process for the appointment of Non Executive Directors; 

g) an induction process for Non Executive and Executive Directors, together with 
a comprehensive induction programme and ongoing training programme for 
Governors; 

h) processes to annually review compliance with the Fit and Proper Persons’ 
criteria for all Directors; 

i) publicly accessible Register of Interests for Directors, Governors and senior 
staff (see paragraph 105); 

j) effective infrastructure to support the Council of Governors and it working 
groups, including a Membership Strategy reported to the Council of 
Governors. 

Directors’ responsibility for preparing financial statements 

126. The Directors of the Trust consider the annual report and accounts, taken as a 
whole, is fair, balanced and understandable and provides the information necessary 
for patients, regulators and stakeholders to assess the Trust’s performance, business 
model and strategy.  
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Statement as to disclosure to auditors 

127. In accordance with the requirements of the Companies (Audit, Investigations and 
Community Enterprise) Act 2004, the Trust confirms that for each individual who was 
a director at the time that the director’s report was approved, that: 

a) so far as each of the Trust Directors is aware, there is no relevant audit 
information of which the Trust’s Auditors are unaware; 

b) each Director has taken all steps that they ought to have taken as a Director 
in order to make themselves aware of any relevant audit information, and to 
establish that the Trust’s Auditor is aware of that information. 

128. For the purposes of this declaration: 

a) relevant audit information means information needed by the Trust’s auditor in 
connection with preparing their report and that; 

b) each director has made such enquiries of his/her fellow directors and taken 
such other steps (if any) for that purpose, as are required by his/her duty as a 
director of the Trust to exercise reasonable care, skill and diligence.  

Additional information  

129. The Trust has not made any political donations during the year 
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CHAPTER 10 – STATEMENT OF THE CHIEF EXECUTIVE'S 
RESPONSIBILITIES AS THE ACCOUNTABLE OFFICER OF THE 
TRUST 

130. The NHS Act 2006 states that the Chief Executive is the Accounting Officer of the 
NHS Foundation Trust. The relevant responsibilities of the Accounting Officer, 
including their responsibility for the propriety and regularity of public finances for 
which they are answerable, and for the keeping of proper accounts, are set out in the 
NHS Foundation Trust Accounting Officer Memorandum issued by NHS 
Improvement.  

131. NHS Improvement, in exercise of the powers conferred on Monitor by the NHS Act 
2006, has given Accounts Directions which require Mersey Care NHS Foundation 
Trust to prepare for each financial year a statement of accounts in the form and on 
the basis required by those Directions. The accounts are prepared on an accruals 
basis and must give a true and fair view of the state of affairs of Mersey Care NHS 
Foundation Trust and of its income and expenditure, total recognised gains and 
losses and cash flows for the financial year.  

132. In preparing the accounts, the Accounting Officer is required to comply with the 
requirements of the Department of Health Group Accounting Manual and in particular 
to:  

a) observe the Accounts Direction issued by NHS Improvement, including the 
relevant accounting and disclosure requirements, and apply suitable 
accounting policies on a consistent basis; 

b) make judgements and estimates on a reasonable basis; 

c) state whether applicable accounting standards as set out in the NHS 
Foundation Trust Annual Reporting Manual (and the Department of Health 
Group Accounting Manual) have been followed, and disclose and explain any 
material departures in the financial statements; 

d) ensure that the use of public funds complies with the relevant legislation, 
delegated authorities and guidance; and  

e) prepare the financial statements on a going concern basis.  

133. The Accounting Officer is responsible for keeping proper accounting records which 
disclose with reasonable accuracy at any time the financial position of the NHS 
Foundation Trust and to enable him / her to ensure that the accounts comply with 
requirements outlined in the above mentioned Act. The Accounting Officer is also 
responsible for safeguarding the assets of the NHS foundation trust and hence for 
taking reasonable steps for the prevention and detection of fraud and other 
irregularities.  

134. To the best of my knowledge and belief, I have properly discharged the 
responsibilities set out in the NHS Foundation Trust Accounting Officer 
Memorandum.  
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24 / 05 / 18  

 

Joe Rafferty 
Chief Executive 

Dated 
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CHAPTER 11 – AUDIT COMMITTEE 

Role of the Audit Committee 

135. The Audit Committee is a committee of the Board of Directors which undertakes 
detailed scrutiny of the Trust’s governance and assurance processes on behalf of the 
Board of Directors. The Audit Committee is chaired by a suitably qualified Non 
Executive Director (Pam Williams) with two other Non Executive Directors (Gerry 
O’Keeffe and Nick Williams) as members. The Audit Committee met on six occasions 
in 2017/18 and all meetings were quorate (details of members’ attendance can be 
found in Appendix B). 

136. The Audit Committee has Terms of Reference which are regularly reviewed, taking 
account of the NHS Audit Committee Handbook and other guidance, and approved 
by the Board of Directors. The work of the Audit Committee in 2017/18 has been to 
review the effectiveness of the organisation and its systems of governance, risk 
management and internal control through a programme of work involving the scrutiny 
of assurances provided by internal audit, external audit, local anti-fraud officer, Trust 
managers, finance staff and the clinical audit team along with reports and reviews 
from other external bodies.  

137. The Audit Committee has an annual cycle of business that is informed by the 
External Audit Plan, the Internal Audit Plan and the Anti-Fraud, Corruption and 
Bribery Response Plan for the Trust.  As the Trust hosts Informatics Merseyside, 
which provides a range of IT services to local NHS organisations, the annual cycle of 
business is also informed by the Internal Audit Plan for Informatics Merseyside.  The 
annual cycle of business is approved by the Board of Directors.   

138. Members of the Audit Committee also hold regular meetings with the Trust’s internal 
and external auditors, where officers of the Trust are not present.  

Main Activities in 2017/18 

Internal control and risk management  

139. The Committee, having reviewed relevant disclosure statements for 2017/18 and 
other appropriate independent assurance, together with the Director of Internal Audit 
Opinion, external audit opinion (at its May 2018 meeting), considers that the 2017/18 
Annual Governance Statement is consistent with the Committee’s view on the Trust’s 
system of internal control. Accordingly the Committee supported the 2017/18 Annual 
Governance Statement for approval by the Board of Directors.    

140. The Audit Committee receives regular assurance on the Trust’s risk management 
processes through the Executive Lead for risk (Executive Director of Nursing until 
February 2018 and then the Medical Director), supported by the Risk Management 
Group. Further work is planned to embed risk management across the Trust, 
including the proposed move to a single risk management system (Datix).  
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141. Risk priority areas for 2017/18 included 

a) the Committee receiving assurance on robustness of the professional 
advisers commissioned by the Trust to undertake the due diligence exercises 
that identified the risks the Trust needed to mitigation in respect of the South 
Sefton’s community physical health services in June 2017 and the acquisition 
of Liverpool Community Health NHS Trust in April 2018;   

b) following the widespread cyber attack on the NHS in May 2017 (see 
paragraphs 313 and 314), the Audit Committee has sought a range of 
assurance from both Informatics Merseyside and the Trust’s internal auditors 
on the response to this attack and the adequacy of both the Trust’s and 
Informatics Merseyside’s arrangements going forward;  

c) a range of other issues including Freedom to speak up issues 
(whistleblowing), consultant job planning and clinical audit arrangements. 

Internal audit 

142. Throughout the year, the Committee worked effectively with its internal auditors, 
Mersey Internal Audit Agency (MIAA),to ensure that the design and operation of the 
Trust’s internal control processes are sufficiently robust.  

143. The Committee has given considerable attention to the importance of follow-up in 
respect of internal audit work in order to gain assurance that appropriate 
management action has been implemented. This included an exercise to ensure the 
closure of all follow-up actions from internal audit reviews undertaken over the last 
several years. 

144. The Committee has considered the major findings of internal audit and where 
appropriate has sought management assurance that remedial action has been taken.  

145. The Committee reviewed and approved the internal audit plan and detailed 
programme of work for 2017/18 at its April 2017 meeting.  This include reviews of 
combined financial systems, clinical information systems, information governance 
toolkit, workforce planning, corporate governance compliance and the assurance 
framework. 

146. MIAA has supported the Non Executive Directors over the year through the provision 
of networking events, policy advice, and Insight updates.  

Anti-Fraud 

147. The Committee reviewed and approved the counter fraud work plan for 2017/18 at its 
April 2017 meeting noting coverage across all mandated areas of strategic 
governance, inform and involve, prevent and deter and hold to account. The 
Committee also during the course of the year regularly reviewed updates on 
proactive counter fraud work and fraud investigations. 
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External audit 

148. Grant Thornton continued as the Trust’s external auditor from 1 April 2018 following a 
tender exercise overseen by the Council of Governors from September 2016 to 
January 2017.  As a result the Trust let a three year contract for external audit 
subject to regular effectiveness reviews. The Trust has procedures for considering 
any non-audit services provided by external audit. 

149. The Audit Committee routinely receives a progress report from the external auditor, 
including an update annual accounts audit timetable and programme of work, 
updates on key emerging national issues and developments which may be of interest 
to Committee members alongside a number of challenge questions in respect of 
these emerging issues which the Committee may wish to consider.  

Management assurance 

150. The Committee has frequently assessed the adequacy of wider corporate assurance 
processes as appropriate and has requested and received assurance reports from 
executives, managers and wider Committee representation throughout the year. In 
2017/18 management assurance outside of the audit action plans was received in 
respect of the prioritisation framework to support the delivery of the Trust’s Strategy 
and security arrangements at Ashworth Hospital.  

Financial Assurance 

151. The Audit Committee has reviewed the annual financial statements prior to 
submission to the Board of Directors and considered these to be accurate. It has 
ensured that all external audit recommendations have been addressed.  

Other Assurance  

152. The Committee has routinely received reports on Losses and Special Payments and 
Single Source Tender Waivers.  

Review of Audit Committee Effectiveness 

153. The Audit Committee undertakes an annual review of its effectiveness using the self-
assessment tool provided in the NHS Audit Committee Handbook.  This was 
completed in August 2017.  Of the 62 questions in the self-assessment, the Audit 
Committee concluded that 61 were being met and 1 was deemed as not applicable.   

 

 

24 / 05 / 18 

Pam Williams 
Chair of the Audit Committee 

Dated 
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CHAPTER 12 – REMUNERATION REPORT 

What this report covers 

154. This report to stakeholders: 

a) sets out the Trust’s remuneration process, i.e., it explains the process under 
which the Chairman, Non Executive Directors and Executive Directors / Other 
Board Directors were remunerated for the financial period 1 April 2017 to 31 
March 2018; 

b) provides tables of information showing details of the salary and pension 
interests of all Directors for the financial period 1st April 2017 to 31st March 
2018; 

c) has been prepared in accordance with Sections 420 to 422 of the Companies 
Act 2006 (section 420(2) and (3); Regulation 11 and Parts 3 and 5 of 
Schedule 8 of the Large and Medium-sized Companies and Groups 
(Accounts and Reports) Regulations 2008(SI2008/410) (“the Regulations”); 
Parts 2 and 4 of Schedule 8 of the Regulations as adopted by Monitor and 
Elements of the NHS Foundation Trust Code of Governance; 

d) outlines the approach adopted by the Council of Governors when setting the 
remuneration of the Chairman and Non Executive Directors; 

e) outlines the approach adopted by the Board of Directors’ Remuneration and 
Terms of Service Committee when setting the remuneration of the Executive 
Directors and Other Board Directors who have authority or responsibility for 
directing or controlling the major activities of the organisation. The following 
posts have been designated as fitting this criterion and are collectively 
referred to as the senior managers within this report: 

i) Executive Directors: 
• Chief Executive 
• Executive Director of Finance (Deputy Chief Executive) 
• Medical Director 
• Executive Director of Nursing 
• Executive Director of Communications and Corporate Governance 
• Executive Director of Workforce 
• Executive Director of Operations 

ii) Other Directors (non-voting): 
• Director of Strategy and Planning 
• Director of Integration 
• Director of Performance and Informatics 
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Board of Directors’ Remuneration and Terms of Service Committee 

155. Role - the Remuneration and Terms of Service Committee is a committee of the 
Board of Directors. An effective committee is key to ensuring that executive directors’ 
remuneration is aligned with stakeholders’ interests and that executive directors are 
motivated to enhance the performance of the Trust. 

156. Membership - all Non-Executive Directors are members of the Remuneration and 
Terms of Service Committee. The Chief Executive and the Trust Secretary are 
normally in attendance at meetings of the Committee, except when their positions are 
being discussed. The Executive Director of Workforce also attends meeting, as 
appropriate, to provide advice and expertise and the committee has the option to 
seek further professional advice as required.  Details of member’s attendance at this 
Committee’s meetings can be found in the appendices support Chapter 15 – Annual 
Governance Statement. 

157. The work of the Remuneration and Terms of Service Committee during 2017/18 has 
included: 

a) approval of a number of redundancy payments in line with the Trust’s 
Organisational Change Policy; 

b) a review of the role and principal accountabilities of the Medical Director; 

c) considered and approved settlement details of a pending employment 
tribunal; 

d) noted a series of secondments that would be required to support the Interim 
Management Agreement with Liverpool Community Health NHS Trust (LCH); 

e) noted the resignation of the Executive Director of Nursing (Ray Walker)3 and 
plans to appoint to the post; 

f) ratified the recommendation of the interview panel to appoint Trish Bennett as 
Executive Director of Nursing from 1 March 2018; 

g) approved a series of recommendations put forward by the Chief Executive 
regarding the Executive Directors’ / Other Board Directors remuneration and 
in line with his delegated authority; 

h) approved the required funding to support applications for the Mutually 
Assured Resignation Scheme (MARS) established by the Trust. 

Remuneration for the Chairman and Non Executive Directors 

158. The remuneration and terms of service for the Chairman and the Non-Executive 
Directors are set, in line with statute and the Trust’s Constitution, by the Council of 
Governors and implemented locally by the Trust.  The Council of Governors last 
reviewed the remuneration of the Chairman and Non Executive Directors in 

3  Although Ray Walker resigned as Executive Director of Nursing on 28 February 2018, he 
remains employed by the Trust and has been seconded to Health Education England 
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September 2016, assisted by benchmark data and advices provided by an external 
consultancy. The following remuneration was approved  

a) the Chairman - £47,500 per annum; 

b) the Non  Executive Director also undertaking the role of Senior Independent 
Director - £15,500 per annum; 

c) the Non Executive Director also undertaking the role of Chairman of the 
Board of Directors’ Audit Committee - £16,500 per annum; 

d) all other Non Executives - £13,000 per annum. 

Remuneration for Executive Directors / Other Board Directors  

Employment Contracts 

159. All Executive Directors / Other Board Directors have employment contracts. 
Contracts are usually awarded on a permanent basis, unless the post is for a fixed 
period of time. Executive Directors (including the Chief Executive) have a six month 
notice period within their contracts of employment (see Table 4). 

160. Termination payments are made in accordance with contractual agreements. 

Table 4:  Executive Director / Other Board Directors Contractual Data  

Name Title Contract Date Term 
(Notice Period) 

Early 
Termination 
Provisions 

Joseph Rafferty Chief Executive 01/09/2012 Permanent 
(6 months) None 

David Fearnley Medical Director 03/08/2005 Permanent 
(6 months) None 

Neil Smith 
Executive Director of 

Finance (Deputy Chief 
Executive) 

04/05/2004 Permanent 
(6 months) None 

Ray Walker (1) Executive Director of 
Nursing 20/06/2011 Permanent 

(6 months) None 

Elaine Darbyshire 
Executive Director of 
Communications and 

Corporate Governance 
01/06/2013 Permanent 

(6 months) None 

Amanda Oates Executive Director of 
Workforce 01/08/2013 Permanent 

(6 months) None 

Mark Hindle Executive Director of 
Operations 01/07/2016 Permanent 

(6 months) None 

Louise Edwards Director of Strategy and 
Planning 12/11/2012 Permanent 

(6 months) None 

Trish Bennett (2) 
Director of Integration / 
Executive Director of 

Nursing 
01/08/2016 Permanent 

(6 months) None 

Jim Hughes (3) Director of Informatics & 
Performance Improvement   Permanent 

(6 months) None 

Notes 1 Resigned as Executive Director of Nursing with effect from 28 February 2018 
2 Appointed as Executive Director of Nursing with effect from 1 March 2018 
3 Retired as Director of Performance & Informatics from 31 August 2017 
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Remuneration Process for Executive Directors / Other Board Directors 

161. Executive Directors’ / Other Board Directors’ contracts of employment include a fixed 
annual salary payment, which is disclosed in the Annual Report and Accounts. 

162. Starting salaries for Executive Directors / Other Board of Directors are determined by 
the Board of Directors’ Remuneration and Terms of Service Committee by reference 
to independently obtained NHS salary survey information, internal relativities and 
equal pay provisions and other labour market factors where relevant, e.g. for cross 
sector, functional disciplines such as human resources. 

163. Progression is determined by the Committee for: 

a) annual inflation considerations in line with nationally published indices, 
Department of Health and Social Care guidance and other nationally 
determined NHS pay settlements; 

b) specific review of individual NHS salary survey information, other labour 
market factors where relevant, e.g. for cross sector, functional disciplines, 
internal relativities and equal pay provision. Such review is only likely where 
an individual director’s portfolio of work or market factors change 
substantially. 

164. Executive Directors participate in an annual appraisal process which identifies and 
agrees objectives to be met. This is supported by a personal development plan 
where appropriate. 

165. The Trust does not operate a performance related pay scheme. 

Future Process on Remuneration of Executive Directors / Other Board 
Directors 

166. The following elements of remuneration are determined as follows: 

a) salary – as determined by the Board of Directors Remuneration and Terms of 
Service Committee; 

b) car allowance – the Trust operates a ‘Trust contribution lease car scheme’ 
which is available to each of the identified senior managers. Alternatively a 
cash equivalent is offered of £3,600 (Chief Executive) or £3,200 (other senior 
managers); 

c) NHS Pension Scheme4 – employer and employee contributions as specified 
by NHS Pension Agency unless the senior manager opts out; 

d) Additional benefits5 - tax-free childcare voucher scheme, salary sacrifice 
lease car scheme, salary sacrifice home electronics scheme. 

4  The NHS pension arrangements are available to all employees of the Trust 
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167. There are no senior managers that have tailored arrangements outside of those 
described above. 

168. Whilst the benefits and senior manager remuneration offered by the Trust is in line 
with other NHS Foundation Trusts, it is important to recognise this supports the long-
term strategic direction of the Trust during a period of transformation and ensures 
that a stable senior team is in place to manage the process. 

Remuneration in excess of £150,000 per Annum 

169. The Civil Service has set the threshold at £150,000 per annum, above which 
approval is required by the Chief Secretary to the Treasury, as set out in guidance 
issued by the Cabinet Office. This currently equates to the Prime Minister’s 
ministerial and parliamentary salary. The Cabinet Office approvals process does not 
apply to NHS Foundation Trusts. However, the guidance advises that in 
circumstances where one or more senior managers are paid more than £150,000, 
the Trust should explain (not necessarily on an individual basis), the steps taken to 
satisfy itself that this remuneration is reasonable. 

170. In respect of those senior managers who are paid more than £150,000, the Trust has 
considered comparable data from other similar organisation in determining the rate 
that should be paid to attract and retain staff of the calibre required to deliver the 
Trust’s objectives. 

Note:  Please note that elements of the Remuneration Report are subject to audit, namely 
the salary and pension entitlements of senior managers, compensation paid to former 
directors, details of amounts payable to third parties for the services of a director (if made) 
and the median remuneration of the Trust’s staff and the ratio between this and the mid-point 
of the banded remuneration of the highest paid director. 

Salaries and Allowances for the Period Ended 31 March 2018 

171. Guidance requires that when producing its Annual Report the Trust provides 
information about the salaries and allowances for members of the Board compared to 
the information contained in its last Annual Report, i.e., from 2016/17.  Please note 
that this information is not directly comparable this year as the data for 2017/18 
coverers a full financial year (i.e. 12 months), but the data for 2016/17 is only for part 
of the financial year (i.e., 11 months from may 2016 to March 2017).  This was 
because Mersey Care became a Foundation Trust on 1 May 2016 and so the 
2016/17 Annual Report only covers the period from when Mersey Care became a 
Foundation Trust (i.e. it does not include data from April 2016).   

172. Tables 5 to 8 below provide details of the salaries and / or allowances for the 
Chairman / Non Executive Directors and the Executive Directors / Other Board 
Directors for both 2016/17 and 2017/18.  Table 9 provides details of the Pension 
Benefits.

5  Additional benefits are available to all employees of the Trust 
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Table 5:  Executive Directors / Other Board Directors Salaries (April 2017 to March 2018) 

 
 
Notes  

a) Benefits in kind are the taxable value attributed to lease cars and salary sacrifice schemes. 

b) Pension related benefits are the total increases in benefits that will be payable by the NHS Pension Scheme from normal 
retirement age (age 60 for members of the 1995 section, age 65 for member of the 2008 section and age 67 for a member of the 
2015 scheme). 

  

Salary  (bands 
of £5,000)

Expense 
payments 

(taxable) to 
nearest £100

Performance 
pay and 

bonuses (bands 
of £5,000)

Long Term 
performance 

pay and 
bonuses (bands 

of £5,000)

All pension-
related benefits 
(bands of £2,500)

TOTAL        
(bands of £5,000)

Notes £'000 £'00 £'000 £'000 £'000 £'000
Executive Directors
Joseph Rafferty - Chief Executive 1 210 - 215 49 0 215-220
David Fearnley – Medical Director 1 255 - 260 64 90.0-92.5 350-355

Neil Smith – Executive Director of Finance / Deputy Chief Executive 1 145 - 150 55 37.5-40.0 185-190

Ray Walker - Executive Director of Nursing 125 - 130 56 20.0-22.5 150-155
Elaine Darbyshire - Executive Director of Governance & 
Communications

120 - 125 53 32.5-35.0 160-165

Amanda Oates - Executive Director of Workforce 1 115 - 120 97 52.5-55.0 180-185
Mark Hindle - Executive Director of Operations 145 - 150 2.5-5.0 150-155
Louise Edwards - Director of Strategy and Planning 110 - 115 35 47.5-50.0 165-170
Trish Bennett - Director of Integration 1 115 - 120 23 57.5-60.0 175-180

Jim Hughes - Director of Informatics and Performance Management 2 35 - 40 13 0 0

Band of Highest Paid Director's Total Remuneration (£'000)
Median Total Remuneration of all staff
Pay Multiple Ratio

2017-2018

9.3

255 - 260
27,540
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Table 6:  Chairman / Non Executive Directors Allowances (April 2017 to March 2018) 

 
 
 

  

Salary  (bands 
of £5,000)

Expense 
payments 

(taxable) to 
nearest £100

Performance 
pay and 

bonuses (bands 
of £5,000)

Long Term 
performance 

pay and 
bonuses (bands 

of £5,000)

All pension-
related benefits 
(bands of £2,500)

TOTAL        
(bands of £5,000)

Notes £'000 £'00 £'000 £'000 £'000 £'000

Non Executive Directors
Beatrice Fraenkel - Chairman 1 45 - 50 19 45 - 50
Matt Birch 10 - 15 10 - 15
Gerry O'Keefe 1 15 - 20 15 - 20
Christopher Dowrick 3 0 0
Catherine Green 4 10 - 15 12 10 - 15
Pamela Williams 1 15 - 20 9 15 - 20
Nicholas Williams 5 0 0
Robert Beardall 1,6 10 - 15 10 - 15
Gaynor Hales 7 10 - 15 6 10 - 15
Brenda Roe 8 0 - 5 0 - 5

2017-2018
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Table 7:  Executive Directors / Other Board Directors Salaries (May 2016 to March 2017) 

 
 
 

  

Salary  (bands 
of £5,000)

Expense 
payments 

(taxable) to 
nearest £100

Performance 
pay and 

bonuses (bands 
of £5,000)

Long Term 
performance 

pay and 
bonuses (bands 

of £5,000)

All pension-
related benefits 
(bands of £2,500)

Total (bands of 
£5,000)

Notes £'000 £'00 £'000 £'000 £'00 £'000
Executive Directors
Joseph Rafferty - Chief Executive 1 165-170 94 0 165-170
David Fearnley – Medical Director 1 195-200 52 32.5-35.0 235-240

Neil Smith – Executive Director of Finance / Deputy Chief Executive 1 125-130 51 65.0-67.5 195-200

Ray Walker - Executive Director of Nursing 110-115 43 30.0-32.5 145-150
Elaine Darbyshire - Executive Director of Governance & 
Communications

110-115 42 30.0-32.5 145-150

Amanda Oates - Executive Director of Workforce 1 100-105 84 52.5-55.0 165-170
Mark Hindle - Executive Director of Operations 110-115 0 15.0-17.5 125-130
Louise Edwards - Director of Strategy and Planning 95-100 31 37.5-40.0 135-140
Trish Bennett - Director of Integration 1 70-75 0 27.5-30.0 100-105

Jim Hughes - Director of Informatics and Performance Management 2 95-100 29 77.5-80.0 180-185

Band of Highest Paid Director's Total Remuneration (£'000)
Median Total Remuneration of all staff
Pay Multiple Ratio

2016-2017 (May 2016 - March 2017)

195-200
24,727

7.9
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Table 8:  Chairman / Non Executive Directors Allowances (May 2016 to March 2017) 

 
 
 

Notes:  
1 In accordance with the Interim Management Agreement to provide support to Liverpool Community Health NHS Trust (LCH), the 

identified senior officers were also members of LCH’s Board from 01/11/2017. No financial transactions were involved. 
2 Jim Hughes retired from the Trust on 31/08/2017. 
3 Christopher Dowrick resigned as a non executive director with effect from 30/11/2016. 
4 Catherine Green was appointed as a non executive director with effect from 02/02/2017. 
5 In accordance with his contract of employment, Nicholas Williams received no remuneration from the Trust. 
6 Robert Beardall resigned as a non executive director with effect from 05/03/2018. 
7 Gaynor Hales was appointed as a non executive director with effect from 23/05/2017. 
8  Brenda Roe resigned as a non executive director with effect from 31/05/2017. 
 
  

Salary  (bands 
of £5,000)

Expense 
payments 

(taxable) to 
nearest £100

Performance 
pay and 

bonuses (bands 
of £5,000)

Long Term 
performance 

pay and 
bonuses (bands 

of £5,000)

All pension-
related benefits 
(bands of £2,500)

TOTAL        
(bands of £5,000)

Notes £'000 £'000 £'000 £'00 £'000

Non Executive Directors
Beatrice Fraenkel - Chairman 1 40 - 45 16 45 - 50
Matt Birch 10 - 15 10 - 15
Gerry O'Keefe 1 10 - 15 10 - 15
Christopher Dowrick 3 5 - 10 5 - 10
Catherine Green 4 0 - 5 0 - 5
Pamela Williams 1 15 - 20 13 15 - 20
Nicholas Williams 5 0 0
Robert Beardall 1,6 10 - 15 10 - 15
Gaynor Hales 7 0 0
Brenda Roe 8 10 - 15 10 - 15

2016-2017 (May 2016 - March 2017)
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Pension Benefits 

173. The Chairman and the Non Executive Directors do not receive pensionable remuneration, as such there will be no entries in respect of 
pensions for the Chairman and the Non Executive Directors.  Table 9 below shows the pension benefits received by the Executive 
Directors / Other Board Directors 

Table 9:  Executive Directors / Other Board Directors Pension Benefits (April 2017 to March 2018) 

 
 

Lump sum 
at pension 

age 
related to 
accrued 

pension at 
31.03.18

(bands of 
£2500)

(bands of 
£2500)

(bands of 
£5000)

(bands of 
£5000)

£'000 £'000 £'000 £'000 £'000 £'000 £'000
Joseph Rafferty - Chief Executive 0 0 55-60 165-170 1160 0 1160 0
David Fearnley – Medical Director 5.0-7.5 12.5-15.0 45-50 140-145 727 104 831 20

Neil Smith – Executive Director of Finance / Deputy Chief Executive 2.5-5.0 7.5-10.0 55-60 175-180 1088 116 1204 21

Ray Walker - Executive Director of Nursing 0.0-2.5 5.0-7.5 20-25 70-75 478 62 540 18
Elaine Darbyshire - Executive Director of Governance and 
Communications 2.5-5.0 0 15-20 0 216 40 256 18

Amanda Oates - Executive Director of Workforce 2.5-5.0 2.5-5.0 25-30 55-60 327 63 390 17
Louise Edwards - Director of Strategy and Planning 2.5-5.0 2.5-5.0 15-20 35-40 211 50 261 17
Jim Hughes - Director of Informatics and Performance Improvement 0 0 35-40 115-120 892 0 0 7
Patricia Bennett - Director of Integration 2.5-5.0 7.5-10.0 30-35 100-105 583 100 683 7
Mark Hindle - Executive Director of Operations 0.0-2.5 2.5-5.0 70-75 215-220 1519 66 1585 21

Real 
increase 
in Cash 

Equivalent 
Transfer 
Value

Cash 
Equivalent 

Transfer 
Value at 
31.03.18

Employers 
Contribution 

to 
Stakeholder 

Pension

£'000

Name and title

Real 
increase / 
(decrease) 
in pension 
at pension 

age

Real 
increase 
in lump 
sum at 

pension 
age

Total 
accrued 
pension  

at pension 
age at 

31.03.17

Cash 
Equivalent 

Transfer 
Value at 
01.04.17
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Cash Equivalent Transfer Values (CETV) 

174. A cash equivalent transfer value (CETV) is the actuarially assessed capital value of 
the pension scheme benefits accrued by a member at a particular point in time. The 
benefits valued are the member’s accrued benefits and any contingent spouse’s 
pension payable from the scheme. A CETV is a payment made by a pension scheme 
or arrangement to secure pension benefits in another pension scheme or 
arrangement when the member leaves a scheme and chooses to transfer the 
benefits accrued in their former scheme. The pension figures shown relate to the 
benefits that the individual has accrued as a consequence of their total membership 
of the pension scheme, not just their service in a senior capacity to which disclosure 
applies. The CETV figures and the other pension details include the value of any 
pension benefits in another scheme or arrangement which the individual has 
transferred to the NHS pension scheme. They also include any additional pension 
benefit accrued to the member as a result of their purchasing additional years of 
pension service in the scheme at their own cost. CETVs are calculated within the 
guidelines and framework prescribed by the institute and faculty of actuaries.  

Real Increase in CETV 

175. This reflects the increase in CETV effectively funded by the employer. It takes 
account of the increase in accrued pension due to inflation, contributions paid by the 
employee (including the value of any benefits transferred from another scheme or 
arrangement) and uses common market valuation factors for the start and end of the 
period. 

Pay Multiples 

176. Reporting bodies are required to disclose the relationship between the remuneration 
of the highest-paid director in their organisation and the median remuneration of the 
organisation’s workforce.  

177. The banded remuneration of the highest paid director in Mersey Care NHS 
Foundation Trust in the period April 2017 to March 2018 was £256,270 (11 months to 
31 March 2017, £197,747). This was 9.31 times (11 months to 31 March 2017, 7.9) 
the median remuneration of the workforce, which was £27,540 (11 months to 31 
March 2017, £24,727). 

178. For the period April 2017 to March 2018, 0 employee (11 months to 31 March 2017, 
0) received remuneration in excess of the highest-paid director. Remuneration 
ranged from £14,120 to £256,270 (11 months to 31 March 2017, £14,120 to 
£218,690). 

179. Total remuneration includes salary, non-consolidated performance-related pay and 
benefits-in-kind. It does not include employer pension contributions, severance 
payments and the cash equivalent transfer value of pensions. 

180. The average number of full time equivalent staff for the period April 2017 to March 
2018 was 4,483 (11 months to 31 March 2017, 4,506)which generated a pay multiple 
of 9.31 (11 months to 31 March 2017, 7.9). The increase is due to members of our 
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Board of Directors being remunerated for providing interim management support to 
Liverpool Community Health NHS Trust. In addition to this our highest paid director 
has received additional remuneration relating to their involvement with NHS England 
(Associate National Clinical Director for Secure Mental Health) and NHS 
Improvement (Deputy National Clinical Director for Mental Health).  

Reporting of Other Compensation Schemes – Exit Packages 
 
181. Table 10 shows the exit payments were calculated in accordance with contractual 

terms based on length of service. 

Table 10: Exit Payments for 2017/18 
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<£10,000 10 £50 57 £173 67 £223   
£10,001 to 
£25,000 16 £310 16 £258 32 £568   
£25,001 to 
£50,000 22 £784 5 £173 27 £957   
£50,001 to 
£100,000 4 £291 2 £159 6 £450   
£100,001 to 
£150,000 2 £234   2 £234   
£150,001 to 
£200,000         
>£200,000         
Totals 54 £1,669 80 £763 134 £2,432   
 
182. Other departure costs have been paid in accordance with the provisions of the NHS 

Scheme / Trust’s Mutually Agreed Redundancy Scheme (MARS). Redundancy and 
other departure costs have been paid in accordance with the provisions of the NHS 
Scheme. Where the Trust has agreed early retirements, the additional costs are met 
by the Trust and not by the NHS Pensions Scheme. Ill-health retirement costs are 
met by the NHS Pensions Scheme and are not included within this table. 
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183. This disclosure reports the number and value of exit packages agreed in the period. 
Note: The expense associated with these departures may have been recognised in 
part or in full in a previous period. 

 Number of 
Agreements 

Total value of 
agreements 

(£000’s) 
Mutually agreed resignations 
(MARS) contractual costs 

29 £613 

Contractual payments in lieu of 
notice 

51 £150 

Total 80 £763 
 

Approved by: 

 

 

24 / 05 / 18 

Joe Rafferty 
Chief Executive 

Dated 
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CHAPTER 13 – STAFF REPORT 

Analysis of Average Staff Numbers 

184. Table 11 below shows information on the number of staff employed by the Trust by 
whole time equivalents (WTE) 

Table 11:  Average Staff Numbers (WTE) 
Staff Group Permanent 

(wte) 
Other  
(wte) 

Total 
(wte) 

Medical and Dental 162.0 - 162.0 
Nursing 1,214.0 - 1,214.0 
Scientific, Therapeutic & Technical 447.0 - 447.0 
Health Care Support staff 1,662.0 - 1,662.0 
Admin and Estates 998.0 - 998.0 
Agency and contract staff - 149.0 149.0 
Bank Staff - 304.0 304.0 
All Staff Groups 4,483.0 453.0 4936.0 

 

Staff Breakdown by Gender  

185. Table 12a below shows information, as a head count, on the number of staff by 
gender and the role they undertake.  This table does not include information on Bank 
Staff.   

Table 12a: Staff By Gender and Role as at 31 March 2018 (WTE)  
Title Female Male Total 

Non-Executive Directors 4 3 7 
Executive Directors 3 4 7 
Other Employees 3,185 1,725 4,910 
Total 3,192 1,732 4,942 

Note – As we only have 1 ‘Other Board Director’, their data has been included in ‘Other 
Employees’ so their information is not personably identifiable. 

 

Staff Breakdown by Disability  
186. Table 12b below shows information, as a head count, on the number of staff by 

gender and the role they undertake.  This table does not include information on Bank 
Staff.   
Table 12b: Staff By Disability and Role as at 31 March 2018 (WTE)  

Title Yes No Not Stated Total 
Non-Executive Directors - 7 - 7 
Executive Directors - 7 - 7 
Other Employees 283 4,158 469 4,910 
Total 283 4,172 469 4,942 

Note – As we only have 1 ‘Other Board Director’, their data has been included in ‘Other 
Employees’ so their information is not personably identifiable. 
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Staff Breakdown by Ethnicity  

187. Table 12c below shows information, as a head count, on the number of staff by 
ethnicity and the role they undertake.  This table does not include information on 
Bank Staff.   

Table 12c: Staff By Ethnicity and Role as at 31 March 2018 (WTE)  

Title 
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Non-Executive Directors - - - - - - 7 7 
Executive Directors - - - - - - 7 7 

Other Employees 96 78 36 60 116 121 4,403 4,910 

Total 96 78 36 60 116 121 4,417 4,924 
Note – As we only have 1 ‘Other Board Director’, their data has been included in ‘Other Employees’ 
so their information is not personably identifiable. 
 

Staff Breakdown by Sexual Orientation  

188. Table 12d below shows information, as a head count, on the number of staff by 
gender and the role they undertake.  This table does not include information on Bank 
Staff.   

Table 12d: Staff By Sexual Orientation and Role as at 31 March 2018 (WTE)  

Title B
is

ex
ua

l 

G
ay

 

H
et

er
o-

se
xu

al
 

Le
sb

ia
n 

N
ot

 
St

at
ed

 / 
D

is
cl

os
ed

 

U
nd

ef
in

ed
 

To
ta

l 
Non-Executive Directors - - 7 - - - 7 
Executive Directors - - 6 - 1 - 7 

Other Employees 25 60 4,092 40 434 259 4,910 

Total 25 60 4,105 40 435 259 4,924 
Note – As we only have 1 ‘Other Board Director’, their data has been included in ‘Other Employees’ 
so their information is not personably identifiable. 
 
Sickness Absence 

189. Figure 3 below shows information on staff sickness as a percentage of the whole 
time equivalent (WTE) employed by the Trust, showing information for each of the 
four clinical divisions 
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Figure 3: % of Sickness Days against WTE Days Available (In-Month) 

 
190. To support the reduction of sickness absence, the Trust has developed a Sickness 

Absence Reduction Plan which is centred around the Department of Health’s 5 High 
Impact Changes.  In addition, the Trust has also undertaken a review of the 
Supporting Attendance Policy (HR07) and has plans to ensure that a programme of 
training for managers on the application of this Policy will be rolled out during 
2018/19. 

Staff Policies and Actions Applied 

For giving full and fair consideration to applications for employment by the 
company made by disabled persons, having regard to their particular aptitudes 
and abilities. 

191. Mersey Care is recognised as a ‘Two Ticks’ organisation. This means that we 
actively encourage applications from disabled individuals in accordance with the 
Equality Act 2010. As an organisation we are committed to employ, keep and 
develop the abilities of disabled staff and this is reflected in the Trust’s Recruitment 
and Selection Policy (HR21). During the recruitment process, we are committed to 
making adjustments where necessary. Candidates who have declared a disability 
need only to meet the essential criteria to be guaranteed an interview.  

192. The Trust is also signed up to the charter on being a Mindful Employer which aims to 
put good practice into place to ensure employees and job applicants who declare a 
mental health issue receive the right level of support. 

193. Managers ensure that all adverts, job descriptions and person specifications provided 
to Resourcing Team do not include statements which could be deemed 
discriminatory.  

194. The Resourcing Team ensure that any direct or indirect reference to discrimination is 
removed from all application forms and that equality and diversity information (Part A 
of the application form) is removed from the shortlisting process. 
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For continuing the employment of, and for arranging appropriate training for, 
employees of the company who have become disabled persons during the 
period when they were employed by the company. 

195. The Trust is committed to supporting staff to remain in work and have a Supporting 
Staff with Mental or Physical Disabilities Policy (HR27) which is used for both newly 
recruited employees with a disability who make their needs known at the recruitment 
stage and those staff who are currently employed by the Trust who become disabled 
whilst in employment.  This Policy ensures that NHS guidance, advice and necessary 
training is provided to managers. 

196. The Supporting Attendance Policy is used in conjunction with the Supporting Staff 
with Mental or Physical Disabilities Policy and provides flexibility for employee’s 
where their disability may increase their levels of sickness. Time off for treatment or 
rehabilitation, which may be categorised as disability leave may be given as a 
reasonable adjustment. Also where an employee’s disability will increase the levels 
of disability related sickness the Trust may, as a reasonable adjustment, allow a 
greater level of sickness absence before progressing through the stages of the 
policy.  

Otherwise for the training, career development and promotion of disabled 
persons employed by the company. 

197. The Trust’s Learning and Development Policy (HR05) acknowledges that “no one 
size fits all” with regards to training and supports access to a range of learning and 
development opportunities that meet individuals’ learning styles and are appropriate 
to the individuals’ circumstances. Access to education, training and development is 
as open and flexible as possible, with no discrimination in terms of the protected 
characteristics and available to part-time/full time staff irrespective of working pattern 
and geographical location. Courses are advertised in the Learning and Development 
prospectus and are available to all.  

Informing and Consulting with our Staff 

198. Mersey Care has a number of formal vehicles where management and staff side 
meet to deal with employee relations issues, namely:  

a) the Joint Negotiation and Consultative Committee (JNCC), which meets 
quarterly; 

b) the clinical divisions have collaborative meetings which meet monthly and 
deal with pressing local issues within the divisions that can be dealt with 
quickly to enable good working relationships; 

c) the Local Negotiating Committee (LNC), which meets quarterly with local and 
regional medical representatives to discuss the strategic overview for the 
medical workforce, policies, workloads, clinical excellence awards, rotas, 
recruitment and junior doctors.  
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We continue to meet in these forums to discuss and consider the impact on the 
quality of service in relation to the quality and transformation of services.  

199. The Trust also actively engages with staff in local meetings and holds additional extra 
meetings to consult, discuss, debate and inform staff where changes are planned 
that impact on them directly.  

200. During periods of transition, communication with staff is seen as a priority to ensure 
that all staff are fully informed at each step of the development, as well as being part 
of the on-going consultation process. Therefore, the Trust has implemented a range 
of innovative programmes as part of the Board’s commitment to ‘listen and act’, 
including the Chief Executive’s ‘divisional road shows’ and ‘Mega Conversations’ 
meetings with staff.  

201. These meetings have proved extremely popular with staff as a means of both raising 
issues and keeping up to date with relevant information. Feedback has featured 
prominently on the board agenda and Board members are well briefed on issues 
affecting staff and staffing.   

202. The Trust’s appraisal process continues to be enhanced and aims to embed the 
Trust values, helping staff to understand their role in delivering the Trust’s 
performance and also encouraging and empowering ‘leadership’ at every level. 

203. The Trust will continue to engage, consult and work positively with staff side to foster 
true partnership working and ensure that the Trust and its employees are able to 
move forward and meet the challenges ahead. 

Staff Survey 

204. The 2017/18 National Staff Survey for Mersey Care was conducted on line and was 
sent to all staff.  

205. We continue to reassure our staff regarding the confidentiality of their responses and 
always provide feedback on the results and how we are addressing issues raised 
through divisional actions plans.  

206. Mersey Care’s response rate for the National Staff Survey for 2017 was 60%, 
remaining static from 2016. For the 2017 staff survey, the Trust was benchmarked 
against other mental health / learning disability trusts, this will change for the 2018 
staff survey to reflect the fact that the Trust now provides physical health services. 

207. When compared to other mental health / learning disability trusts, the 2017 for 
Mersey Care results show: 

a) six key findings where our performance is above average (19%); 

b) fourteen key findings where our performance is average (44%); 

c) twelve fey findings where our performance is below average (37%). 
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208. Table 13 below outlines these key findings 

Table 13: Analysis of Mersey Care’s Key Findings from the 2017 National Staff Survey 
Key Findings Description of the Key Findings 
Performance 
above 
average 

• KF02 – satisfaction with quality of work and care able to deliver 
• KF16 – percentage of staff working extra hours 
• KF20 – discrimination at work in last 12 months 
• KF27 – percentage of staff reporting most recent experience of 

harassment, bullying or abuse 
• KF24 – percentage of staff reporting most recent experience of violence 
• KF31 – staff confidence and security in reporting unsafe clinical practice 

Average 
performance 

• KF01 – staff recommendation of the Trust as a place to work or receive 
treatment 

• KF03 – percentage of staff agreeing their role makes a difference to 
patients / service users 

• KF05 – recognition and value of staff by managers and the organisation  
• KF06 - reporting good communication between senior management 

and staff 
• KF11 – percentage of staff appraised within the last 12 months 
• KF14 – staff satisfaction with resourcing / support  
• KF17 – feeling unwell due to work related stress in the last 12 months 
• KF19 – organisational and management interest in and action on health 

and wellbeing 
• KF21 – equal opportunities for career progression 
• KF25 – percentage of staff experiencing harassment, bullying or abuse 

from patients, relatives or public in the last 12 months 
• KF26 – percentage of staff experiencing harassment, bullying or abuse 

from staff in the last 12 months 
• KF28 – witnessing potentially harmful errors, near misses, incidents 
• KF29 – reporting errors, near misses or incidents 
• KF32 – effective use of patient / service user feedback 

Performance 
above 
average 

• KF04 – staff motivation at work 
• KF07 – staff ability to contribute towards improvements at work 
• KF08 – satisfaction with level of responsibility and involvement 
• KF09 – effective team working 
• KF10 – support from immediate managers 
• KF12 – quality of appraisal 
• KF13 – quality of non-mandatory training, learning or development 
• KF15 – satisfaction with opportunities for flexible working 
• KF18 – attending work in last 3 months despite feeling unwell 
• KF22 – percentage of staff experiencing physical violence from staff in 

the last 12 months 
• KF23 – percentage of staff experiencing psychical violence from staff in 

the last 12 months 
• KF30 – fairness and effectiveness of procedures for reporting errors, 

near misses and incidents 
 
 
 
  

Page 70 of 286



209. There were statistically significant improvements in the following areas: 

a) KF06 – percentage of staff reporting good communication between senior 
management and staff; 

b) KF30 – fairness and effectiveness of procedures for reporting errors, near 
misses or incidents; 

c) KF31 – staff confidence and security in reporting unsafe clinical practice. 

210. There were no areas where there was a statistically significant deterioration in the 
results. 

Staff Survey Action Plans  

211. Each division has been tasked with the creation of a tailored Staff Survey Action Plan 
which will be presented to the Trust’s Board of Directors meeting in July 2018.   

212. Divisional action planning will concentrate on the areas where the Trust scores were 
worse than average for mental health / learning disability trusts and are in the bottom 
five worse ranked scores as well as areas of significance linked to their 
Transformation Plans. In addition to the divisional action plans an overarching Trust 
action plan to address the main concerns raised and interventions for long term 
improvements is in place.  The implementation of these plans is due to commence in 
July 2018. 

Embedding “A Just and Learning Culture”  

213. The launch of the Trust’s commitment to a Just and Learning Culture in February 
2017 ensures balanced accountability for both individuals and our Trust; a culture 
that fosters openness and a willingness to report errors without concern so that we 
can learn. The emphasis is to learn and share, and ask what happened, and not who 
is responsible. Reporting when things do not go as planned is not something to be 
feared but rather, something to inspire us to learn. This remains a key priority for the 
Trust. 

214. Professor Sidney Dekker visited the Trust again in January 2018 and set a number of 
challenges in how we must meet hurt with healing. It was though a positive and 
valuable visit in which he was clear that we demonstrated our movement towards a 
restorative justice culture. 

215. During 2017/18 the Trust set the following objectives: 

a) Objective 1 - within one week of an incident, a copy of its 72-hour report 
review will be shared with all members of the relevant teams 

Our Deputy Medical Director is the Operational Lead. The initial aim for 
delivery on this objective was July 2017. It became apparent quite quickly that 
different approaches exist in the divisions and these processes do not easily 
lend themselves to support the requirements of the objective.  

Other Trust initiatives also impact upon the practicalities of the objective such 
as the streamlining of our incident reporting systems and the work being done 
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to manage and resolve incidents and complaints. Our work has progressed to 
now mutually influence and shape those other projects.  

b) Objective 2 - Good Practice Stories will be published every month in 
order that we can extract the maximum possible learning from things 
that go well and from things that did not go as expected 

A Good Practice Stories (GPS) task and finish group was established in June 
2017 in order to progress development of this objective. 

The group met on four occasions from June to November 2017. Included 
were key representatives from the divisions, identified Just and Learning 
Culture ambassadors, and others who because of their role within the Trust 
were likely to become aware of potential good practice stories (these included 
the Trust’s ‘Speak Up Guardian’, and representatives of the complaints 
department and patient safety team). A follow up workshop was also held in 
February 2018.  

Mechanisms to capture, prioritise and publish the stories have been 
established. An attractive and interactive microsite is in place. This enables 
the stories to be available and for them to be “voted upon” by staff as to 
whether they believe the stories are examples of cultural change or not.  

c) Objective 3 - we will publish quarterly data on our website to 
transparently demonstrate whether our colleagues have felt supported 
when things haven’t gone as expected  

The Trust’s Heads of Health and Wellbeing and Human Resources are 
providing operational leadership to this objective with executive level support 
from the executive director of workforce.  

The development of the new Supporting Colleagues Policy (HR37) presented 
the Trust with a critical question – “do colleagues feel adequately supported 
when things don’t go as expected?”  

All colleagues, who by virtue of an incident or situation are guided through the 
supporting process, will be formally canvassed at month 1 and 3 post incident 
to seek their feedback data as to how effective they found the process and 
support options that were made available to them. As colleagues need 
different support dependant upon the individual circumstances and events, 
we are aware of and acknowledge that what one employee may find 
supportive another does not and so we aim to provide a tailored support 
package for staff that meets their individual need.  

Just and Learning Ambassadors 

216. We have now appointed more than twenty ambassadors across our Trust and 
recruitment and interest is growing. They are much more than a visible presence; 
they are the people that give credibility to the goals that we set, help shape the way 
in which we learn and demonstrate our commitment to, and value of our workforce.  
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217. Ambassadors are part of a multidisciplinary network. Across our Trust they are a 
point of communication that will enable collective leadership. Our Just and Learning 
Culture is guided not by hierarchy but by openness and lived experience. Our 
ambassadors will inform, encourage and support employees in circumstances where 
concerns should be reported and lessons learnt. Our ambassadors will help create a 
better place to work, a safer place to receive care and an organisation that is led by 
compassion. 

Our Leadership Approach to a Just and Learning Culture 

218. The leadership model - ‘Leading Perfect Care’ was co-produced. The model includes 
a full associated pathway of leadership and management development programmes 
and master classes for emerging strategic and systems leaders. They are all aligned 
to delivery on our strategy and the development of our Just and Learning Culture. 

219. We believe everyone is a leader at Mersey Care. This means it is everyone’s 
responsibility to improve our services and create an open, healthy, productive 
environment in which to work. 

Friends and Family Test 2017/18  

220. The annual NHS Staff Survey is carried out during quarter 3 of every year. During 
quarters 1, 2 and 4 of each year the staff Friends and Family Test serves as a more 
dynamic test of staff engagement. The two core questions check the likelihood of 
staff recommending Mersey Care as a place to receive treatment and the likelihood 
of staff recommending Mersey Care as a place to work. Despite the survey taking 
just a couple of minutes to complete, our response rates remain low usually at 
around 15%. The results for both questions fluctuate slightly from quarter to quarter 
and remain within expected parameters. The “place to work” question scores slightly 
less than the “place to receive treatment”. 

221. 2018 will see the use of an internal tool, “The Culture of Care Barometer” to further 
explore staff mood, engagement and culture on a team by team basis. 

Staff Engagement Plan 2018/19 

222. Our Staff Engagement Plan is updated annually to reflect the changing needs of the 
organisation based in part on the results of the annual NHS Staff Survey. The plan 
continues to be based upon the “building blocks” proposed by the Kings Fund paper 
‘Staff Engagement: six building blocks for harnessing the creativity and enthusiasm 
of NHS staff’, specifically: 

a) Block One - develop a compelling, shared strategic direction; 

b) Block Two - build a collective and distributed leadership; 

c) Block Three - adopt supported and inclusive leadership styles; 

d) Block Four - give staff the tools to lead service transformation; 

e) Block Five - establish a culture based on integrity and trust; 

f) Block Six - place staff engagement firmly on the board agenda. 
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223. The Plan contains all the workstreams and activities carried out throughout the year 
relating to staff engagement and this year has an explicit focus on our Just and 
Learning Culture objectives. Creating opportunities for open and honest 
conversations throughout the Trust remains a priority as does the development of 
strong, compassionate leaders and high performing teams. This approach is robust 
and purposeful and will be introduced to new areas of the organisation whilst at the 
same time we continue to embed in our original clinical divisions. 

Expenditure on Consultancy  

224. Reporting bodies are required to disclose the expenditure on consultancy. For the 
purposes of this report, ‘consultancy’ is defined as in the Department of Health Group 
Accounting Manual 2017/18 (strategy; finance; organisational and change 
management; IT; property and construction; procurement; legal services; marketing 
and communications; HR; training and education programme and project 
management; technical). The expenditure incurred in the period 1st April 2017 to 31st 
March 2018 was £1,346,000. 

Off-Payroll Engagements  

225. All public sector bodies are required to report arrangements whereby individuals are 
paid through their own companies (and so are responsible for their own tax and 
National Insurance arrangements, not being classed as employees). 

226. For all off-payroll engagements as of 31 March 2018 for more than £245 per day and 
that last longer than six months: 

 Number 
Number of existing engagements as of 31 March 2018 2 
Of which, the number of staff that have existed: 
• for less than one year at the time of reporting 0 
• for between one and two years at the time of reporting 2 
• for between 2 and 3 years at the time of reporting 0 
• for between 3 and 4 years at the time of reporting 0 
• for 4 or more years at the time of reporting 0 

 
227. For all new off-payroll engagements between 1 April 2017 and 31 March 2018, for 

more than £245 per day and that last longer than six months: 
 Number 

Number of new engagements, or those that reached six months in 
duration, between 1 April 2017 and 31 March 2018 2 

Of which: 
• number assessed as caught by IR35 0 
• number assessed as not caught by IR35 2 
• number engaged directly (via PSC contracted to department) and 

are on the departmental payroll 0 

• number of engagements reassessed for consistency / assurance 
purposes during the year 0 

• number of engagements that saw a change to IR35 status 
following the consistency review 0 
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228. For any off-payroll engagements of board members, and/or, senior officials with 

significant financial responsibility, between 1 April 2017 and 31 March 2018: 
 Number 

Number of off-payroll engagements of board members, and / or 
senior officers with significant financial responsibility, during the year 0 

The total number of individuals both on and off-payroll that have 
been deemed “board members and / or senior officials with 
significant financial responsibility”, during the financial year. This total 
figure must include both on payroll and off-payroll engagements. 

7 

 

Reporting of Other Compensation Schemes – Exit Packages  

229. The exit payments were calculated in accordance with contractual terms based on 
length of service. 

Table 14: Exit Payments by Type and Cost Band for 2017/18 
Numbers / 
Costs for 
2017/18 

Exit Package Cost Band (including any special payment element) 

Total Less 
than 

£10,000 

£10,000 
to 

£25,000 

£25,001 
to 

£50,000 

£50,001 
to 

£100,000 

£100,001 
to 

£150,000 

£150,001 
to 

£200,000 

More 
than 

£200,00 
Number of 
Compulsory 
Redundancies 

10 16 22 4 2 0 0 54 

Cost of 
Compulsory 
Redundancies 

£50,000 £310,000 £784,000 £291,000 £234,000 £0 £0 £1,669,000 

Number of 
Other 
Departures 
Agreed 

57 16 5 2 0 0 0 80 

Costs of Other 
Departures 
Agreed 

£173,000 £258,000 £173,000 £159,000 £0 £0 £0 £763,000 

Total Number of 
Exit Packages 67 32 27 6 2 0 0 134 

Total Cost of 
Exit Packages £233,000 £568,000 £957,000 £450,000 £234,000 £0 £0 £2,432,000 

Number of 
Departures 
where Special 
Payments have 
been made  

0 0 0 0 0 0 0 0 

Cost of Special 
Payment 
Element 
including in Exit 
Packages 

£0 £0 £0 £0 £0 £0 £0 £0 

 
230. Other departure costs have been paid in accordance with the provisions of the NHS 

Scheme/Trust’s Mutually Agreed Redundancy Scheme (MARS). Redundancy and 
other departure costs have been paid in accordance with the provisions of the NHS 
Scheme. Where the Trust has agreed early retirements, the additional costs are met 
by the Trust and not by the NHS Pensions Scheme. Ill-health retirement costs are 
met by the NHS Pensions Scheme and are not included within this table. 
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CHAPTER 14 – SINGLE OVERSIGHT FRAMEWORK  

231. The Trust is regulated by NHS Improvement. NHS improvement’s Single Oversight 
Framework provides the framework for overseeing providers and identifying potential 
support needs. The framework looks at five themes:  

a) quality of care; 

b) finance and use of resources; 

c) operational performance; 

d) strategic change; 

e) leadership and improvement capability (well-led). 

232. Based on information from these themes, providers are segmented from 1 to 4, 
where ‘4’ reflects providers receiving the most support, and ‘1’ reflects providers with 
maximum autonomy. Foundation Trusts will only be in segments 3 or 4 where it has 
been found to be in breach or suspected breach of its licence.  As at 31 March 2018, 
Mersey Care has been assessed as being SEGMENT 2 (i.e., a provider who is 
offered targeted support by NHS Improvement as there are concerns in relation to 
one of more of the themes.  Providers are not obliged to take up the support that is 
offered)  

233. The Trust’s Finance and Use of Resources score for the period ending 31 March 
2018 is a 1 overall (on a scale of 1 to 4, where 1 reflects the strongest performance)  
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NHS Improvement Single Oversight Framework 

Theme Type Measure Frequency Threshold/  
National Median 

Latest 
Data 

Date of  
Latest data Source 

Quality of Care Caring Written Complaints - Rate Quarterly National Median: 
16.24 21.7 Q3 2017/18 NHS Digital 

Quality of Care Caring Staff FFT % 
Recommended Quarterly 

No Threshold/ 
National Median 

Applied  
71.13% Q3 2017/18 NHS England 

Quality of Care Safe Occurrence of Never 
Events 

Monthly (six 
month 
rolling) 

Green = 0, Red = 1 
or more 0 March-18 

Mersey Care 
Internal 

Reporting 

Quality of Care Safe Patient Safety Alerts not 
completed by deadline Monthly Green = 0, Red = 1 

or more 0 March-18 
Mersey Care 

Internal 
Reporting 

Quality of Care Safe 
Admissions to adult 

facilities of patients under 
16 years old 

Monthly Green = 0, Red = 1 
or more 0 March-18 

Mersey Care 
Internal 

Reporting 

Quality of Care Safe Potential under-reporting 
of patient safety incidents Monthly National Median: 

43.47 28.13 December-17 NHS 
Improvement 

Quality of Care Caring Mental health scores from 
FFT - % positive Monthly 

No Threshold/ 
National Median 

Applied  
87.37% March-18 Unify Return 

Quality of Care Caring 
Community scores from 

Friends and Family Test - 
% positive 

Monthly 
No Threshold/ 

National Median 
Applied  

98.80% March-18 Unify Return 

Quality of Care Organisational 
Health  

CQC Community Mental 
Health Survey Annual 

Performance 
maintained or no 
material reduction 
observed = green; 
material reduction 
observed = red. 

  2017 Care Quality 
Commission 
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Theme Type Measure Frequency Threshold/  
National Median 

Latest 
Data 

Date of  
Latest data Source 

Quality of Care Effective 
Care Programme 

approach follow up within 
7 days 

Monthly Green =>95% 
Red <95% 96.24% March-18 Unify Return 

Quality of Care Effective % clients in settled 
accommodation  Monthly National Median: 

67% 60% January-18 NHS Digital 
via MHSDS 

Quality of Care Effective % clients in employment Monthly National Median: 
7% 4% January-18 NHS Digital 

via MHSDS 

Operational 
Performance 

Operational 
Performance 

People with a first episode 
of psychosis begin 

treatment with a NICE 
recommended care 

package within 2 weeks of 
referral. 

Monthly 
(three 
month 
rolling) 

Green =>50% 
Red <50% 67.02% March-18 Unify Return 

Operational 
Performance 

Operational 
Performance 

IAPT – waiting time to 
begin treatment (from 

IAPT minimum data set) 
within six weeks 

Monthly 
(three 
month 
rolling) 

Benchmark 75% 97% March-18 NHS Digital 

Operational 
Performance 

Operational 
Performance 

IAPT – waiting time to 
begin treatment (from 

IAPT minimum data set) 
within 18 weeks 

Monthly 
(three 
month 
rolling) 

Benchmark 95% 100% March-18 NHS Digital 

Operational 
Performance 

Operational 
Performance 

Inappropriate out-of-area 
placements for adult 

mental health services 
(OBDS) - External only 

Monthly Trajectory from 
April 2018 0 March-18 

Clinical Audit 
Platform – 

NHS Digital 

Operational 
Performance 

Operational 
Performance 

IAPT - proportion of 
people completing 

treatment who move to 
recovery (from IAPT 
minimum dataset)  

Quarterly Benchmark 50% 37% Q3 2017/18 NHS Digital 

Operational 
Performance 

Operational 
Performance 

Data Quality Maturity 
Index (DQMI) - MHSDS 

Dataset Score 
Quarterly Green =>95% 

Red <95% 97.10% Q2 2017/18 NHS Digital 
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Theme Type Measure Frequency Threshold/  
National Median 

Latest 
Data 

Date of  
Latest data Source 

Operational 
Performance 

Operational 
Performance 

Ensure that cardio-
metabolic assessment and 
treatment for people with 

psychosis is delivered 
routinely in inpatient wards 

Annual Green =>90% 
Red <90% 66% 

2016/17 
2017/18 data to 
be available in 

June 2018 

Royal College 
of 

Psychiatrists 

Operational 
Performance 

Operational 
Performance 

Ensure that cardio-
metabolic assessment and 
treatment for people with 

psychosis is delivered 
routinely in early 

intervention in psychosis 
services 

Annual Green =>90% 
Red <90% 41.95% 

2016/17 
2017/18 data to 
be available in 

June 2018 

Royal College 
of 

Psychiatrists 

Operational 
Performance 

Operational 
Performance 

Ensure that cardio-
metabolic assessment and 
treatment for people with 

psychosis is delivered 
routinely  in community 
mental health services 

(people on CPA) 

Annual Green =>65%Red 
<65% 8% 

2016/172017/18 
data to be 

available in June 
2018 

Royal College 
of 

Psychiatrists 

Leadership & 
Improvement 

Leadership & 
Improvement NHS Staff Survey Annual National Median: 

3.67 3.67 2017/18 NHS England 

Leadership & 
Improvement 

Leadership & 
Improvement 

Proportion of Temporary 
Staff Monthly National Median: 

4.63% 4.62% March-18 Provider 
Return 

Leadership & 
Improvement 

Leadership & 
Improvement Staff Sickness Monthly National Median: 

5.19% 7.12% March-18 
Mersey Care 

Internal 
Reporting 

Leadership & 
Improvement 

Leadership & 
Improvement Turnover Monthly National Median: 

1.03% 1.53% March-18 
Mersey Care 

Internal 
Reporting 
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CHAPTER 15 – ANNUAL GOVERNANCE STATEMENT  

SCOPE OF RESPONSIBILITY  

234. As Accounting Officer, I have responsibility for maintaining a sound system of internal 
control that supports the achievement of Mersey Care NHS Foundation Trust’s 
policies, aims and objectives, whilst safeguarding the public funds and departmental 
assets for which I am personally responsible, in accordance with the responsibilities 
assigned to me. I am also responsible for ensuring that the NHS Foundation Trust is 
administered prudently and economically and that resources are applied efficiently 
and effectively. I also acknowledge my responsibilities as set out in the NHS 
Foundation Trust Accounting Officer Memorandum. 

THE PURPOSE OF THE SYSTEM OF INTERNAL CONTROL 

235. The system of internal control is designed to manage risk to a reasonable level rather 
than to eliminate all risk of failure to achieve policies, aims and objectives; it can 
therefore only provide reasonable and not absolute assurance of effectiveness. The 
system of internal control is based on an on-going process designed to identify and 
prioritise the risks to the achievement of policies, aims and objectives of the Trust, to 
evaluate the likelihood of those risks being realised and the impact should they be 
realised, and to manage them efficiently, effectively and economically. The system of 
internal control has been in place in Mersey Care NHS Foundation Trust for the 
period ending 31 March 2018 and up to the date of approval of the annual report and 
accounts.  

CAPACITY TO HANDLE RISK 

Leadership  

236. The Board of Directors is ultimately accountable for the management of all risks in 
the organisation. The Chief Executive, supported by Board Members, has 
responsibility for the implementation of the Risk Management Strategy. These 
responsibilities are met in a variety of ways, with the advice of the Executive Lead for 
risk management6 who is supported by the Risk Management Group. 

237. I, as Chief Executive, with overall responsibility for risk within the Trust, ensure the 
work of the Executive Committee and other specialist sub-committees is reviewed by 
the Board of Directors. The Chief Executive has overall responsibility for having 
effective risk management systems in place within the Trust, and for meeting all 
statutory requirements and adhering to guidance issued by NHS Improvement and 
other regulatory bodies in respect of risk and governance.  

238. The Board of Directors has overall responsibility for consideration of the Board 
Assurance Framework and resource allocation relating to the ‘significant risks’ of the 
Trust. The recommendations from Board Committees, taking account of advice from 

6  From April 2017 to February 2018 the Executive Lead was the Executive Director of Nursing.  
From March 2018 this responsibility was assumed by the Medical Director. 
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the Risk Management Group and relevant sub-committees, are made to the Board of 
Directors where competing priorities are debated and agreed or accepted. 

239. The capacity of the Trust to handle risk is achieved through delegated responsibilities 
in place as defined in the Scheme of Reservation and Delegation of Powers and the 
Risk Management Strategy, both documents being approved by the Board of 
Directors. The Strategy outlines the Trust’s approach to risk, accountability 
arrangements and the risk management process including identification, analysis, 
evaluation and approval of the risk appetite.   

240. The accountability arrangements for risk management in 2017/18 involved the 
following: 

a) the Board of Directors has overall responsibility for ensuring robust systems 
of internal control, encouraging a culture of risk management, routinely 
considering risks and defining its appetite for risk;  

b) the Executive Committee, the Performance, Investment & Finance Committee 
and the Quality Assurance Committee undertake the detailed scrutiny of 
those risks that fall within their terms of reference on behalf of the Board of 
Directors, recommending new or revised risks to the Board as appropriate;  

c) the Audit Committee on behalf of the Board of Directors ensures that the 
Trust’s risk management systems and processes are robust;  

d) the Risk Management Group, although accountable to the Executive 
Committee,  reports and advises all Board Committees on potential / existing 
strategically significant risks, as well as liaising with the Operational 
Management Boards to ensure the consistency of risk reporting and also 
overseeing the Trust’s Risk Register;  

e) the Chief Executive, as the Trust’s Accountable Officer, has overall 
responsibility for the risks management processes and Risk Management 
Strategy;  

f) the Lead Executive Director, the Executive Director of Nursing )from April 
2017 to February 2018) then the Medical Director (from March 2018), has 
responsibility, on behalf of the Chief Executive, for managing the Trust’s risk 
management processes; 

g) each member of the Executive Team has responsibility for the identification 
and management of risks within their executive portfolios;   

h) the Executive Director of Finance (Deputy Chief Executive) has responsibility 
for ensuring that the Trust had sound financial arrangements that were 
controlled and monitored through financial regulations and policies; 

i) the Deputy Director of Nursing, as Director for the Prevention and Control of 
Infection (DIPC), is accountable for the management and prevention of health 
care associated infection; 
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j) the Deputy Director of Nursing and Quality is the Nominated Individual with 
the Care Quality Commission (CQC); 

k) the Executive Director of Nursing is accountable for CQC registration. 

241. The Board Assurance Framework and Risk Register have been regularly scrutinised 
and reviewed through the Trust’s governance structure and have been subject to 
various internal and external reviews. The Trust’s strategic intentions, policies, 
procedures, Board Assurance Framework and supporting documentation are openly 
accessible via the Mersey Care website to internal and external stakeholders for 
comment, scrutiny and reference. 

Training  

242. Trust policies are available on the Trust’s intranet and internet and relevant staff are 
encouraged to participate in the consultation of new and updated policies.  Newly 
approved policies are published through a network of policy leads and also in the 
monthly briefing issued to staff.   

243. To ensure that the Trust’s approach to risk management is successfully implemented 
and maintained, staff of all levels, are appropriately trained in key elements of risk 
management. All staff are required to regularly update their knowledge and skills and 
maintain their personal awareness of their responsibilities for risk management via an 
on-going training programme which includes adverse incidents, Health and Safety, 
Fire Safety, Infection Control and Prevention, Safeguarding Children and Vulnerable 
Adults, Information Governance, Moving and Handling, Conflict Resolution, 
Complaints Handing, Care, Suicide Prevention, Fraud Awareness, and Equality and 
Diversity. This training is mandatory for all staff and is identified via a training needs 
analysis that is reflected in the Trust’s Induction and Mandatory Training Policy. 

244. All new employees of the Trust are required to attend a corporate induction 
programme that covers key aspects of risk management. In addition, to ensure a 
consistent approach to root cause analysis and investigation focussed training 
sessions are provided to relevant members of staff. Emergency resilience training is 
also delivered to all senior managers who undertake on call duties and table top 
exercises are conducted to test robustness of the Trust’s Major Incident Plan. 

245. Compliance with mandatory training is reported to the Board of Directors (in addition 
to the Executive Committee and Performance Investment and Finance Committee) 
on a bi-monthly basis and monthly reports informing managers of staff who require 
update training are sent to all Divisional and Departmental Managers. 

246. Staff across the organisation that have a key role in respect of risk assessment and 
management have attended bespoke, externally facilitated training sessions in the 
reporting period which focused on the identification, assessment, mitigation and 
reporting of risk.  

247. To further encourage a positive safety culture and to ensure learning, the Trust’s 
internal weekly newsletter, ‘Your News’, features regular articles on the learning 
arising from the analysis of claims, incidents and complaints. The newsletter also 
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features regular articles highlighting key risk management areas and promoting the 
update training that staff are required to complete. In addition, the Trust regularly 
holds Oxford Model ‘Dare to Share’ events which focus on the learning from specific 
incidents across divisions.  

248. The Risk Management Group have been subject to bespoke, externally led training 
on risk management processes and are champions for risk management across the 
organisation, ensuring consistent risk management approaches are utilised.  

249. The Trust also delivers additional risk management training and development to the 
Board members (both Executive and Non-Executive Directors), both internally and 
externally facilitated.  

THE RISK AND CONTROL FRAMEWORK  

The Risk Management Framework   

250. The development of effective risk management across the organisation is 
underpinned by clear processes and procedures which include: 

a) overarching strategic aims for risk management; 

b) the Trust’s Risk Management Strategy; 

c) the Trust’s Risk Management Policy; 

d) organisational risk management objectives; 

e) the organisational process for risk identification and analysis; 

f) a definition of significant risk and acceptable risk within the organisation; 

g) organisational risk management structures; 

h) the development and application of risk registers within the organisation; 

i) incident reporting; 

j) the accountability and responsibility arrangements for risk management; 

k) the Board Assurance Framework. 

251. Throughout the reporting period the Executive Committee, Performance, Investment 
and Finance Committee, Quality Assurance Committee and the Audit Committee 
were the Board’s overarching committees responsible for scrutinising the 
arrangements in place for managing risk. These committees are supported by the 
following sub-committees / groups: 

a) Remuneration and Terms of Reference Committee; 

b) Mental Health Act Managers Sub-committee; 

c) Operational Management Boards;  
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d) Health & Safety Sub-committee; 

e) Infection Control Sub-committee; 

f) Mortality Committee; 

g) Drugs & Therapeutics Sub-committee; 

h) Digital Board; 

i) Joint Information Governance, SIRO & Caldicott Sub-committee; 

j) Safeguarding Group; 

k) Risk Management Group; 

l) Weekly Divisional Surveillance Group meetings; 

m) Weekly Executive Safety Huddle surveillance meetings.  

Risk Management Strategy  

252. The Trust’s Risk Management Strategy provides a framework for managing risk 
within the Trust and outlined the objectives of risk management; the structure in 
place to support the management of risk across the organisations; and the systems 
and processes to ensure identification, management and control of risk. The current 
Risk Management Strategy includes a number of key components and changes, 
including: 

a) a clear commitment of the Board of Directors in respect of risk management, 
including a plan to achieve this over the next 2 years; 

b) a system of risk classification and risk stratification that makes clear who and 
where risks are to be escalated and reviewed; 

c) the Trust’s appetite for risk , which is reviewed by the Board of Directors on 
an annual basis; 

d) a single Trust-wide Risk Register, 

e) a combined risk report and Board Assurance Framework; 

f) a process to moderate and standardised the approach to assessing risk 
(coordinated by the Risk Management Group); 

g) the requirement for all risks to have three risks scores – an initial score, a 
current score and a target risk score; 

h) greater alignment between risk identification and quality improvement; 

i) greater alignment between risks and the assurance in respect of the controls / 
mitigation that has been put in place. 
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253. Mersey Care NHS Foundation Trust recognises the need for significant and robust 
focus on the identification and management of risks and therefore places risk within 
an integral part of our overall approach to quality. Therefore, risk management is an 
explicit process in every activity the Trust and its employees take part in. 

254. The Director of Patient Safety who has overall operational responsibility for risk 
management, is responsible for implementing the effective systems and processes of 
risk management across the organisation, the identification, management and 
monitoring of risks; providing reports, information and training as appropriate. As well 
as the Executive Team and Non-Executive Directors, managers and individual staff 
members are responsible for ensuring that they engage with risk management 
objectives in order to ensure that their clinical and managerial responsibilities for risk 
management are met. 

255. All members of the Executive Team and managers are responsible for ensuring that 
within their designated area(s) and scope of responsibility: 

a) there are appropriate and effective risk management processes in place and 
that all staff are made aware of the risks within their work environment and of 
their personal responsibilities; 

b) there are effective systems in place for the identification, control, monitoring 
and review of risks and that risks are evaluated using the Trust framework for  
the grading of risks and that the appropriate level of management action is 
initiated and completed appropriately; 

c) they, and all their staff, receive the necessary information, instruction and 
training to enable them to work safely and comply with appropriate Trust 
procedures, including incident reporting, risk assessments, fire arrangements 
and all health and safety procedures; 

d) staff are identified and released to attend mandatory training and other 
appropriate training, adequate attendance records are kept and non-
attendance is monitored and followed up; 

e) staff know and understand their responsibilities and duties under the Trust 
health and safety policy and have appropriate arrangements to ensure that 
these are met. 

256. Each Division has governance arrangements in place and a local governance lead is 
responsible for implementing the corporate risk management processes locally and 
in addition facilitating the sharing of best practice co-ordinated by the relevant 
Operational Management Board. 

257. Embedding risk management as a core activity within the organisation is achieved 
through many systems and processes. 2017/18 has seen: 

a) a full review of the Board Assurance Framework, along with continued 
development of the systems and processes that support its production; 

b) review of the Board’s risk appetite; 
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c) review of the Risk Management Strategy to take account of the creation of the 
South Sefton Community Services Division from 1 June 2017; 

d) continued development of the Risk Management Group, as a sub-committee 
of the Executive Committee, to undertake additional analysis of strategic risk, 
to develop mitigation plans and ensure in-depth reviews of key risks; 

e) provision of bespoke risk training to key staff across the organisations;  

f) continued development and scrutiny of risks within the Clinical Divisions; 

g) maintenance of compliance with the Care Quality Commission’s Fundamental 
Standards, supported by Quality Review Visits and Board Assurance Visits, to 
further support compliance; 

h) the annual review and updating of the Trust’s Anti Fraud, Corruption and 
Bribery Policy and Response Plan; 

i) continued development of organisational policies, including implementation of 
the new policy template; 

j) continued registration, without improvement conditions, from the Care Quality 
Commission. 

258. The development of the Board Assurance Framework has enabled the organisation 
to systematically identify, record and action the key risks faced by the organisation in 
relation to the achievement of our overarching strategic aims. An opinion on the 
assurance framework has been provided by Mersey Internal Audit Agency. The 
opinion (review) states that: 

“The organisation’s Assurance Framework meets the NHS 
requirements, is visibly used by the Board and reflects the risks 
discussed by the Board”.  

Risk Appetite 

259. Risk Appetite is the level at which the Board of Directors determines whether an 
individual risk, or a specific category of risks, is deemed acceptable or unacceptable 
based upon the circumstances / situation facing the Trust.  This determination may 
well impact on the prioritisation of resources necessary to mitigate or reduce the 
impact of a particular risk and / or the time the timeframe required to mitigate a risk. 
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260. The Board of Directors reconsidered its appetite for risk at its board meeting in 
January 2017 and approved the following statement. 

Mersey Care NHS Foundation Trust recognises that its long term sustainability 
depends upon the delivery of its strategic objectives and its relationships with its 
patients, staff the public and strategic partners. As such, Mersey Care will not accept 
risks that materially provide a negative impact on patient safety.  
However Mersey Care has a greater appetite to take considered risks in terms of their 
impact on organisational issues. Mersey Care has greatest appetite to pursue 
innovation and challenge current working practices and reputational risk in terms of its 
willingness to take opportunities where positive gains can be anticipated, within the 
constraints of the regulatory environment.  
Further detail on the statement is provided below.  The risk appetite is shown in BOLD 
text    

Compliance and 
Regulatory  

• There is a LOW risk appetite for risk, which may compromise 
the Trust’s compliance with its statutory duties and regulatory 
requirements.  

Financial 
 

• Mersey Care has a LOW risk appetite to financial risk in respect 
of meeting its statutory duties. 

• Mersey Care has a MODERATE appetite for risk to support 
investments for return and minimise the possibility of financial 
loss by managing associated risks to a tolerable level.  

• Mersey Care has a MODERATE appetite for investments which 
may grow the size of the organisation  

Quality, 
Innovation and 
Outcomes 
 

• Mersey Care has NO appetite for risk that compromises patient 
safety.  

• Mersey Care has a LOW risk appetite for risk that may 
compromise the delivery of outcomes, that does not comprise 
the quality of care  

• Mersey Care has a SIGNIFICANT risk appetite to innovation 
that does not compromise the quality of care.  

Reputation • Mersey Care has a LOW risk appetite for actions and decisions 
that whilst taken in the interest of ensuring quality and 
sustainability of the patient in our care may affect the reputation 
of the organisation.  

 
Risk Assessment  

261. As has been outlined above, although it is recognised that the Trust had robust 
arrangements for the management of risks, the trust’s risk management processes 
have been further reviewed and refined with the adoption of a revised Risk 
Management Strategy, taking account of good practice guidance and external 
reviews. In the reporting period, the Trust has: 
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a) refined the format of its Board Assurance Framework which is reviewed and 
approved every two months by the Board of Directors taking account of the 
views of the Executive Committee, the Performance, Investment and Finance 
Committee and the Quality Assurance Committee; 

b) further embedded a single Trust-wide Risk Register and reporting system; 

c) fundamentally reviewed and integrated the risks identified within the new 
South Sefton Community Services Division following the transfer of South 
Sefton’s physical community health services from Liverpool Community 
Health NHS Trust on 1 June 2017; 

d) embedded the refined role of Board Committees in overseeing and 
considering different categories of risk, making recommendation to the Board 
of Directors as appropriate as to whether strategically significant risks should 
be added, revised or removed.  All strategically significant risks are 
categorised as shown below, with particular Board Committee’s taking the 
lead in reviewing these risks: 

i) compliance / regulatory risks (Executive Committee), 

ii) financial risks (Performance, Investment and Finance Committee), 

iii) innovation / quality / outcomes risks (Quality Assurance Committee), 

iv) reputation risks (Executive Committee); 

e) clarified the escalation process for risks from wards / teams to the Board, 
including via the Trust’s surveillance processes; 

f) embedded the arrangements for the Risk Management Group, chaired by the 
Director of Patient Safety, with senior representatives from every division 
whose role is to: 

i) oversee the Trust’s Risk Register (advising on the completeness and 
standardisation of risks, their controls, mitigation, action plans and 
assurance through the Trust’s governance systems) and ensures the risks 
recorded take account of the Risk Appetite,  

ii) take account of the Risk Register, to advise the Board of Directors (via the 
Board Committees) on the strategically significant risks for inclusion, 
update or removal on the Trust’s Board Assurance Framework (taking 
account of the Risk Appetite); 

iii) liaise with the Operational Management Boards on the standardisation of 
risk descriptions and risk scores an the robustness of the controls to 
mitigate those risks included in the Trust’s Risk Register (and Board 
Assurance Framework)  

iv) assist the Executive Director of Nursing (from March 2018 the Medical 
Director) on providing assurance to Audit Committee on the robustness of 
the Trust’s risk management processes; 
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g) ensuring that all risks include: 
i) an initial, current and target risk rating score 
ii) the date the risk was added and a date when it will be reviewed 
iii) an Action Lead, Accountable Manager and Executive Owner so as to 

ensure clear ownership; 

262. The on-going enhancement to the Trust’s risk management processes means that 
the Trust now has a more dynamic approach to risk management, which is reflected 
in the risks escalated to the Board of Directors and Board Committees to be 
considered as strategically significant risks by the Risk Management Group.  

 
Figure 4: Risk Escalation Process (from June 2017) 

Strategically Significant Risks in 2017/18 

263. On an annual basis, as part of the Trust’s risk management process, the strategically 
significant risks facing the Trust are comprehensively reviewed, also taking into 
account the Trust’s risk appetite statement.  A revised and updated Board Assurance 
Framework was approved by the Board of Directors in May 2017 and a revised 
version was considered in July 2017 following the creation of the South Sefton 
Community Services Division in June 2017. 

264. As the approach to risk management is dynamic, it is not uncommon for risks to be 
regarded as strategically significant for a short time, which means that strategically 
significant risks may be included in the Board Assurance Framework at the request 
of an Executive Director outside of the normal Board / Board Committee reporting 
cycles.  

265. Table 15 below highlights the strategically significant risks the Board considered in 
March 2018, listed against the Trust’s four main strategic objectives. 
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Table 15: Board Assurance Framework (March 2018) 
If the new corporate services strategy and operational model are not 
produced based on the Carter Review recommendations, then 
corporate services may not be fit for purpose and corporate CIPs may 
not be delivered. (Strategy Objective – Our Services) 

Executive Lead: 
Executive Director 
of Workforce 

Risk Type Current Risk Scores Target Risk Scores 
Impact Likelihood Score Impact Likelihood Score 

Finance 4 3 12 4 2 8 

If the Trust fails to develop a workforce model that is aligned to the 
clinical delivery model, which takes into account the available workforce 
supply and existing gaps, then the safety, responsiveness and quality 
of the care provided may be compromised. (Strategy Objective – Our 
People) 

Executive Lead: 
Executive Director 
of Workforce 

Risk Type Current Risk Scores Target Risk Scores 
Impact Likelihood Score Impact Likelihood Score 

Quality 4 3 12 4 2 8 

If the measures used to provide assurance for performance are not 
valid and reliable then the delivery of high quality care may not be 
evidenced, resulting in poor decision making, inefficient management 
and planning and complications with commissioning and partnership 
working. (Strategy Objective – Our People) 

Executive Lead: 
Executive Director 
of Nursing  

Risk Type Current Risk Scores Target Risk Scores 
Impact Likelihood Score Impact Likelihood Score 

Quality 3 3 9 2 2 4 

 
 

 
If the organisation’s strategic options are not progressed in partnership 
with appropriate other organisations, and then opportunities for 
improvement and future growth may be lost. (Strategy Objective – Our 
Future) 

Executive Lead: 
Director of 
Strategy 

Risk Type Current Risk Scores Target Risk Scores 
Impact Likelihood Score Impact Likelihood Score 

Reput-
ational 3 3 9 3 1 3 

If the Global Digital Exemplar programme is not implemented 
effectively, then the Trust may face financial and reputational 
consequences and opportunities to improve care and treatment may be 
lost. (Strategy Objective – Our Resources) 

Executive Lead: 
Medical Director 

Risk Type Current Risk Scores Target Risk Scores 
Impact Likelihood Score Impact Likelihood Score 

Reputation
al 3 3 9 3 2 6 

If the Trust does not implement the transformation programmes for 
clinical services timely and effectively, then the quality of services may 
be negatively affected including a potential increased use of Out of 
Area Treatments. (Strategy Objective – Our Services) 
 
 

 
Executive Lead: 

Executive Director 
of Operations  
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Risk Type Current Risk Scores Target Risk Scores 
Impact Likelihood Score Impact Likelihood Score 

Quality; 
Finance 4 2 8 4 1 4 

If the organisation’s estates strategy is not implemented appropriately, 
then the delivery of perfect care and transformation programmes may 
not be effectively supported, resulting in quality of care not improving 
and financial implications for the Trust. (Strategy Objective – Our 
Services) 

Executive Lead: 
Executive Director 
of Communications 
& Corporate 
Governance  

Risk Type Current Risk Scores Target Risk Scores 
Impact Likelihood Score Impact Likelihood Score 

Quality; 
Finance 4 2 8 4 1 4 

If the organisation does not successfully operationalise South Sefton 
Community Services, then mental health and primary care may fail to 
integrate, resulting in the Trust not meeting its deliverables for the 
improvement of quality of care and performance. (Strategy Objective – 
Our Services) 

Executive Lead: 
Executive Director 
of Nursing 

Risk Type Current Risk Scores Target Risk Scores 
Impact Likelihood Score Impact Likelihood Score 

Quality 4 2 8 4 1 4 

If the organisation’s financial activity and workforce plans are not 
consistent with Sustainability and Transformation Plans, then 
partnerships may be compromised, resulting in negative financial 
implications for the Trust and uncertain future growth. (Strategy 
Objective – Our Future) 

Executive Lead: 
Director of 
Strategy 

Risk Type Current Risk Scores Target Risk Scores 
Impact Likelihood Score Impact Likelihood Score 

Finance 4 2 8 4 1 4 

If the Life Rooms model is not implemented fully, then increased 
pressures may be put on services in the form of bed occupancy, 
increased community attendance with lower recovery, employment and 
patient satisfaction rates. (Strategy Objective – Our Services) 

Executive Lead: 
Executive Director 
of  Communications 
and Corporate 
Governance 

Risk Type Current Risk Scores Target Risk Scores 
Impact Likelihood Score Impact Likelihood Score 

Quality; 
Reput-
ational 

3 2 6 3 1 3 

Risk that the TCPs and Mersey Care are unable to agree an 
appropriate model for CCG-commissioned inpatient beds (Strategy 
Objective – Our Future) 

Executive Lead: 
Executive Director  
of  Operations  

Risk Type Current Risk Scores Target Risk Scores 
Impact Likelihood Score Impact Likelihood Score 

Quality 4 5 20 4 2 8 

If there is insufficient clinic appointments to meet demand than service 
users may fail to receive an appointment within the specified timeframe 
which could result in a deterioration in their mental health (Strategy 
Objective – Our People) 
 
 

Executive Lead: 
Executive Director 
of  Operations 
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266. All risks are monitored and managed throughout the year through a series of well-
embedded arrangements including: 

a) monthly scrutiny of risks through the Risk Management Group, which report 
to the Executive Committee; 

Risk Type Current Risk Scores Target Risk Scores 
Impact Likelihood Score Impact Likelihood Score 

Quality 4 4 16  1 4 

If there are long term Consultant Psychiatrist vacancies within the Local 
Division then there is a risk that the quality and safety of care is being 
compromised (Strategy Objective – Our People) 

Executive Lead: 
Medical Director 

Risk Type Current Risk Scores Target Risk Scores 
Impact Likelihood Score Impact Likelihood Score 

Quality/ 
Reput-
ational 

4 4 16 3 3 9 

If service users are not adhering to the Trust’s Smoke Free Policy then 
there is an increased risk of fires occurring (Strategy Objective – Our 
Resources) 

Executive Lead: 
Executive Director 
of Operations 

Risk Type Current Risk Scores Target Risk Scores 
Impact Likelihood Score Impact Likelihood Score 

Quality/ 
Regulatory 5 4 20 4 1 4 

If improvements are not made to Park Lodge environment then there is 
a risk of breaches in Safety Regulations, increases in health related, 
security and safety incidents, reduction in staff morale, service users 
experience and damage to reputation (Strategy Objective – Our 
Resources) 

Executive Lead: 
Executive Director 
of Operations 

Risk Type Current Risk Scores Target Risk Scores 
Impact Likelihood Score Impact Likelihood Score 

Quality/ 
Reput-
ational 

4 4 16 4 1 4 

There is a Risk that the target number of transfers of Service Users on 
the Whalley site into community care programmes is not possible to 
achieve, in time required, leading to an inability to close the site 
resulting in additional costs for the Trust. (Strategy Objective – Our 
Resources) 

Executive Lead: 
Executive Director 
of Operations 

Risk Type Current Risk Scores Target Risk Scores 
Impact Likelihood Score Impact Likelihood Score 

Regulatory 4 4 16 4 1 4 

There is an increasing trend in the reporting of Community Acquired, 
Avoidable pressure ulcers across the Division due to identified hot 
spots within community services where further training, awareness and 
timely intervention is required. (Strategy Objective – Our Services) 

Executive Lead: 
Executive Director 
of Nursing 

Risk Type Current Risk Scores Target Risk Scores 
Impact Likelihood Score Impact Likelihood Score 

Quality 4 4 16 4 2 8 
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b) regular scrutiny and challenge of relevant risks by the appropriate Board 
Committee;  

c) Board of Directors’ scrutiny, on a bi-monthly basis, of the Board Assurance 
Framework;  

d) regular review of each risk by the appropriate Risk Lead to ensure 
appropriateness of scoring, robustness of controls and mitigations and 
addressing of actions and gaps in assurance identified; 

e) full reviews of all strategic risks by the Board of Directors following approval of 
the Annual Operational Plan;  

f) testing of risk controls via the Trust’s Internal Auditors.   

Provider License  

267. This Annual Governance Statement provides an outline of the various structures and 
mechanisms that the Trust has in place to maintain a sound system of governance 
and internal control, amongst other things, to meet the requirement of the Foundation 
Trust License Condition 4 (FT Governance). It takes assurance from these structures 
and its various committees as well as feedback from internal and external audit and 
other internal and external stakeholders regarding the robustness of these 
governance structures. The Trust monitors compliance with the Provider License 
through a range of mechanisms, including: 

a) monthly monitoring through the Trust’s Board-level performance report (until 
January 2018 this was the Care at a Glance report, which has now been 
replaced by the Executive Performance Report) 

b) requirements that all Board of Directors, Board Committee and sub-
committee reports include details of any impact on the Trust’s Provider 
Licence;  

c) seeking of legal advice in respect of business development opportunities, 
including mergers and acquisitions, to ensure compliance with licence 
conditions.  

268. Following the Monitor assessment process, Mersey Care was authorised as a 
Foundation Trust on 1 May 2016 with no condition places upon its license. The Trust 
was also subject to the NHS Improvement assessment during its acquisition of the 
former Calderstones Partnership NHS Foundation Trust (from 1 June 2016).  The 
Trust has also been subject to an NHS Improvement assessment in respect of the 
transfer of South Sefton physical community services to the Trust (from 1 June 2017) 
and in respect of being identified as the ‘Preferred Acquirer’ to acquire Liverpool 
Community Health NHS Trust (Note – Mersey Care acquired Liverpool Community 
Health with effect from 1 April 2018).  
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Corporate Governance Statement  

269. The Board of Directors, as required under NHS Foundation Trust Condition 4 (8)(b) 
assures itself of the validity of its Corporate Governance Statement. The Board 
considered and approved its Corporate Governance Statement for 2016/17 at its 
Board meeting in May 2017.  As part of NHS Improvement’s assessment of the 
Trust’s bid to acquire Liverpool Community Health NHS Trust a Revised Corporate 
Governance Statement, based on the 2016/17 Statement, was approved by the 
Board at its meeting in March 2018.  The Board of Directors will consider its 
Corporate Governance Statement for 2017/18 at its meeting in May 2018. In doing 
so, the Board ensured that the declarations being made could be supported with 
evidence.   

270. In the course of approving the Corporate Governance Statement, the Board has had 
regard for a series of supporting evidence, in addition to details of the risks and 
mitigations to each statement made. 

QUALITY GOVERNANCE 

271. In March 2015 the Board of Directors approved the Trust’s Framework for the 
Governance of Quality. The Framework was developed to ensure: 

a) standards are clearly articulated; 

b) accountability for the delivery of those standards is clear; 

c) structures, processes and measures are in place that ensure quality concerns 
can be identified and addressed promptly. 

272. The Surveillance process has been identified by a number of organisations as 
exemplar of good practice and was further developed in May 2016. A revised ‘Clinical 
Governance and Quality Review Process’ was reported to the Quality Assurance 
Committee in September 2017 to further improve the robustness of the Trust’s 
arrangements for governing quality. The surveillance process is outlined in Figure 5 
below. 
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Figure 5: Clinical Governance & Quality Review Process 

273. This provides mechanism to regularly and routinely monitor compliance with Care 
Quality Committee requirements including: 

a) a process where a key set of data and intelligence relating to the Trust’s 
quality strategy and the CQC Fundamental Standards is reviewed at a weekly 
surveillance meeting; 

b) the Well Led domain is included in the Framework to reflect the importance of 
leadership in quality and the need to provide assurance of compliance with 
the CQC Fundamental Standards; 

c) the Quality Surveillance process is supported by a Quality Dashboard which 
provides ‘live’ data pertaining to the ‘our services’ aspects of the Trust’s 
Strategy. This is strongly aligned to the CQC Well Led domain and provides 
evidence of CQC compliance;  

274. The Trust is fully compliant with the registration requirements of the Care Quality 
Commission.  

275. A Programme of Clinical Audit and Improvement was in place for 2017/18 outlining 
the key quality areas of focus and implementation of this Programme was overseen 
by the Quality Assurance Committee and Audit Committee in line with their terms of 
reference.   Key areas of focus for audit and improvement during this period were: 

a) Nationally-led audits;  

b) Fundamental/ Regulatory Standards; 
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c) Perfect Care and Quality Account Priorities; 

d) Divisional quality priorities (including NICE guidance); 

e) National Clinical Audit Patients Outcomes Programme (NCAPOP); 

f) Participation in National Accreditation Schemes;  

g) Clinical and student led audits. 

276. Assurance on the performance against the programme has been provided to the 
Quality Assurance Committee through the year.   

277. The Board of Directors receives information pertaining to all serious untoward 
incidents through the Quality Report, with more detailed scrutiny undertaken by the 
Quality Assurance Committee on behalf of the Board of Directors.  In addition the 
Board receives, in full, all internal and external independent investigations reports 
into serious incidents, together with actions plans which outline how lessons are 
learnt and appropriate controls are either refreshed or put in place to prevent / reduce 
the possibility of reoccurrence.  Assurance on the delivery of these action plans is 
overseen by the Quality Assurance Committee on behalf of the Board of Directors. 

278. Following the publication in December 2015 of the independent review 
commissioned by NHS England from Mazars into the quality of processes for 
investigating and reporting patient deaths in mental health and learning disability 
services at Southern Health NHS Foundation Trust, the Trust commissioned a report 
from Mersey Internal Audit Agency into Mersey Care’s structure and systems for 
investigating the deaths of service users in order to provide the Board with 
independent assurance.  Members of the Executive Team have also met with 
representatives from Mazars to facilitate greater learning of the issues raised in their 
report. In light of the National Guidance on Learning from Deaths (published by the 
National Quality Board in March 2017) a Mortality Review Team was established in 
the early part of 2017/18 and a Mortality Review Panel meets on a weekly basis.  In 
September 2017 the Trust has approved a Learning from Deaths Policy (SA45) and 
identified a Non-Executive Director lead for Learning from Deaths (Gaynor Hales).  
Mortality data is provided to the Quality Assurance Committee and Board of Directors 
every six months and mortality data has been included in this year’s Annual report 

279. It is recognised that good quality information is vital to enable individual staff and the 
organisation to evidence they are delivering high quality/perfect care that supports 
people on their recovery journey, and to reach their goals and aspirations whilst 
keeping themselves and others safe. It also enables the efficient management of 
services, service planning, performance management, business planning, 
commissioning and partnership working. The Trust assures the quality of data though 
a series of mechanisms: 

280. The Policy and Procedure for Information Governance Policy (IT12) provides the 
framework through which the Trust ensures that information (both clinical and 
management) is efficiently managed to meet current legislation. This includes 
reference to data quality in terms of accurate and reliable recording; 
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281. The Corporate Data Quality Policy (IT11) defines a series of data quality standards 
for inputs to the Trust’s clinical information systems. Compliance with these 
standards is routinely monitored by the data quality steering group (reporting to the 
Information Governance Committee) through data analysis and audits; 

282. The Performance Indicator Kite-Marking Policy (SA41) defines the policy and 
procedure for implementation of the performance indicator kite-mark which is 
published alongside all indicators featuring Trust’s performance reports; 

283. Data completeness indicators within the Trust’s performance assurance framework 
e.g. NHS number, GP, Date of Birth. These are reported upon via the Trust and 
divisional performance reports, usually by exception. 

284. The Trust agrees a Data Quality Improvement Plan with commissioners on an annual 
basis. Implementation of this is monitored via contract management arrangements 
and includes arrangements for agreeing amendments to contract key performance 
indicator methodology in year (if required); 

285. Ad-hoc audits / analysis are carried out to provide assurance of good data quality 
and / or identify opportunities for improvement The findings of such pieces of work 
are shared with the Audit Committee as required; 

286. Internal and external audit are commissioned to undertake audits that assess the 
quality of data used for internal and external performance reporting e.g. kite-mark 
indicator testing by Mersey Internal Audit, quality account indicator testing by external 
auditors. The findings from internal and external audit are received by the Audit 
Committee along with any actions agreed and the Committee oversees the 
implementation of such actions.  

287. The Trust’s Board performance report (Care at a Glance / Executive Performance 
Report) includes a kite mark against all key performance indicators so as to allow the 
Board of Directors to be assured of data quality. This report is scrutinised in detail at 
the Performance, Investment and Finance Committee.  

288. Mersey Care is subject to monitoring against waiting time and other access targets. 
These relate to Referral to Treatment (RTT) indicators in relation to its Improving 
Access to Psychological Therapies (IAPT) service (known locally as Talk Liverpool) 
and the Early Intervention in Psychosis indicators.   

EMBEDDING RISK MANAGEMENT  

289. Risk management is embedded within the organisation as is reflected in evidence of 
appropriate escalation of risk at all levels.   

290. In December 2016 the Trust launched the development of a Learning and Just 
Culture in response to feedback received by staff members which aims to aid the 
confident use of the incident reporting and courage both accountability and learning.  
Learning and Just Culture Ambassadors have been identified across the organisation 
and meet regularly to oversee this initiative.  
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291. Every day in the NHS we expect our staff to deliver high quality, effective care within 
ever trying conditions. It is acknowledged that staff should expect a compassionate 
response when things go wrong. The development of a Learning and Just Culture is 
a quality priority for the Trust for 2018/19 and therefore is reflected in our 2017/18 
Quality Report. 

292. The Trust has a performance management system that measures performance 
monthly against the Trust’s key strategic objectives, which ensures that the risk 
management processes are embedded. Alongside these reports and the regular 
quality reports, the Trust also produces regular comprehensive risk reports.  

293. Control measures are in place to ensure that all the Trust’s obligations under 
equality, diversity and human rights legislation are complied with. In line with equality 
legislation, all public organisations must declare their compliance with the General 
and Specific Duties of the Public Sector Equality Duty (PSED) on an annual basis. 
The specific duties require public bodies to publish relevant, proportionate 
information demonstrating their compliance with the Equality Duty; and to set 
themselves specific, measurable equality objectives. 

294. All NHS organisations must undertake a self assessment of current performance 
against the criteria stated in the National Equality Delivery System (EDS) on an 
annual basis and prepare and publish at least one equality objective from each of the 
four EDS Goals. Throughout 2017/18 the Trust continued to work with Healthwatch 
organisations and community organisations to monitor the Trust’s activity within the 
EDS framework. The Trust reviewed its EDS assessment in 2016/17 and established 
priorities for 2017/18.  Progress against the Trust’s EDS Action Plan and Equality 
Objectives is monitored by the Equality and Human Rights Committee (chaired by a 
Non-Executive Director) and overseen by the Executive Committee through receipt of 
chairs report and minutes.  

295. Equality Impact Assessments are integrated into core business. All Trust-wide 
policies and procedures must be subject to the equality and human rights analysis 
prior to approval, publication and implementation and for any service implementation 
and re-design. In addition, where available, quality data is reported by protected 
characteristic to allow identification and scrutiny of any equality issues.  

PUBLIC STAKEHOLDERS INVOLVEMENT IN MANAGING RISKS 

296. The Trust continually seeks to improve its risk management arrangements and Board 
Assurance Framework and further develop mitigations in order to assess the 
potential risks that threaten the achievement of the Trust’s strategic objectives. 

297. The organisation is involved with a multitude of partners including Clinical 
Commissioning Groups, Social Services, Education, Police, Prisons and the 
voluntary sector. The Executive Team and senior managers work closely with the 
above partners, to provide a local integrated service to our public and stakeholders. 

298. In 2017/18 these arrangements have been enhanced by the development of the 
Cheshire and Merseyside Sustainability and Transformation Plan and more 
specifically the work the Trust is doing with other mental health providers across 
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Cheshire and Merseyside (i.e., Cheshire & Wirral Partnership NHS Foundation Trust 
and North West Boroughs Healthcare NHS Foundation Trust). 

299. The key ways in which public stakeholders are involved in managing risks which 
impact on them include: 

a) the Council of Governors at quarterly meetings take the opportunity to hold 
the Board of Directors to account on its performance, including quality and 
risk; 

b) the Trust’s commitment to the commissioners, Chief Officer and Chief 
Executive meetings and consultation as required with the Overview and 
Scrutiny Committees and Healthwatch; 

c) consultation for the Quality Report involves key stakeholders, and this is 
evidenced in our inclusion of their feedback 

d) consultation with key stakeholders regarding key change programmes, 
service development and capital schemes 

e) Executive Team, senior management and clinician involvement in the 
Sustainability and Transformation Plan and associated meetings.    

300. The Trust recognises that risk management is a two way process between 
healthcare providers across the health economy. Issues raised through the Trust’s 
risk management processes that impact on partner organisations would be discussed 
in the appropriate forum, so that action can be agreed. 

301. There is service user and carer representation on a wide range of key committees in 
the Trust, including representation on the Quality Assurance Committee, 
Performance, Investment and Finance Committee, Audit Committee, Operational 
Management Board in addition to representation in Quality Review Visits and Patient 
Environment Action Team (PEAT) visits. 

302. More recently in 2018 the Chief Executive now chairs the Liverpool Provider Alliance, 
a meeting that brings together representatives from NHS providers in Liverpool 
together with local GPs, social care colleagues from Liverpool City Council and 
representatives of the voluntary sector to address the integration of health and social 
care across the Liverpool.  The Chief Executive also chairs the South Sefton 
Strategic Partnership Board which bring together NHS providers, local GPs, Sefton 
Council and NHS South Sefton Clinical Commissioning Group to look at areas of 
mutual interest since the Trust established the South Sefton Community Services 
Divisions in June 2017.  The Trust also a member of the Strategic Partnership Board, 
chaired by NHS England and with representatives from Clinical Commissioning 
Groups across Lancashire and Greater Manchester, which is look at the future of 
Learning Disability Services at the Trust’s Whalley site. 

303. The Trust is subject to quarterly Quality Review Visits with NHS Improvement 
throughout the year, the process includes a formal letter outlining the conclusion and 
required actions from NHS Improvement in respect of the issues raised at these 
meetings.  As part of the bidding and implementation processes to acquire both the 
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South Sefton and Liverpool community services from Liverpool Community Health 
NHS Trust, the Trust has met weekly with representatives from NHS Improvement, 
and through the NHS Improvement chaired Transaction Board, with other key 
stakeholders (including the local authority and the Clinical Commissioning Group) to 
ensure the seamless transfer of services to Mersey Care so as to ensure no impact 
to services users. 

304. Although the Trust hosts Informatics Merseyside, the Trust holds regular contract 
performance meeting in respect of the services Informatics Merseyside provides to 
the Trust.  The Trust also holds regular contract performance meetings with its 
payroll supplier (until February 2018 this was NHS Business Services Authority, now 
St Helens & Knowsley Teaching Hospitals NHS Trust). 

305. In addition, the Trust has a Major Incident Plan in place which ensures involvement in 
system-wide emergency planning and business continuity arrangements. 

INFORMATION GOVERNANCE AND DATA SECURITY  

306. The Trust utilises the Information Governance Toolkit to identify and manage 
information risks and reports incidents regularly to the Board of Directors and its 
Committees.  Data Security risks are managed through the risk register as part of a 
comprehensive framework of risk management concerning IM&T and Information 
Governance within the Trust.   

307. The Executive Director of Finance is the Senior Information Risk Officer and the 
Medical Director is both the Caldicott Guardian and the Chief Clinical Information 
Officer.  They are supported in this role by the Interim Chief Information Officer and 
teams.   

308. Specific issues and risks are also raised through the Joint SIRO, Information 
Governance and Caldicott Committee which reports to the Executive Committee, 
which in turn reports to the Board of Directors.  Assurance is also provided through a 
comprehensive programme of internal and external audit which provides assurance 
on the effectiveness of security controls.  Data security risks are further managed 
through close working with the Informatics Merseyside Service, hosted by Mersey 
Care NHS Foundation Trust and through regular Information Security reviews.   

309. The Trust experienced the following issues in respect of nine information governance 
incidents which occurred in 2017/18 and met the Information Commissioners Office 
(ICO) reporting criteria: 

a) an email containing the Virtual Ward Multi-Disciplinary Team review of service 
users and their personal identifiable information was sent to and incorrect 
service provider who reported the incident to the Trust and confirmed its 
deletion.  An investigation was undertaken and the operational process 
reviewed within the Division. Training was provided to the clerks involved in 
the Virtual ward process. The case was closed by the ICO; 

b) the Trust processed a Subject Access Request and provided copy records to 
a service user.  The service user identified that within their records it 
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contained 8 nursing observation sheets relating to another service user.  The 
Trust provided an apology to the recipient, notified the other service user 
verbally and in writing of the incident and unauthorised disclosure. This case 
has been forwarded to NHS Resolution due to solicitors acting on behalf of 
the service user whose information was incorrectly disclosed seeking financial 
compensation.  This case was closed by the ICO; 

c) a list of employees involved in TUPE process was sent to three CCGs 
containing personal identifiable information which should have been redacted.  
The sender identified the error immediately, contacted each CCG and 
requested deletion – email confirmation was received from the CCGs 
confirming deletion of the original email and list.  A new list was provided with 
personal identifiable information removed, 1:1 training was provided to the 
employee who sent the email and list. The case was closed by the ICO; 

d) copies of a deceased service users clinical record were provided to the 
Coroner. It was identified by the partner of the deceased that the copy 
records contained 2 sides of an A4 document incorrectly scanned which 
related to another service user. The Director of Patient Safety contacted the 
Coroner and met with the partner & family of the deceased. The service user 
whose data had been scanned into the incorrect record was notified of the 
incident.  Mersey Internal Audit Agency have been commissioned to 
undertake a “Deep Dive” into scanned documentation within the Trust to 
identify weaknesses in the scanning operational process.  The Trust reported 
the incident to the ICO who closed this incident; 

e) a list of service users due for ward review was sent to an incorrect recipient at 
NHS England in error.  The recipient contacted the Trust to notify them of the 
incident and confirmed the deletion of the list. The Trust conducted 1:1 
training with the member of staff and the matter was reported this incident to 
the ICO.  The Trust is awaiting further contact from the ICO; 

f) a letter was sent from the Local Division to a service user however, it 
contained within the envelope confidential correspondence relating to 5 other 
named service users.  The correspondence had been enveloped up with the 
intention of being sent to a GP but had been incorrectly sent to one of the 
service users. The Trust was notified of the incident by service users family 
and the correspondence was retrieved by a member of staff. The Trust 
contacted other service users involved to notify them of the incident, 1:1 
training was completed with the member of staff.   The Trust reported this 
incident to the ICO and is awaiting further contact from the ICO; 

g) a list was sent to Specialist Commissioners which contained personal 
identifiable information. The Trust was notified of this incident by the 
Commissioner who confirmed its deletion.  The list was resent securely with 
personal identifiable information removed. The Trust conducted 1:1 training 
with the member of staff and the incident was reported to the ICO.  The Trust 
awaits further contact from the ICO; 

Page 101 of 286



h) the Trust was notified by solicitors acting on behalf of a deceased service 
user that the set of copy records contained incorrectly scanned 
documentation. The incorrectly scanned documentation was returned to the 
Trust. The Trust has commissioned Mersey Internal Audit Agency to 
undertake a ”Deep Dive” in respect of the scanning operational process. The 
Trust has reported this incident to the ICO and is awaiting further contact from 
the ICO; 

i) a secure encrypted email which contained a referral letter was sent to 
Cheshire Independent Domestic Violence Advisor (IDVA) instead of Halton 
Independent Domestic Violence Advisor containing sensitive confidential 
information. The Trust was contacted by Cheshire IDVA and advised of the 
incident and that they had forwarded the referral securely onto Halton IDVA. 
The team who sent the encrypted email were notified of the incorrect email 
referral address.  The case has been closed by the ICO. 

310. In respect of these incidents, the Trust undertook appropriate internal investigations, 
including root cause analysis, for each of these incidents. All data loss / data breach 
incidents were reviewed at meetings of the Information Governance & Caldicott Sub-
Committee (which reports to the Executive Committee), with further reviews 
undertaken by the relevant service to provide a full report back to the Senior 
Information Risk Owner. The ICO was satisfied by the action taken by the Trust for 
each of those incidents which have been reviewed, whilst the Trust is awaiting 
contact from the ICO in respect of allocating a case worker for four of these incidents. 

311. The Trust did receive ‘significant assurance’ in respect of the Information 
Governance Toolkit and attained 89% compliance as at 31 March 2018.  

312. In May 2017 the NHS was subject to a widespread cyber attack (ransomware).  
Mersey Care itself was affected by this attack but the Trust also played a key role as 
the host organisation for Informatics Merseyside.  As a result a major incident was 
declared by the Trust on 12 May 2017 and both the Trust and Informatics Merseyside 
initiated their major incident and business continuity plans.  Subsequently NHS 
England declared a major incident across the NHS and both the Trust and 
Informatics Merseyside worked closely with NHS England, NHS Digital and other 
local NHS organisation on its response. The major incident remained in place over 
the weekend and business continuity arrangements were put into place to ensure 
minimal impact and the maintenance of clinical service.  A report was subsequently 
submitted to the Audit Committee and circulated to the Board of Directors in respect 
of the Trust’s response and the lessons learnt. 

313. One of the consequences is that the Audit Committee is now in receipt of regular 
reports so as to provide assurance to the Board of Directors on the adequacy of 
arrangements in place to protect the Trust’s information systems.  This is especially 
important as the Trust hosts Informatics Merseyside which provides IT services too 
many local NHS organisations and represents the Trust on the STP cyber security 
work stream. 

  

Page 102 of 286



NHS PENSION SCHEME  

314. As an employer with staff entitled to membership of the NHS Pension Scheme, 
control measures are in place to ensure all employer obligations contained within the 
Scheme regulations are complied with. This includes ensuring that deductions from 
salary, employer’s contributions and payments into the Scheme are in accordance 
with the Scheme rules, and that member Pension Scheme records are accurately 
updated in accordance with the timescales detailed in the Regulations. 

315. Control measures are in place to ensure that all the organisation’s obligations under 
equality, diversity and human rights legislation are complied with. 

316. The Trust has undertaken risk assessments and Carbon Reduction Delivery Plans 
are in place in accordance with emergency preparedness and civil contingency 
requirements, as based on UKCIP 2009 weather projects, to ensure that this 
organisation’s obligations under the Climate Change Act and the Adaptation 
Reporting requirements are complied with. 

REVIEW OF ECONONY, EFFICIENCY AND EFFECTIVENESS OF THE USE OF 
RESOURCES  

317. The Trust has robust arrangements in place for setting financial objectives and 
targets over the short, medium and long term. These arrangements include: 

a) approval of the Annual Operational Plan by the Board of Directors in line with 
the Trust’s Five Year Strategy; 

b) development and approval by the Board of Directors of an Annual Financial 
Framework; 

c) ensuring the financial plan is affordable; 

d) ensuring the development and delivery of safe cost improvement plan 
requirements;  

e) compliance with the terms of authorisation; 

f) co-ordination of financial objectives with corporate objectives as approved by 
the Board of Directors; 

g) regular reporting to the Board of Directors and Executive Committee on the 
trust’s financial position; 

h) regular reporting to the Performance, Investment and Finance Committee in 
detail on the financial position of the Trust and its divisions. 

318. Annual budgets are approved by the Board of Directors following sign-off by 
delegated budget holders. There is comprehensive reporting (Care at a Glance / 
Executive Performance Report) to every meeting of the Board of Directors on key 
performance indicators, covering quality and safety, finance, activity and human 
resources targets. In addition, this report is scrutinised at every meeting of the 
Performance, Investment and Finance Committee and the Executive Committee. The 
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Performance, Investment and Finance Committee also receive a regular detailed 
report on financial performance which allows detailed scrutiny of financial information 
at a Divisional level as well as delivery of the Trust’s statutory financial duties.  

319. Cost Improvement Plans, whilst developed by divisions in conjunction with the 
Finance Team, are scrutinised by both the Medical Director and Executive Director of 
Nursing to ensure such plans will not impact upon quality or safety, prior to approval 
and implementation. Where concerns regarding the impact of Cost Improvement 
Plans on quality or safety are identified, alternative plans are requested. These plans 
are also reviewed by the Quality Assurance Committee. 

320. Cost pressures are reviewed prior to the commencement of each financial year and a 
prioritisation process applied to determine which pressures can be funded. In 
addition, details of the mitigation plans in place for those pressures which can not be 
funded is reported to the Performance, Investment and Finance Committee. In year 
cost pressures are rigorously reviewed and challenged, and alternatives for avoiding 
cost pressures are always considered. 

321. Value for money is an important component of the internal and external audit plans 
that provides assurance to the Trust regarding processes that are in place to ensure 
effective use of resources.  

ANNUAL QUALITY REPORT  

322. The directors are required under the Health Act 2009 and the National Health Service 
(Quality Accounts) Regulations 2010 (as amended) to prepare Quality Accounts for 
each financial year. NHS Improvement (in exercise of the powers conferred on 
Monitor) has issued guidance to NHS foundation trust boards on the form and 
content of annual Quality Reports which incorporate the above legal requirements in 
the NHS Foundation Trust Reporting Manual.  

323. The annual Quality Report is published as part of the Trust’s Annual Report. The 
Quality Account for 2017/18 has been developed in accordance with national 
guidance with its development being led by the Executive Director of Nursing.  

324. The Council of Governors and other stakeholders are consulted upon the Trust’s 
draft priorities and receive a draft version of the report for comment, with feedback 
reflected within the final version submitted to, and approved by the Board of 
Directors.  

325. The Quality Report represents a balanced view and there are appropriate controls in 
place to ensure the accuracy of the data. The following provides evidence of the 
steps in place to provide this assurance: 

Governance and leadership 

326. The quality priorities within the report have been presented to and monitored by the 
Quality Assurance Committee throughout the year, the minutes and chairs reports of 
which are submitted to the Board of Directors. Delivery of the quality priorities is 
supported through the Perfect Care and Wellbeing Sub-Committee with a nominated 
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lead identified for each area. The Council of Governors and the Audit Committee has 
also received assurance on the Trust’s Quality Report via its External Auditors. The 
Trust has consulted and sought the feedback of the Council of Governors regarding 
the quality priorities for 2018/19. 

Policies and plans 

327. The Trust had put controls in place to ensure the quality of care provided and 
accuracy of data used in the Quality Report. Key policies include, but are not limited 
to: 

a) SA02  Risk Management Strategy 

b) SA02a  Risk Management Policy  

c) SA03  Reporting, Management and Review of Incidents 

d) SA06  Management of Complaints/ Concerns 

e) SA41  Performance Indicator Kite-Marking 

f) IT04  Policy for Records Management 

g) IT10  Confidentiality & Information Sharing  

h) IT11  Data Quality  

328. All data owners and staff have access to all Trust-wide policies, procedures and 
guidance documents.  

Systems and processes 

329. The Trust has robust processes in place to ensure data quality. Data is processed by 
the Business Intelligence Team and reviewed prior to inclusion in the Reports to the 
Board, Quality Assurance Committee and Council of Governors. Data is reviewed 
when presented to Quality Assurance Committee and any queries or concerns are 
fed back to the Performance Team or data owner for a resolution or explanation. 
Data completeness indicators within the Trust’s performance assurance framework 
are reported upon via the Trust and divisional performance reports, by exception.  

330. The Trust agrees a Data Quality Improvement Plan with commissioners on an annual 
basis, implementation of which is monitored via contract management arrangements. 
This will include arrangements for agreeing amendments to contract key 
performance indicator methodology in year (if required). Ad-hoc audits / analysis are 
carried out to provide assurance of good data quality and / or identify opportunities 
for improvement. The findings of such audits are also be shared with the Audit 
Committee as required. Internal and external audit are commissioned to undertake 
audits that assess the quality of data used for internal and external performance 
reporting e.g. kite-mark indicator testing by Mersey Internal Audit, quality account 
indicator testing by external audit (Grant Thornton). The findings from internal and 
external audit are received by the Audit Committee along with any actions agreed.  
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People and skills 

331. The Quality Report has been shared with members of the Perfect Care and 
Wellbeing Sub-committee, the Standing Committee of the Service User & Carer 
Assembly, Executive Team and the Board of Directors to ensure all of the information 
contained within is accurate. To determine the quality improvement priority areas for 
2017/18 the Trust engaged in extensive consultation, this included the Council of 
Governors, internal groups and committees, service users and carers, local 
Healthwatch and commissioners. 

Data use and reporting 

332. The Trust has implemented a performance indicator kite-mark to provide visual 
assurance of the quality of the data reported for the performance indicators included 
in performance reports to the Board of Directors, its Committees and the Clinical 
Divisions. A prioritisation process and schedule for internal audit has been agreed for 
completion of indicator testing. 

REVIEW OF EFFECTIVENESS  

333. As Accounting Officer, I have responsibility for reviewing the effectiveness of the 
system of internal control. My review of the effectiveness of the system of internal 
control is informed by the work of the internal auditors, clinical audit and the 
executive managers and clinical leads within the NHS Foundation Trust who have 
responsibility for the development and maintenance of the internal control framework. 
I have drawn on the content of the Quality Report attached to the Annual Report and 
other performance information available to me. My review is also informed by 
comments made by the external auditors in their management letter and other 
reports. I have been advised on the implications of the results of the effectiveness of 
the system of internal control by the Board of Directors, the Audit Committee, the 
Quality Assurance Committee and a plan to address weaknesses and ensure 
continuous improvement of the system is in place.   

334. The systems of internal control are overseen by the Board of Directors and therefore 
the Board utilises a number of systems to assure itself that the systems are working 
effectively. The formal structure of the Committees reporting through to the Board of 
Directors, are remitted to maintain effective systems and identify and, where 
appropriate, escalate all risks emerging from the business transacted.   

335. The Board of Directors, supported by the Audit Committee, the Executive Committee, 
the Quality Assurance Committee and the Performance, Investment and Finance 
Committee have routinely reviewed the Trust’s system of internal control and 
governance framework. The Executive Committee and the Quality Assurance 
Committee have also regularly reviewed the Trust’s approach to maintaining 
compliance with CQC fundamental standards.  As part of its annual cycles of 
business the Audit Committee receives assurance on the delivery of the Trust’s 
internal and external audit plans.  As with all other Board Committees, it reviews its 
terms of reference annually and self-assesses its performance (a session that is 
facilitated by the Trust’s internal auditors) 
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336. The Audit Committee plays a key role in receiving assurance on the Trust’s systems 
of internal control. The Audit Committee has three Non Executive Director members 
and receives assurance from officers of the trust, the Trust’s internal auditors 
(Mersey Internal Audit Agency) and the Trust’s external auditors appointed by the 
Council of Governors (Grant Thornton).  The Audit Committee meets regularly with 
both the internal and external auditors without officers present.   

337. The Assurance Framework provides the Board of Directors with evidence that the 
effectiveness of controls that manage the risks to delivery of the Trust’s strategic 
objectives and key strategic priorities have been reviewed.  

338. At the Audit Committee in May 2018, the Director of Audit Opinion and Annual Report 
2017/18 from Mersey Internal Audit Agency (the Trust’s internal auditor) provided 
significant assurance for the period 2017/18 that there was a generally sound system 
of internal control designed to meet the organisation’s objectives, and that controls 
are generally being applied consistently. This Opinion was based upon the 
Assurance Framework which “meets the NHS requirements [and] is visibly used by 
the Board and reflects the risks discussed by the Board”.   

339. An annual Quality Improvement and Audit Programme is agreed by the Quality 
Assurance Committee and reflects national and local audit priories. A quarterly 
review of progress against the Programme is reported to the Quality Assurance 
Committee and any significant issues that emerge are escalated to the Audit 
Committee.  

340. Internal Audit has reviewed and reported upon control, governance and risk 
management processes, based on the Annual Audit Plan approved by the Audit 
Committee. The work included identifying and evaluating controls and testing their 
effectiveness, in accordance with NHS internal audit standards. Where score for 
improvement was found, recommendations were made and appropriate actions plans 
agreed for management.  

341. The Head of Internal Audit Opinion is that “substantial assurance can be given that 
there is a good system of internal control designed to meet the organisation’s 
objectives, and that controls are generally being applied consistently”.  

Board Committee Structure & Corporate Governance Arrangements 

342. The governance framework of the organisation is designed to manage operational 
and strategic risk and minimise the risk of failure to deliver the Trust’s Strategic 
Framework. 

343. The Board of Directors is responsible for providing strategic leadership to the 
organisation and ensuring that the Trust exercises its functions effectively and 
efficiently. The Board of Directors monitors the arrangements that are in place to 
maintain the quality and safety of the Trust’s services, including ensuring processes 
are in place for the management of risk. 

344. A significant change for Trust’s governance arrangements was the creation of the 
South Sefton Community Services Division following the transfer of South Sefton’s 
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community physical health services from Liverpool Community Health NHS Trust on 
1 June 2017, together with the creation of the South Sefton Community Services 
Operational Management Board (which reports to via the Executive Committee to the 
Board of Directors) to oversee these services.  The membership of the majority of the 
Trust’s Board Committees have been amended to ensure representation this new 
clinical division.  

345. The terms of reference for all Board Committees were reviewed, updated and then 
approved by the Board of Directors in May 2017, as a result of the creation of the 
South Sefton Community Services Division, and then again in March 2018, as part of 
the annual review of terms of reference. 

346. Both the Board of Directors and its Board Committees have agreed annual cycles of 
business in place which outlined the area of business to be considered throughout 
the financial year. 

347. The committee structure, to support achievement of the organisations strategic 
objectives, is outlined in Table 16 below. Any Board Committee can request that a 
risk be considered for inclusion on the Trust’s risk register in line with the Trust’s risk 
management and risk escalation arrangements set out in the Risk Management 
Strategy. 

Table 16: NHS Foundation Trust Board of Directors’ Committee Structure    
Committee Role 
Audit 
Committee 

• acts as the central means by which the Board of Directors is 
assured that effective internal control arrangements are in place 
as part of its annual cycle of business 

• provides a form of independent check upon the executive arm of 
the Board of Directors. 

• provides independent verification to the Board of Directors on 
internal financial controls based on reports from internal and 
external auditors 

• ensures effective organisational controls and risk management 
Performance, 
Investment & 
Finance 
Committee 

• provides assurance that the key performance and outcome 
measures for assessing delivery of the Trust’s strategic 
framework and annual operating plan are appropriate and that 
performance is consistent with those measures 

• oversees and scrutinises financial strategically significant risks 
on behalf of the Board of Directors, proposing new or revised 
risks where necessary  

• ensures that financial plans, investment policy and major 
investment proposals are robust and that there are measures in 
place to identify and mitigate the risks and keep under review 
the management and status of those risks 

• scrutinises in year financial performance (against the trust’s 
budgets and plans), strategic financial plans and the delivery of 
cost improvement plans in both the short and long term 
 
 

Page 108 of 286



Committee Role 
Quality 
Assurance 
Committee 

• provides assurance to the Board of Directors that the quality of 
service provision across the organisation is of the highest 
standard. 

• oversees the delivery of action plans resulting from independent 
inquiries into serious untoward incidents 

• oversees and scrutinises quality strategically significant risks on 
behalf of the Board of Directors, proposing new or revised risks 
where necessary 

Executive 
Committee 

• supports the Board of Directors in setting and delivering the 
organisation’s strategic direction and priorities 

• oversees the effective operational management of the trust and 
delivery of continuous improvement in quality and to assess and 
control risk. 

• oversees and scrutinises regulatory and reputational 
strategically significant risks on behalf of the Board of Directors, 
proposing new or revised risks where necessary 

Remuneration 
and Terms of 
Service 
Committee 

• determines the policy on executive and very senior manager 
remuneration and contracts 

• ensures that appropriate performance management 
arrangements are in place for Executive Directors and work with 
the Chief Executive to relate performance judgements to pay 

• advises on the Trust’s overarching reward and benefit strategy 
for all staff, the arrangements in the wider NHS and any relevant 
guidance from the Treasury and regulators 

 
348. The chairs of the Board Committees routinely present written and verbal reports to 

the Board of Directors, to highlight any key issues, risks, concerns and decisions. 
Approved minutes of each Board Committee are also presented at public Board 
meetings (with the exception of the Remuneration & Terms of Service Committee 
which instead provides a highlight report to the Board). 

Individual Reviews 

349. In addition, the performance of individual Board members has been assessed 
through annual appraisal processes as follows: 

a) the Trust’s Chairman and Non-Executive Directors are subject to an annual 
assessment process agreed by the Council of Governors and undertaken 
internally.  The Lead Governor and the Senior Independent Director 
undertake the review of the Chairman and the Chairman undertakes the 
reviews of the Non-Executive Directors against their agreed objectives; 

b) Executive Directors are subject to the organisational-wide Personal 
Achievement and Contribution Evaluation (PACE) process which links 
individual’s objectives to the Trust’s Strategic Framework objectives. 
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350. The Trust commissions regular reviews of its delegation arrangements through the 
internal audit function and the Audit Committee receives assurances of the 
effectiveness of the Board Committees through provision an Annual Board 
Committee Reports.  In addition, the Board of Directors undertakes regular reviews of 
its delegated arrangements through on-going reviews of its Standing Orders, 
Standing Financial Instructions and Scheme of Reservation and Delegation. 

BOARD AND ORGANISATIONAL REVIEWS 

351. The Trust’s governance arrangements have been subject to a series of external 
reviews since 2015, the findings of which have been utilised to inform the ongoing 
development of the Trust’s governance framework. Such reviews included: 

a) assessment of the Trust’s application for Foundation Trust status by 
regulators. 

b) two independent reviews of Board Skills undertaken by External Auditors 
(both of which have been shared with the Council of Governors in order to 
inform Non-Executive Director appointments and re-appointments);  

c) the Chief Inspector of Hospitals Inspections of the Mersey Care in June 2015 
and March 2017 (reported June 2017), the report on the 2017 inspections 
was received at June 2017’s Board of Directors meeting with an action plan 
being report to the Quality Assurance Committee at its meeting in July 2017; 

d) the NHS Improvement assessment of the Trust’s proposal to acquire 
Calderstones Partnership NHS Foundation Trust (acquired 1 June 2016), the 
transfer of South Sefton community physical health services from Liverpool 
Community Health NHS Trust (from 1 June 2016) and the proposed 
acquisition of Liverpool Community Heath NHS Trust (acquired 1 April 2018). 

352. Board Skills Reviews – the Trust commissioned these reviews from its external 
auditor, Grant Thornton, and the reviews involved interviews with all members of the 
Board of Directors together with observations of Board Committee meetings. The 
report of the most recent review was received in October 2016 and one of its 
conclusions was “we concur with the main findings of the two previous governance 
reviews (by the TDA and the Good Governance Institute), that [Mersey Care] has an 
experienced and capable board”. This year the Council of Governors has appointed 
Gaynor Hales as a Non-Executive Director, who has a nursing and senior NHS 
management background. 

353. Chief Inspector of Hospitals Inspection (Care Quality Commission) – the first 
inspection took place at the beginning of June 2015, with the Quality Summit and 
report being published in October 2015.  The Trust received an overall rating of 
‘good’ as a result of the inspection with the report noting that  

“The trust was well led …. the Board was highly aspirational and 
committed to delivering services which were of high quality and where 
every person matters.  It was clear most staff across the organisation 
understood, and were committed to, the vision and values of the 
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organisation.  These were well communicated and the work to win both 
the hearts and mind was apparent” 

“We concluded that the Board worked well together and were professional 
and respectful in their interactions. They were able to offer high challenge, 
without rancour or defensiveness. They were passionate about people 
and committed to understanding, first and foremost, the lived ‘experience’ 
of people who use services”. 

354. The report of the March 2017 Care Quality Commission inspection was received in 
June 2017.  The Trust received an overall rating of ‘good’ as a result of the inspection 
with learning disability and autism secure services being rated as ‘outstanding’.  The 
report noted that  

“Leadership at all levels of the trust was visible and effective.  Leaders 
encouraged collaborative and supportive relationships among staff” 
 

355. The results of these reviews have informed the continuing review and development 
of the Trust’s governance and risk management arrangements. 

Report of the Liverpool Community Health Independent Review (Kirkup Review)  

356. As a result of a Care Quality Commission (CQC) inspection in 2013 and issues 
raised following whistleblowing concerns raised by Liverpool Community Health NHS 
Trust (LCH) staff with Rosie Cooper MP, together with concerns about the treatment 
of her own father, questions were raised in Parliament in February 2014.  In 
response to these issues, together with increase local media interest, LCH’s Board 
commissioned Capsticks to undertake a detailed review of the issues raised in the 
CQC’s Inspection Report.  The resultant report – Quality, safety and management 
assurance review at Liverpool Community Health NHS Trust (commonly referred to 
as the Capsticks Report)7 - found a number of failures. The Capsticks Report 
generated a level of concern about the management culture of LCH and the quality of 
services provided, which resulted in NHS Improvement commissioning Dr Bill Kirkup 
to undertake an independent review of LCH with terms of reference to look not only 
at Liverpool Community Health but the wider health economy and the role of 
regulators between November 2010 and December 2014. 

357. This Independent Review published its report on 8 February 2018.   

358. Although the report focussed on Liverpool Community Health many of the 
recommendations of the Kirkup Review impact on those NHS providers who now 
provide / will provide former Liverpool Community Health Services.  Mersey Care has 
developed a Draft Action Plan8 to respond to the Kirkup Review because: 

a) the Trust has provided the former Liverpool Community Health’s services for 
South Sefton since 1 June 2017; 

7  Published in March 2016 and available on LCH’s website by clicking here. 
8  Presented to the Board of Directors at its meetings in February and March 2018 and to the 

Council of Governors at its meeting in March 2018. 
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b) the Trust will be providing the former Liverpool Community Health’s services 
for Liverpool from 1 April 2018; 

c) the Trust will be providing mental health services at HM Prison Liverpool from 
1 April 20189. 

359. It is expected that the recommendations of the Kirkup Review will result in the Trust 
being subject to additional external scrutiny in the coming year, especially as one of 
the recommendations calls for NHS Improvement and NHS England to review former 
Liverpool Community Health services “after a year to ensure services and now safe 
and effective”.  As part of the Draft Action Plan the Trust has commissioned a range 
of independent reviews, including an external Well-led and Board Skills Review, to be 
completed over the next financial year.  The Draft Action Plan will be finalised early in 
2018/19. 

Acquisition of South Sefton Community Health Services  

360. On 1 June 2016 the Trust acquired the physical community health services for South 
Sefton, previously provided by Liverpool Community Health NHS Trust.  This 
followed a bidding process where the Trust, in partnership with North West Boroughs 
Healthcare NHS Foundation Trust (NWB), was awarded the contract to provide 
community physical healthcare services by NHS South Sefton Clinical 
Commissioning Group.  The Trust is the main contractor and NWB is the sub-
contractor.  It was unsuccessful at this time in being awarded the contract for 
Liverpool’s community physical health services (which would have meant it would 
have acquired Liverpool Community Health NHS Trust). 

361. Although the transaction was subject to NHS Improvement’s assessment process it 
was judged to be a ‘minor’ transaction, not requiring the full assessment.  The 
transaction was subject to the Trust undertaking a due diligence exercise in 
accordance with national guidance.  To oversee this work the Trust established a 
Transaction Steering Group (chaired by the Transaction Programme Director) which 
reported to a Joint Oversight Group (co-chaired by the Chief Executives of Mersey 
Care and NWB).  The Chief Executives reported to their Board of Directors. 

362. As this was a ‘minor’ transaction approval was only required by the Board of 
Directors. When the services transferred on 1 June 2017, the Trust created the South 
Services Community Services Division to manage these services, with assurance 
being provided through the newly established South Sefton Community Services 
Operational Management Group via the Executive Committee to the Board of 
Directors. 

  

9  Liverpool Community Health NHS Trust provided prison healthcare services at HMP Liverpool 
until 2015, when NHS England terminated their contract and awarded it to Lancashire Care 
NHS Foundation Trust. Lancashire Care gave notice to quit this contract with effect from the 
end of March 2018.  From April 2018 the contract to provide prison healthcare services has 
been awarded to Spectrum Healthcare Community Interest Company, who have sub-
contracted the provision of mental health services to Mersey Care 
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Acquisition of Liverpool Community Health NHS Trust 

363. At the end of March 2018, the Board of Directors and Council of Governors 
conditionally approved the submission of a joint application to acquire Liverpool 
Community Health NHS Trust and its remaining services.  This acquisition was 
regarded a ‘significant’ transaction and was subject to the full assessment process by 
NHS Improvement. 

364. The opportunity to acquire Liverpool Community Health arose after the initial NHS 
trust identified failed the assessment process.  A second bidding process was 
initiated by NHS Improvement and, in October 2017, Mersey Care was identified as 
the ‘Preferred Acquirer’. As part of this process of assessing the acquisition, NHS 
Improvement appointed an assessment team to review the application, which also 
included a full due diligence process in line with national guidance.  This assessment 
process involved a further review of the trust’s proposed governance and assurance 
arrangements for the acquisition.   

365. To oversee the development of the Trust’s plans the Trust formed a Transaction 
Steering Group (chaired by the Transaction Programme Director) which reported via 
the Executive Team through the Trust’s Board Committees to the Board of Directors.  
In February 2018 this became the Transaction and Mobilisation Steering Group. 

366. In February and March 2018 the Board of Directors agreed a range of changes to the 
Trust’s leadership and governance arrangements to take account of the proposed 
acquisition of Liverpool Community Health.  These changes, which will come into 
effect from 1 April 2018, include: 

a) the creation of an Executive Director of Nursing and Operations role to 
oversee the activities of all 4 clinical divisions10; 

b) the creation of a new clinical division, the Liverpool and South Sefton 
Community Division, comprising the services acquired from Liverpool 
Community Health during both the South Sefton and Liverpool acquisitions; 

c) re-organisation of the Trust’s two Operational Management Board, so that: 

i) the Liverpool & South Sefton Community Division is with the Local 
Services Division, and 

ii) the Secure Division is with the Specialist Learning Disabilities Division; 

d) the creation of the Liverpool Community Services Transition Sub-Committee, 
chaired by a Non-Executive Director and reporting via the Quality Assurance 
Committee to the Board of Directors. 

 

 

10  Trish Bennett will undertake this role. Mark Hindle, the current Executive Director of 
Operations, will be leaving the Trust at the end of June 2018.  Mark will remain an Executive 
Director until he leaves the Trust but will support Trish in her new role. 
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CONCLUSION  

367. The overall opinion is that no significant internal control issues have been identified 
during the reporting period and therefore significant assurance can be given that 
there is generally a sound system of internal control, designed to meet the 
organisation’s objectives, and that controls are generally being applied consistently.   

Accountable 
Officer: 

Dr Joe Rafferty, Chief Executive 

Organisation: Mersey Care NHS Foundation Trust (RW4) 

Signature: 

 

Date: 24 / 05 / 18 
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APPENDICES 
 

APPENDIX A – ATTENDANCE AT COUNCIL OF GOVERNORS MEETINGS 
Governors 

Constituency Name 27 Apr ‘17 26 Jul ‘17 25 Oct ‘17 17 Jan ‘18 21 Mar ‘18 28 Mar ‘18 
Governor - Public Liverpool Jayne Moore N N N Y N Y 

Governor - Public Sefton John Mousley Y Y Y N Y Y 
Governor - Public Cumbria, Lancashire 

& Greater Manchester Mairi Byrne * N/A N/A Y N N/A N/A 

Governor - Public Cheshire, St Helens, 
Wirral, West Midlands and Wales Garrick Prayogg * N/A N/A Y Y Y Y 

Governor - Staff Medical Hetalkumar Mehta Y N N/A N/A N/A N/A 
Governor - Staff Medical Sayed Ahmed * N/A N/A Y Y Y Y 
Governor - Staff Nursing Scott Parker Y N N N Y Y 

Governor - Staff Nursing Maria Tyson Y Y N Y Y Y 

Governor - Staff Nursing Tracey Cummins * N/A N/A Y Y Y N 
Governor - Staff Other Clinical, 

Scientific, Technical and Therapeutic Sara Finlayson Y Y Y Y Y Y 

Governor - Staff Other Clinical, 
Scientific, Technical and Therapeutic David Kitchen Y Y Y Y N Y 

Governor - Staff Other Clinical, 
Scientific, Technical and Therapeutic Paul Allen * N/A N/A Y N Y N 

Governor - Staff Non Clinical Amanda Gregory N Y Y Y Y Y 
Governor - Staff Non Clinical Mike Jones Y N Y Y Y Y 

Governor - Service User Local Johanna Birrell Y Y Y Y Y Y 
Governor - Service User Local Debra Doherty Y Y N Y Y Y 
Governor - Service User Local Mark McCarthy Y N Y Y Y Y 
Governor - Service User Local Martin Murphy Y N Y N N N 
Governor - Service User Local Paul Taylor * N N N N Y Y 

Governor - Carer Local George Allen N Y Y Y N Y 
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Constituency Name 27 Apr ‘17 26 Jul ‘17 25 Oct ‘17 17 Jan ‘18 21 Mar ‘18 28 Mar ‘18 
Governor - Carer Local Brian Murphy Y N Y N Y Y N 
Governor - Carer Local Hilary Tetlow Y Y Y Y Y Y 

Appointed Governors - Academic Clare Austin Y Y N Y Y N 
Appointed Governors - CCG Jane Lunt N N N N N Y 

Appointed Governors - Local Authority Veronica Webster Y Y Y Y Y Y 
Appointed Governors – Voluntar Vicky Keeley ^ N/A Y N N N N 

      Notes:  * = took up post in November 2017   ^ = took up post in August 2017 

Board of Directors 
Constituency Name 27 Apr ‘17 26 Jul ‘17 25 Oct ‘17 17 Jan ‘18 21 Mar ‘18 28 Mar ‘18 

Chairman Beatrice Fraenkel Y Y Y Y Y Y 
Non Executive Director Matt Birch N Y N N N N 
Non Executive Director Gerry O'Keeffe Y N Y N N N 
Non Executive Director Cath Green N N Y Y N N 
Non Executive Director Gaynor Hales N N Y N N N 
Non Executive Director Nick Williams N N N N N N 
Non Executive Director Dr Robert Beardall N N Y Y N/A N/A 
Non Executive Director Pamela Williams N Y Y N Y N 

Chief Executive Joe Rafferty Y N N Y Y Y 
Executive Director of Communications 

and Corporate Governance Elaine Darbyshire N Y Y N Y N 

Medical Director Dr David Fearnley N N Y Y Y N 
Executive Director of Operations Mark Hindle N Y Y Y N N 
Executive Director of Workforce Amanda Oates Y Y Y Y Y Y 

Executive Director of Finance / Deputy 
Chief Executive Neil Smith N N Y Y Y Y 

Executive Director of Nursing Ray Walker Y Y N N N/A N/A 
Director of Strategy and Planning Louise Edwards N N Y Y N Y 
Director of Integration / Executive 

Director of Nursing Trish Bennett N N Y Y N Y 
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APPENDIX B – ATTENDANCE AT THE BOARD OF DIRECTORS AND BOARD COMMITTEE MEETINGS  

Board of Directors / Board of Directors Development Sessions 

Name 

2017 Meetings 2018 Meetings 

26 Apr 24 May 18 Jun 26 Jul 30 Aug 27 Sep 25 Oct 29 Nov 20 Dec 31 Jan 12 Feb 28 Feb 21 Mar 27 Mar 

Board Dev Board Dev Board Dev Board Dev Board Board Board Board Dev Board Board 

Chairman / Non Executive Directors  
Fraenkel, Beatrice Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y 
Beardall, Robert Y Y Y Y N Y Y Y Y Y Y Y Y Not in post 
Birch, Matt Y N Y Y Y Y N N N Y Y Y N N N 
Green, Cath Y Y Y N Y Y Y Y N N Y Y Y N N 
Hales, Gaynor Not in Post Y Y Y Y N Y Y Y Y Y Y Y Y 
O'Keeffe, Gerry Y Y Y N N N Y Y Y Y Y Y Y N Y 
Roe, Brenda N Y N Not in post 
Williams, Nick Y Y N N Y Y Y N Y Y Y Y Y Y Y 
Williams, Pam Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y 

Executive Directors / Other Board Directors 
Rafferty, Joe Y Y Y Y N Y Y N Y Y Y Y N Y Y 
Darbyshire, Elaine Y Y Y N Y N Y Y Y Y Y Y Y Y Y 
Fearnley, David Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y 
Hindle, Mark Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y 
Oates, Amanda Y Y Y Y Y Y Y Y Y Y Y Y Y Y Y 
Smith, Neil Y N Y Y Y Y Y Y Y Y Y Y Y Y Y 
Walker, Ray Y Y Y Y Y N Y N Y Y Y Y N N N 
Edwards, Louise Y Y Y N N Y N Y Y N Y Y N N N 
Bennett, Trish Y Y Y N Y Y N Y N Y Y Y N N N 
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Audit Committee 

Members April 
2017 

May 
2017 

August 
2017 

October 
2017 

December 
2017 

February 
2018 

O'Keeffe, Gerry N Y Y Y Y N 
Williams, Nick Y Y N N Y Y 
Williams, Pam (Chair) Y N Y Y Y Y 

 
Executive Committee 

Members 
2017 Meetings 2018 Meetings 

April May June July Aug Sept Oct Nov Dec Jan Feb March 
Rafferty, Joe (Chair) N Y Y Y N N N N Y Y Y Y 
Smith, Neil (Deputy Chair) Y Y Y Y Y N Y N Y Y Y Y 
Darbyshire, Elaine Y Y Y Y Y Y Y Y Y Y Y Y 

Fearnley, David N Y Y Y Y N Y Y Y N Y Y 

Oates, Amanda Y Y Y Y N N Y Y Y N Y Y 

Walker, Ray Y Y Y Y N Y Y Y Y Y Not in Post 

Edwards, Louise Y Y Y N Y Y Y N Y Y Y Y 

Hindle, Mark N Y N Y Y Y Y Y Y Y Y Y 

Bennett, Trish Y Y Y Y N N Y Y N N Y N 
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Performance, Investment and Finance Committee 

Member April 
2017 

June 
2017 

August 
2017 

October 
2017 

December 
2017 

February 
2018 

Non Executive Directors 
Birch, Matt (Chair) Y Y Y N N Y 

O'Keeffe, Gerry Y N Y Y Y Y 
Williams, Nick Y Y Y Y Y Y 
Green, Cath N N Y Y Y Y 

Executive Directors 
Oates, Amanda Y Y Y Y Y N 

Darbyshire, Elaine Y Y Y Y Y Y 
Smith, Neil Y N N Y Y Y 

Hindle, Mark Y Y Y Y Y Y 
Quality Committee 

Member May 
2017 

July 
2017 

September 
2017 

November 
2017 

January 
2018 

March 
2018 

Non Executive Directors 
Beardall, Robert 

(Chair – July ‘17 to Jan ’18) N Y Y N Y Not in post 
Roe, Brenda 

(Chair until May 2017) Y Not in post 

Green, Cath N Y Y Y Y N 
Hales, Gaynor  

(Chair from March 2018) Not in post Y Y Y N Y 

Executive Directors  
Fearnley, David Y y Y Y Y Y 
Oates, Amanda N Y Y N Y Y 

Walker, Ray Y N Y Y Y Not in post 
Trish Bennett Not in post N 
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Remuneration and Terms of Service Committee 

Member May 
2017 

August 
2017 

September 
2017 

October 
2017 

November 
2017 

December 
2017 

January 
2018 

March 
2018 

Beatrice Fraenkel Y Y Y Y Y N Y Y 

Robert Beardall Y Y Y Y Y Y Y Not in post 
Roe, Brenda N Not in post 
Matt Birch Y N N N N Y Y N 

Gerry O'Keeffe Y N Y Y Y N Y N 

Gaynor Hales Y Y N Y Y Y Y Y 

Nick Williams N Y Y N Y Y N N 

Pam Williams Y Y Y Y Y Y Y Y 

Cath Green Y Y Y Y Y N Y N 
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Independent Practitioner's Limited Assurance Report to the Council of Governors of 
Mersey Care NHS Foundation Trust on the Quality Report 
 
We have been engaged by the Council of Governors of Mersey Care NHS Foundation Trust 
to perform an independent limited assurance engagement in respect of Mersey Care NHS 
Foundation Trust’s Quality Report for the year ended 31 March 2018  (the “Quality Report”) 

and certain performance indicators contained therein against the criteria set out in the  ‘NHS 
foundation trust annual reporting manual 2017/18’ and additional supporting guidance in the 

‘Detailed requirements for quality reports 2017/18' (the 'Criteria'). 
 
Scope and subject matter 
The indicators for the year ended 31 March 2018 subject to the limited assurance 
engagement consist of the national priority indicators as mandated by NHS Improvement:  
 
  Early Intervention in Psychosis – people experiencing a first episode of psychosis treated 

with a NICE approved care package within two weeks of referral. 

 Inappropriate out of area placements for adult mental health services.  
 
We refer to these national priority indicators collectively as the 'Indicators'.  
 
Respective responsibilities of the directors and Practitioner   
The directors are responsible for the content and the preparation of the Quality Report in 
accordance with the criteria set out in the 'NHS foundation trust annual reporting manual 
2017/18' and supporting guidance issued by NHS Improvement. 
 
Our responsibility is to form a conclusion, based on limited assurance procedures, on 
whether anything has come to our attention that causes us to believe that: 

 the Quality Report is not prepared in all material respects in line with the Criteria set 
out in the ‘NHS foundation trust annual reporting manual 2017/18’ and supporting 

guidance;  
 the Quality Report is not consistent in all material respects with the sources specified 

in NHS Improvement’s 'Detailed requirements for external assurance for quality 

reports 2017/18’; and 
 the indicators in the Quality Report identified as having been the subject of limited 

assurance in the Quality Report are not reasonably stated in all material respects in 
accordance with the 'NHS foundation trust annual reporting manual 2017/18' and 
supporting guidance and the six dimensions of data quality set out in the ‘ 'Detailed 
requirements for external assurance for quality reports 2017/18’.  

 

We read the Quality Report and consider whether it addresses the content requirements of 
the ‘NHS foundation trust annual reporting manual 2017/18’ and supporting guidance , and 
consider the implications for our report if we become aware of any material omissions. 
 
We read the other information contained in the Quality Report and consider whether it is 
materially inconsistent with:  

 Board minutes for the period 1 April 2017 to 24 May 2018; 
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 papers relating to quality reported to the Board over the period 1 April 2017 to  24 
May 2018; 

 feedback from commissioners dated 18, 21 and 23 May 2018; 
 feedback from governors dated 12 April 2018; 
 feedback from local Healthwatch organisations dated 19 March 2018; 
 feedback from the Overview and Scrutiny Committee dated 24 May 2018; 
 the Trust’s 2017 complaints report published under regulation 18 of the Local 

Authority Social Services and National Health Service Complaints (England) 
Regulations 2009;  

 the national patient survey dated 15 November 2017;  
 the 2017 national staff survey dated November 2017; 
 the Head of Internal Audit’s annual opinion over the Trust’s control environment 

dated March 2018. 
  

We consider the implications for our report if we become aware of any apparent 
misstatements or material inconsistencies with those documents (collectively, the 
“documents”). Our responsibilities do not extend to any other information. 
 
The firm applies International Standard on Quality Control 1 (Revised) and accordingly 
maintains a comprehensive system of quality control including documented policies and 
procedures regarding compliance with ethical requirements, professional standards and 
applicable legal and regulatory requirements. 
 
We are in compliance with the applicable independence and competency requirements of 
the Institute of Chartered Accountants in England and Wales (ICAEW) Code of Ethics. Our 
team comprised assurance practitioners and relevant subject matter experts. 
 
This report, including the conclusion, has been prepared solely for the Council of Governors 
of Mersey Care NHS Foundation Trust as a body, to assist the Council of Governors in 
reporting Mersey Care NHS Foundation Trust’s quality agenda, performance and activities. 

We permit the disclosure of this report within the Annual Report for the year ended 31 March 
2018, to enable the Council of Governors to demonstrate they have discharged their 
governance responsibilities by commissioning an independent assurance report in 
connection with the indicators. To the fullest extent permitted by law, we do not accept or 
assume responsibility to anyone other than the Council of Governors as a body, and Mersey 
Care NHS Foundation Trust for our work or this report, except where terms are expressly 
agreed and with our prior consent in writing.  
 
Assurance work performed 
We conducted this limited assurance engagement in accordance with International Standard 
on Assurance Engagements 3000 (Revised) ‘Assurance Engagements other than Audits or 

Reviews of Historical Financial Information’ issued by the International Auditing and 

Assurance Standards Board (‘ISAE 3000’). Our limited assurance procedures included:  
 evaluating the design and implementation of the key processes and controls for 

managing and reporting the indicators 
 making enquiries of management 
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 limited testing, on a selective basis, of the data used to calculate the indicators tested  
against supporting documentation 

 comparing the content requirements of the 'NHS foundation trust annual reporting 
manual 2017/18' and supporting guidance to the categories reported in the Quality 
Report; and 

 reading the documents. 
 
A limited assurance engagement is smaller in scope than a reasonable assurance 
engagement. The nature, timing and extent of procedures for gathering sufficient appropriate 
evidence are deliberately limited relative to a reasonable assurance engagement.  
 
Limitations 
Non-financial performance information is subject to more inherent limitations than financial 
information, given the characteristics of the subject matter and the methods used for 
determining such information. 
 
The absence of a significant body of established practice on which to draw allows for the 
selection of different, but acceptable, measurement techniques that can result in materially 
different measurements and can affect comparability. The precision of different 
measurement techniques may also vary. Furthermore, the nature and methods used to 
determine such information, as well as the measurement criteria and the precision of these 
criteria, may change over time. It is important to read the Quality Report in the context of the 
criteria set out in the 'NHS foundation trust annual reporting manual 2017/18' and supporting 
guidance. 
 
The scope of our limited assurance work has not included governance over quality or non-
mandated indicators, which have been determined locally by Mersey Care NHS Foundation 
Trust.  
 
Our audit work on the financial statements of Mersey Care NHS Foundation Trust is carried 
out in accordance with our statutory obligations.  This engagement will not be treated as 
having any effect on our separate duties and responsibilit ies as Mersey Care NHS 
Foundation Trust’s external auditors. Our audit reports on the financial statements are made 

solely to Mersey Care NHS Foundation Trust's members, as a body, in accordance with 
paragraph 24(5) of Schedule 7 of the National Health Service Act 2006. Our audit work is 
undertaken so that we might state to Mersey Care NHS Foundation Trust’s members those 

matters we are required to state to them in an auditor’s report and for no other purpose. Our 

audits of Mersey Care NHS Foundation Trust’s financial statements are not planned or 

conducted to address or reflect matters in which anyone other than such members as a body 
may be interested for such purpose. In these circumstances, to the fullest extent permitted 
by law, we do not accept or assume any responsibility to anyone other than Mersey Care 
NHS Foundation Trust and Mersey Care NHS Foundation Trust’s members as a body, for 
our audit work, for our audit reports, or for the opinions we have formed in  respect of those 
audits. 
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Conclusion  
Based on the results of our procedures, as described in this report, nothing has come to our 
attention that causes us to believe that, for the year ended 31 March 2018: 

 the Quality Report is not prepared in all material respects in line with the Criteria set 
out in the ‘NHS foundation trust annual reporting manual 2017/18’ and supporting 

guidance;  
 the Quality Report is not consistent in all material respects with the sources specified 

in NHS Improvement’s 'Detailed requirements for external assurance for quality 

reports 2017/18’; and 
 the indicators in the Quality Report identified as having been subject to limited 

assurance have not been reasonably stated in all material respects in accordance 
with the 'NHS foundation trust annual reporting manual 2017/18' and supporting 
guidance. 

 
 
 
 
Grant Thornton UK LLP 
 
Grant Thornton UK LLP 
Chartered Accountants 
Royal Liver Building 
Liverpool 
L3 1PS 
 
24 May 2018 
 

Page 126 of 286



PART ONE - INTRODUCTION AND STATEMENT ON QUALITY BY 
THE CHIEF EXECUTIVE 
 

1.1 Introduction and Statement on Quality by the Chief Executive  

We are delighted to present on behalf of the Board of Directors, the Mersey Care 
NHS Foundation Trust Quality Report for 2017/18 This provides details of how we 
have improved the quality of care we provide, particularly in the priority areas we set 
out in our previous Quality Account (2017/18). The purpose of our Quality Report is 
to: 
• enhance our accountability to our service users, carers, the public and other 

stakeholders of our quality improvement agenda  
• enable us to demonstrate what improvement we have made and what we plan 

to make 
• provide information about the quality of our services 
• show how we involve and respond to feedback from our stakeholders 
• ensure we review our services, decide and demonstrate where we are doing 

well but also where improvement is required.  

We continue to make quality the defining principle of the Trust and demonstrate 
quality improvements in the care and services we provide. To assist us in 
determining our priorities for quality improvement for 2018/19 a range of engagement 
events were held with key stakeholders.  

2017/18 saw significant change and new opportunity for Mersey Care, as we became 
a provider of community physical health services in Sefton and Liverpool.  Taking on 
the provision of community physical health services for the populations of Liverpool 
and Sefton changes the nature of Mersey Care as a provider organisation and 
presents significant opportunity to provide integrated physical and mental health 
services, designed to meet the needs of the communities that we serve.   

Mersey Care is striving to provide perfect care for the people we serve. At its core, 
this means we are an organisation that does not accept compromises in the quality of 
care or minimum targets set by others, but supports learning and improvement in our 
services so that we strive to get the basics of care right every time, for every service 
user. This is a bold ambition in difficult times, but with engaged and motivated staff 
and supportive commissioner and partner organisations, we firmly believe it is 
possible. 

We hope that you find our Quality Report helpful and informative. The information 
supporting the content of the Quality Reports is to our knowledge accurate and will 
be published by the Board on 30 June 2018. 

 
 

24 / 05 / 18 

Joe Rafferty 
Chief Executive 

Dated 
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1.2 Our Strategic Direction: Transforming our Trust   

1. In 2017/18, Mersey Care’s priority is to deliver safe care whilst developing integrated 
services, designed to meet the needs of the communities that we serve.  This means 
bringing together physical and mental health services for local people as well as 
aligning our own clinical divisions as our organisation grows and develops. 

2. We see increasingly complex need amongst the communities we serve reflected 
within continued rising demand for mental health and physical health services.  This 
is illustrated by GP referrals to our mental health services, which have risen by over 
30% since 2011/12.  In this context, we have an ambitious approach to providing 
community services to meet people’s long term health needs more effectively and to 
support people’s long term physical and mental health more holistically.   We have 
the opportunity to integrate services in Liverpool and Sefton and make community 
services the core component of the local health system, operating with a ‘One Team’ 
ethos, uniting primary care, social care, community physical and mental health 
services and creating ways for hospital specialists to provide care in community 
settings.   

3. In addition to seizing these new opportunities, Mersey Care must also accelerate 
delivery of our existing transformation plans within our clinical services.  In the face of 
increasing demand and acuity for our services, and a cash-constrained environment 
for the services we provide, it has never been more important to genuinely transform 
our service and workforce models and our Board will be relentlessly focused on 
assuring delivery of our plans and delivering quality services. 
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Our services – we will improve the quality of our services, and strive to provide 
safe, timely, effective, equitable and person-centred care every time, for every 
service user. As we strive for continuous improvements in quality, we will also strive 
for find ways to save time and money. 

Our people – we will have a productive and high performing workforce that work in 
great teams, and we will work side by side with service users and carers. 

Our resources – we will make full use of our resources, ensuring our buildings 
work for us, and using technology to help improve our care. 

Our future – we will create opportunities for improvement and grow in the future, 
by working more closely with primary care and other organisations, delivering the 
benefits of research, development and innovation, and by growing our services.   

 
1.3 Improving Quality  

4. Mersey Care was formed in 2001 and in that time we have seen a great deal of 
change, both in terms of the fields in which we work and the pressures under which 
we deliver our services. What hasn’t changed is the motivation and commitment of 
our staff to provide the highest possible standard of care to those they serve. In order 
to support our staff and ensure that they can continue to do the best job possible for 
those they serve, we have recognised that we need to adjust the way in which we 
support improvement in our services from getting the basics of care right, through to 
pioneering work that influences changes to practice in our sector nationally. 

5. Mersey Care has an overall ‘Good’ rating from the CQC.  In 2017, services were 
rated as ‘Good’ for being effective, caring, responsive, and well led, and as ‘Requires 
Improvement’ for being safe. 

1.4 Pursuing Perfect Care 

6. Perfect Care means getting the basics of care right every time, whilst setting our own 
stretching goals for improvement and relentlessly pursuing safer care through a 
learning culture. In practice this means that we try to make every episode of care 
Safe, Timely, Effective, Equitable, Efficient and Positively experienced (STEEEP). 

7. We have set ambitious goals in pursuit of perfect care: 

a) adopt a 'No Force First' approach (avoid physical restraint, including 
medication-led restraint); 

b) zero suicide for those in our care; 

c) physical health for service users; 

d) a just and learning culture – promoting accountability within a blame-free 
environment; 

e) zero community acquired pressure ulcers. 
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8. The Centre for Perfect Care and Well-being (the Centre) was established in January 
2014 and has been successful in challenging stigmatised attitudes towards suicide, 
reducing self harm and assaults on our inpatient wards, and implementing the No 
Force First approach to reducing the use of restraint in mental health. Building on this 
success, Mersey Care is striving for a step change in improvement, whereby 
everyone feels that quality improvement is their business and continuous 
improvement is supported at every level, and in all roles in Mersey Care. To support 
continuous improvement in this way, it is important to see quality improvement 
activity as a continuum, ranging from our ability to improve care that falls below basic 
standards, right through to world-leading innovation, research and development. 

PART TWO – PRIORITIES FOR IMPROVEMENT 2018/19 AND 
STATEMENT OF ASSURANCE FROM THE BOARD 
 

2.1 Priorities for Improvement 2018/19 

9. In preparation for our Quality Report the Trust has undertaken a process of 
involvement and engagement with key stakeholders to establish their views on what 
our key priorities for 2018/19 should be.  

10. Representatives from the following groups have been engaged and invited to provide 
feedback: 

a) Healthwatch for Liverpool, Sefton and Knowsley; 

b) Local Overview and Scrutiny Committees; 

c) NHS England (Cheshire and Merseyside) ; 

d) NHS Liverpool Clinical Commissioning Group; 

e) NHS South Sefton Clinical Commissioning Group; 

f) NHS Southport and Formby Clinical Commissioning Group; 

g) NHS East Lancashire Clinical Commissioning Group; 

h) Knowsley Clinical Commissioning Group; 

i) the Council of Governors; 

j) local service user groups. 

11. In addition to the above, the perfect care steering group has considered suggestions 
for 2018/19 quality improvement priorities. These are consistent with the six key 
elements in the Trust’s Model of Quality:  STEEEP: 

a) Safety of Patients 

b) Timely care 

c) Effectiveness     

d) Efficient care 

e) Equitable care 

f) Positive patient experience. 
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12. After consultation and discussion with key stakeholders and with the Trust Board the 
areas of quality improvement for 2018/19 will be: 

a) Priority 1: Reducing Restrictive Practice 

i) develop and implement a strategy on rapid tranquilisation and depot 
administration to reduce prone restraint by 50% from baseline by March 
2019; 

ii) reduce physical restraint associated with self-harm by 20% by March 
2019 and develop a clinical model which incorporates assessment 
management strategies and training that manages both risk to self and 
others; 

iii) review of ligature incidents by June 2018 and develop an implementation 
plan to address risks using the strategies from the P4P2 project; 

iv) implement Zero Segregation action plan to reduce long term segregation 
by 20% from the baseline cohort by the end of financial year 2018 – 2019; 

v) by March 2019 a further Research Evaluation of the implementation of the 
Guide to Reducing Restrictive Practice Guide will be completed; 

vi) compile and publish good practice stories on reducing restrictive practice 
from across the Trust by December 2018. 

b) Priority 2: Towards Zero Suicide 

i) 100% of patients in Local Services Division in-patient settings who have 
the capacity to engage in the process will be offered the opportunity of 
completing a safety plan on-going. By March 2019 50% of patients 
discharged from Local Services Division in-patient settings will be 
discharged with a safety plan; 

ii) targeted suicide prevention interventions to be provided to teams that 
have experienced a suicide or near fatal event as an on-going 
intervention; 

iii) 100% of former Liverpool Community Health staff will complete Level 1 
Suicide Awareness Training by March 2019; 

iv) 7-day follow up for those service users on care programme approach. By 
June 2018 we will understand the areas that need additional support. By 
March 2019 we will meet the national target of 95% compliance; 

v) Centre for Perfect Care to provide an analysis of post incident reviews of 
suicides to identify key targeted areas for improvement by March 2019. 

c) Priority 3: Improvements in Physical Health Pathways 

i) For clinical staff to recognise the deteriorating patient through NEWS2 to 
ensure prompt intervention to treatment required; 
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ii) Measures: 
• 100% of  inpatient wards  have implemented  NEWS 2  
• 100% of inpatient wards have implemented  the sepsis pathway  
• Physical health community division implemented NEWS2; 

iii) by March 2019, the physical health pathway (Annual Health Check) for 
community service users on care programme approach will be fully 
implemented. 

d) Priority 4: A Just and Learning Culture 

i) by the end of March 2019, 100% of leaders Band 7 and above and 
equivalent will have been assessed and have a development plan to 
support their teams in a Just and Learning environment; 

ii) to support colleagues’ psychological safety through the development of 
bullying awareness for staff based on a preventative approach to 
recognise bullying behaviour and develop a process to resolve issues; 

iii) to develop a standardised framework to support learning from incidents 
including supporting staff, how to debrief, and to provide governance and 
validation mechanisms to improve the safety and experience of the 
people we serve and our colleagues so that risks are addressed and 
learning is maximised; 

iv) produce a guide for colleagues and service users on Just and Learning 
expectations to describe the shared responsibility between individuals, 
teams and the organisation to create a safe and compassionate 
environment. 

e) Priority 5: Reduction in Community Acquired Pressure Ulcers 

i) aim for zero deterioration of Grade 2 and 3 pressure ulcers whilst when 
under our the care; 

ii) raise awareness training for managing pressure ulcers in the mental 
health in patient wards; 

iii) reduction plan in place with a target trajectory for reduction of Grade 2 
and 3 pressures ulcers; 

iv) zero grade 4 pressure ulcers. 

f) Priority 6: Learning from Deaths 

i) scope for reviewing individual community deaths will have been agreed 
and implemented by March 2019; 

ii) scope for reviewing individuals in mental health care will have been 
reviewed and new standards adopted by March 2019. 
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iii) single action plan for monitoring completion of learning points will be 
developed and completion of actions monitored by March 2019; 

iv) four thematic reviews will be conducted per year based on an analysis of 
mortality figures by March 2019;  

v) process for undertaking pathway reviews will have been developed and 
implemented in association with partner organisations March 2019; 

vi) data from GPs, specifically the cause of death will be used as part of the 
mortality review process.  

Ensuring Equality and Tackling Health Inequalities 

13. All work steams within this project are looking at the specific issues for people who 
are more likely to experience discrimination within mental health and learning 
disability services. This has included specific analysis for BME people in relation to 
each work stream priority. 

14. Each priority lead will ensure this is reflected in the work stream reporting framework. 

Monitoring and Reporting Arrangements 

15. A nominated lead will be identified for each priority and will chair a work stream forum 
which will coordinate progress and monitor activity. 

16. The delivery of the Quality Report will be monitored by the Centre for Perfect Care 
Sub Committee and reported to the Quality Assurance Committee and the Executive 
Committee, both of which are committees of the Board.  

17. The above priorities are all aligned to the Trust’s Strategic Framework and ensure 
quality remains at the forefront of our agenda. 

2.2     Review of Quality Performance 2017/18 

18. In June 2017, the Trust published its Quality Report reporting on the quality of 
services against five areas of priority. Following engagement with key stakeholders 
the following priorities would be the key areas of quality improvement:  

a) Priority 1: No Force First; 

b) Priority 2: Towards Zero Suicide; 

c) Priority 3: Improvements in Physical Health Pathways; 

d) Priority 4: A Just and Learning Culture; 

e) Priority 5: Reduction in Community Acquired Pressure Ulcers; 
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19. The following table summarises the elements of achievements in relation to these 
priority areas. 

Table 1: Quality Report Progress 2017/18 
Priority Description Delivery 

1 No Force First  
 • By September 2017 all wards will implement a 

debriefing protocol after incidents for both service-users 
and staff to ensure individual and organisational learning 
takes place following incidents  

• By March 2018 the core strategies from the Reducing 
Restrictive Practice Guide will be implemented on all 
wards. The wards will produce evidence of these 
strategies and the impact on the ward. This will be 
reported into the Reducing Restrictive Practice 
Monitoring Group. 

• By March 2018 planned prone restraint (face down floor 
based restraint) will be reduced by 20% as part of our 
longer term strategy to eliminate completely. 

• By March 2018 a Research Evaluation of the 
programme will be completed by Liverpool University. 

Achieved 
 
 
 

Achieved 
 
 
 
 
 

Achieved 
 
 

Achieved 

2 Towards Zero Suicide  
 • By September 2017 a Suicide prevention dashboard will 

be in place to track and monitor progress on the 10 key 
parameters for safer mental health services. By March 
2018 a report will be produced on the effectiveness of 
the dashboard as a performance improvement tool, to 
support clinical decisions. 

• By March 2018, the safety planning intervention will be 
integrated to the Level 2 Suicide Prevention training and 
will be made available at high risk transition points.   

• By March 2018 in-patient wards will be implementing a 
design based solution to reduce self-harm, with an 
evaluation completed. 

• By March 2018 a proof of concept study on the zero 
suicide app in conjunction with Stanford University will 
have been completed. 

• The Safe from Suicide team will continue to monitor and 
measure suicide and near-fatal self-harm data and 
respond with enhanced support and interventions, 
including training, supervision, psychologically informed 
risk formulations and safety planning. Specific team 
based interventions will result from the suicide data, 
where problems are identified. 
 
 

 

Partially 
Achieved 

 
 
 
 

Partially 
Achieved 

 
Achieved 

 
 

Partially 
Achieved 

 
Achieved 
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Priority Description Delivery 
3 Improvements in Physical Health Pathways  
 • By September 2017, the physical health pathway 

(Annual Health Check) for community service users on 
care programme approach will be fully implemented. 

• By September 2017, the physical health pathway 
(Annual Health Check) for community service users on 
care programme approach will be fully implemented. 

• By March 2018, there will be a 90% uptake of the 
Annual Health Check (AHC) for all long stay inpatients 
across all clinical divisions.  

• By March 2018, 100% of inpatients screened as 
smokers will have prescribed nicotine replacement 
therapy on admission. 

Partially 
Achieved 

 
Not 

Achieved 
 

Achieved 
 
 

Achieved 

4 Just And Learning Culture   
 • Within one week of an incident, a copy of its 72 hour 

review will be shared with all members of the relevant 
teams (July 2017). 

• Good practice stories will be published every month in 
order that we can extract the maximum possible learning 
from things that go well and from things that did not go 
as expected (September 2017). 

• We will publish quarterly data on our web site to 
transparently demonstrate whether our staff have felt 
supported when things in our care haven't gone as 
expected (September 2017). 

Achieved 
 
 

Achieved 
 
 
 

Achieved 
 

5 Reduction of Community Acquired Pressure Ulcers  
 • 20% reduction compared to 2016/17 for Grade 2 

Community Acquired Avoidable Pressure Ulcers 
• 10% reduction compared to 2016/17 for Grade 3 

Community Acquired Avoidable Pressure Ulcers 
• Zero Grade 4 Community Acquired Avoidable Pressure 

Ulcers 

Achieved 
 

Not 
Achieved 
Achieved 

 
 
Detailed Progress on Quality Report Objectives 2017/18 
Priority 1 Progress: No Force First 

• Dr Jennifer Kilcoyne is the Consultant Psychologist is the nominated lead for No Force 
First.   

• No Force First (NFF) is Mersey Care’s Restrictive Practice Reduction Programme and 
is a central priority for the organisation. The impact of No Force First on wards, when 
implemented well, reduces conflict and restraint and associated work related sickness 
with significant benefits for service users and staff.   

• The programme has progressed well this year and built upon the successful roll out to 
all areas across the Trust achieved in March last year. The focus of this years work has 
been to achieve more comprehensive and sustainable structures to monitor, deliver 
and integrate the approach in clinical practice. 
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Priority 1 Objectives for 2017/18 

By September 2017 all wards will implement a debriefing protocol after incidents for 
both service-users and staff to ensure individual and organisational learning takes 
place following incidents 

• The debriefing documentation has been rolled out across the organisation for both 
service users and staff to identify any learning and ensure appropriate support is 
provided following any form of physical restraint. The debriefing documentation has 
been modified in Specialist Learning Disability Division (SLDD) to an easy read version 
in collaboration with experts by experience. In addition, we have developed auditing 
systems to monitor debriefing across the divisions to ensure sustainability of this 
important intervention.    

By March 2018 the core strategies from the Reducing Restrictive Practice Guide will 
be implemented on all wards. The wards will produce evidence of these strategies 
and the impact on the ward. This will be reported into the Reducing Restrictive 
Practice Monitoring Group 

• The Reducing Restrictive Practice (RRP) team continue to meet with all ward 
managers across the Trust following establishing baselines in relation to the RRP core 
strategies. An auditing tool has been developed to ensure all strategies implemented 
are evidenced and appropriate support is provided were required.  We have obtained 
evidence from all inpatient wards across the trust in relation to its implementation and 
developed a short video consisting of ward managers and clinical leads from across 
the divisions, outlining how they have implemented the RRP Guide and its associated 
benefits.  

• Reducing Restrictive Practice Guide Implementation Video – 
https://youtu.be/KM_Q_US4s-s 

By March 2018 planned prone restraint (face down floor based restraint) will be 
reduced by 20% as part of our longer term strategy to eliminate completely. 

• Following the development of a number of work streams to reduce the use of planned 
prone restraint;  
o the delivery of PSS Training, ensuring it is only used if there are cogent reasons for 

doing so  
o by exploring alternative sites to administer depot & rapid tranquillisation medication  
o engagement sessions to explore the reasons why nursing staff are not considering 

administering prescribed medication in alternative sites and   
o reviewing all prone restraints across the Trust, we have seen a 30.9% reduction in 

the use of prone restraint. 

By March 2018 a Research Evaluation of the programme will be completed by 
Liverpool University. 

• A pilot of evidence-based tools, Care Zoning, the DASA (Dynamic Appraisal of 
Situational Aggression) checklist and One-Page Plans, in addition to the NFF 
approach, has commenced on six wards in the Secure Division to further improve the 
efficacy of NFF in reducing restraint and conflict on wards. 

• This work has been independently evaluated by Liverpool University which consisted of 
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conducting semi-structured interviews/discussions with service users and members of 
staff. In total 23 participants (12 members of staff and 11 service users) were recruited 
from the 6 wards in the Secure Division. The service evaluation report outlined a 
number of themes in relation to the implementation of the pilot; Staff reported a) an 
improvement to safety on the ward in regards to a reduction of restraints/conflict, b) 
improved relationships between staff and service users, c) more collaborative work 
with service users as their views/opinions were being embedded into care planning and 
clinical practice d) required more training on the approaches. Service users reported; 
a) feeling safe on the ward, b) staff were already doing enough to reduce conflict and 
improve safety c) requested more grounds access and increased staffing levels. 

Sustainability: 
• We continue to progress on the 5 year implementation plan to ensure NFF is sustained 

in culture and clinical practice change. 
• Our Clinical Guide for Reducing Restrictive Practice has been rolled out across all 

inpatient wards. Some wards continue to encounter challenges in meeting reduction 
targets, therefore we have developed plans through examining strategies to increase 
sustainability and provide further support to wards in achieving objectives. We are also 
in the process of evaluating the implementation of the guide to determine its impact. 
Individualised performance outcomes will be developed in future. 

• The Trust Reducing Restrictive Practice Implementation Group continues to 
incorporate all developments and initiatives in relation to reducing harm with a view to 
greater integration.  

• We have developed a new Personal Safety Training curriculum incorporating reducing 
restrictive practice, enhanced de-escalation and staff health & wellbeing training as an 
integral part of the mandatory components.  The training will be governed by a 
curriculum group which will ensure that the training is consistent with National guidance 
and NFF principles.  

National Profile: 
• Mersey Care NHS Foundation Trust has been recognised by the Care Quality 

Commission as an exemplar case study for Reducing Restrictive Practice. 
https://www.cqc.org.uk/sites/default/files/201701207b_restrictivepractice_resource.pdf 

• Mersey Care Foundation Trust has been recognised a case study on reducing assaults 
on staff in a National Publication: Violence against NHS staff: a special report by HSJ 
and Unison - With strong evidence that violence against NHS staff is rising, HSJ and 
Unison research explores the factors influencing these attacks and the initiatives 
underway to reduce them - https://guides.hsj.co.uk/5713.guide 

• We are currently providing support in conjunction with NHS Improvement to other 
organisations and developing a National Model to reduce restrictive practice. 

National / International conference presentations: 
• The International Association of Forensic Mental Health Services Annual 

Conference 2017 
• National Association of Psychiatric Intensive Care Units (NAPICU) National 

Conference 2017 
• Restraint Reduction Network (BILD) Annual Conference 2018 
• Ensuring Adherence to the 2017 National Quality Standard for Violence and 

Aggression Conference 2018 
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National Awards: 
• 2017 Nursing Times Award Winners – Patient Safety 
• 2017 Positive Practice in Mental Health Award Winners – Quality Improvement  
• 2018 Restraint Reduction Network Award Winners  
• 2018 Health Service Journal Value Awards Finalists (Winner TBA) 

 
 
Priority 2 Progress: Zero Suicide 

• Dr Rebeca Martinez, Consultant Psychiatrist/Associate Medical Director for Suicide 
Prevention, is the identified lead for this priority area and chairs the Safe from Suicide 
team established to oversee the implementation of the Zero Suicide Strategy and 
Policy. 

Priority 2 Objectives for 2017/18 

By September 2017 a Suicide prevention dashboard will be in place to track and 
monitor progress on the 10 key parameters for safer mental health services. By 
March 2018 a report will be produced on the effectiveness of the dashboard as a 
performance improvement tool, to support clinical decisions 

• The suicide prevention dashboard is now available and is being further enhanced to 
reflect the ‘10 ways to improve safety’ which has been developed by the National 
Confidential Inquiry (NCI) team at Manchester University.   

• The dashboard currently contains 19 separate metrics which are intended to provide 
an overview of current performance against key risk factors. These metrics include: 

o Leave of absence 
o Self harm 
o DNA outpatients 
o Average time (in days) assessed to contact 
o Vacancy and turnover rates 

• Items to be added to the dashboard, to bring in line with NCI requirements, include: 
o Safer wards 
o Out of area admissions 
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• As part of a joint research project into suicidality, data has been given to researchers at 
the NCI team at the University of Manchester. Work is on-going with the NCI team to 
ensure they have adequate data to enable a report to be produced in April. As part of 
this research project interviews with key Mersey Care staff, including Board members, 
will take place in March. 

By March 2018, the safety planning intervention will be integrated to the Level 2 
Suicide Prevention training and will be made available at high risk transition points 

• The safety planning intervention has now been implemented on the inpatient wards in 
Broadoak, Clock View, the Park Unit, Windsor House, Rathbone Rehab and the 
Personality Disorder hub. Further training and implementation within South Sefton 
Neighbourhood Centre is now complete and safety plans are in use. A dashboard is 
being created with the BI team to enable the capturing of key measurement data.  

• Data collected in the initial implementation phase indicated a 0% readmission to 
inpatient wards after fully implementing the intervention with a reduction in 
presentations to A and E for all those discharged with a safety plan. Complaints 
against staff were reduced with service users indicating increase in positive 
relationships with frontline staff. Individual measures noted an increase in emotional 
coping and improvement in alliance. Dashboards have been created for each 
ward/team to enable further monitoring of the impact of this intervention.  

• In addition one high secure ward are implementing the plan for further feasibility with a 
view to building this into the PACIS system in the near future. 

• The Safe from Suicide Group will continue to refine and adapt the safety plan as we 
learn from its implementation across both inpatient and community settings.  

By March 2018 in-patient wards will be implementing a design-based solution to 
reduce self-harm, with an evaluation completed 

• There are currently 4 inpatient wards that are implementing design-based solutions to 
reduce self-harm. Harrington (Broadoak female), Dee (Clock View female), Poplar 
(Scott Clinic female) and Arnold (Ashworth male) wards have all introduced solutions 
following detailed work over the past year following the design thinking model. Current 
data shows that collectively there has been a 55% reduction in incidents of self-harm 
since the programme began with further reductions expected as solutions become 
embedded. Sickness absence is also lower than the Trust average, on the pilot wards, 
with a reduction of 2% since commencement along with 5% less bank and agency 
usage than other inpatient wards. 

• Discussions are currently being held with divisional leadership teams to identify how 
the successful interventions from this pilot will be spread at scale across the divisions 
and the levels of support required from the Centre for Perfect Care. Work is, however, 
starting to roll out specific interventions within the four mixed wards in the Local 
Division 

By March 2018 a proof of concept study on the zero suicide app in conjunction with 
Stanford University will have been completed 

• The study has been approved by ethics and is ready to commence, based in the in-
patient units at Broadoak, Clock View and the Park Unit with the support of research 
assistants from Liverpool University. 
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• The Trust has developed a robust protocol for the study which has now commenced 
with the first participants being recruited towards the middle of January with 11 service 
users having tested the app at the end of January. 

The Safe from Suicide team will continue to monitor and measure suicide and near-
fatal self-harm data and respond with enhanced support and interventions, 
including training, supervision, psychologically informed risk formulations and 
safety planning. Specific team based interventions will result from the suicide data, 
where problems are identified. 

• The Safe from Suicide Team meet monthly to monitor progress against the strategic 
goals against the Zero Suicide Strategy.  Monitoring and Measuring Suicide and near 
fatal self-harm data. 

• The table below shows the progress made against the key indicators in the Suicide 
Prevention Strategy. These indicators were chosen due to the identified trend in 
previous years of suicides post discharge and reflect the overall aim to reduce death by 
suicide by 20% year on year.  

 
Target reduction areas for suicide prevention strategy 
• As at the end of December the indicators reflect a very positive impact on the number 

of deaths by suicide following discharge at; 3 days, 7 days and 3 months with 
significant improvements on the previous two years.  

• As part of the groups monitoring areas of concern are examined and highlighted, 
looking for areas of higher than expected suicide rates, and changes in patterns. The 
team have actively supported areas that have experienced difficulties or increased 
risks.  

• The team is currently completing an overview of all deaths, related to suicide, since 
January 2016.  This is looking at action plans and specific responses from Oxford 
model events, with an aim to provide a wider learning outcome for suicides. This 
review will collate the action plans into specific areas of improvement as identified by 
the NCI’s ‘10 ways to improve safety’. 

• The team is working on an improvement in the feedback that teams receive following 
the conclusion of investigations. 

Training 
• Currently the Trust is 88% compliant with Level 1 suicide prevention training. This, 
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along with all suicide prevention training, is being reviewed and developed further to 
include shorter ‘refresher’ type training alongside more detailed suicide prevention 
packages for clinicians.   

• The Trust has just completed a Suicide Awareness and Intervention resource which 
has been made available to the general public via the Zero Suicide Alliance website 
following a national launch event in mid-November. It is hoped that the Zero Suicide 
Alliance approach will see the Mersey Care suicide awareness training reach a 
national audience. 

• The Level 2 Prevent training has been delivered across three pilot sites – Park Lodge, 
Clock View and Southport Locality and is due to commence in the Norris Green Hub.  
This training has been completed by 268 staff, and was being further developed 
following the engagement with Relias. This may lead to further ‘levels’ of training being 
delivered in different formats to suit both internal and external markets.   

• Supportive interventions have been delivered to teams across the Trust following 
potential suicides which includes support with risk formulations, Safety Planning and 
MDT attendance. This support also includes help with learning from these events and 
sharing of this learning across the organisation.  Further interventions are planned with 
Park Lodge and Southport.   

 
 
Priority 3: Progress Improvements in Physical Health 

• Dr Simon Tavernor, Consultant Psychiatrist is the nominated lead for this priority area. 
A Trust wide physical strategy group supports and oversees this priority area. 

Priority 3 Objectives for 2017/18 

By September 2017, the physical health pathway (Annual Health Check) for 
community service users on care programme approach will be fully implemented 

• There have been several adjustments to the community physical health pathway for 
the development in line with recommendations from NHS England in relation to cardio 
metabolic risk.  This now includes brief interventions and recording outcome pathways 
for the relevant parameters of Hypertension, Diabetes and Dyslipidaemia. Completion 
of the APHC is being encouraged regularly by the Physical Health team. Several 
meetings around the completion of the form and information transfer between 
secondary care and primary care are being arranged. A shared care protocol between 
primary and secondary care on completion of the APHC is being looked at within the 
CQUIN.  Regular communication continues with the community teams to ensure the 
completion of the form. A small team of community physical health nurses have been 
recruited to support the completion of the required documentation and provide a 
comprehensive physical assessment in-line with the assessment tool. There is an 
expectation that Q4 2018 there will be an improvement demonstrated for this physical 
health pathway. 
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By September 2017, the physical health pathway (Annual Health Check) for 
community service users on care programme approach will be fully implemented 

• There are numerous work streams under development to address the need to improve 
the compliance for completion of physical health checks for community service users.  
Graph 2: Percentage of community service users on CPA who have an annual 
health check – Trust 

 
• There have been changes to working practice within the Primary Care Liaison team 

which led to the team no longer inputting APHC check information from the GP 
practices. Therefore this has impacted on compliances demonstrated by the figures 
inputted as there have only been 2 members of staff across Local division working on 
the APHC within the CMHTS. Despite the increasing awareness of the APHC and 
training sessions taking place across all CMHT’s, there remains a lack of improvement 
demonstrated in the physical health care outcomes for the services users.  

• Over the next 6 months there will be a focus on communication from the physical 
health care team for the need for completion of the physical health assessment forms 
and meeting with the CMHTS to look at the physical health pathway within each area. 
Consultants are also being asked to include a physical health assessment within CPA 
reviews and template of information to be included within this will be developed. 
CQUIN Physical health dashboard has yet to be developed fully and when operational 
this will capture the effectiveness of the assessment with referral rates and actions 
taken around screening and intervening cardio metabolic risks.  

• There will also be data gathered from PHYSLOC10 on the overall percentage of 
completion rates. Further work will be carried out to ensure teams focus on the 
physical health form leading to end of Q4. The Business Intelligence finalised the 
system for monitoring compliance in December 2017. This date has been delayed in 
development due to capacity and demands on the Business Intelligence Team whilst 
implementing Rio. There is a trajectory for local division to achieve 95% by June 2018 

By March 2018, there will be a 90% uptake of the Annual Health Check (AHC) for all 
long stay inpatients across all clinical divisions 

• This target has been difficult to achieve. There is work required amongst the teams to 
raise awareness and understanding the importance of ensuring annual physical health 
checks are completed and documented for long term patients. Other regions have 
concentrated on investment in primary care to ensure this takes place. Liverpool and 
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Sefton CCG currently have no primary care physical health investment that works 
across primary and secondary care. This may need to be considered in the 2018/19 
 
Graph 3: Percentage of long stay inpatients who have had an annual health 
check - Trust 

• Despite the provision of the a very small community Phyical Health Team , some 
barriers  still exist for  the effective transfer of information from primary care to 
secondary care. EMIS has limted access availability under the current confidentiality 
contract and the view of the mental health review is not able to be viewed even with 
patient consent. There is still a lack of motivation from care co-ordinators and some 
CMHT leads to increase the frequency of the physical health through the referrals to 
the CPHT or the Assistant Pracititioners who operate physical health clinics. Further  
work and emphasis needs to be carried out from the  Physical Health Team to convey 
the importance of the documentation of the asssessment for the long term health 
outcomes of our clients.  

 
• The modern Matrons for Local and Corporate has delivered training on completion of 

the electronic assessment tool to the new medical staff at induction in December. 
Whereby we should start to see an improved percentage for the completion of 
electronic assessment that can be reported monthly through the Business Intelligence 
Team. 

• The local division is engaging with the medical staff to address the issues of 
assessment form completion through junior doctor induction and with the in-patient 
consultant led medical teams. The BIT reporting system has reviewed data collection 
issues from Epex as the current system did not pull through to record the blood results 
and this means that the performance is reported as zero percentage if all elements of 
the assessment tool are not recorded. The new reporting template for the Business 
Intelligence Team reporting template was completed the end of December. We expect 
to see an improvement demonstrated in the electronic reporting for this target for Q4 
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By March 2018, 100% of inpatients screened as smokers will have prescribed 
nicotine replacement therapy on admission 

• Graph 4 shows an increase in patient using nicotine replacement. The steering group 
and Division will continue to monitor performance.  

• The planned launch for smoke free happened in October 2017.  The Trust lead 
continues to work with the services to ensure a smooth transition into smoke free Trust 
the Trust lead remains visible within services and has provided market stalls which 
provide information to staff and service users to enable them to make an informed 
choice. The Trust Wide Nicotine Management Group will be reviewing all Datix 
information at next week at there meeting to ensure lessons learnt and any themes 
relating to smoke free agenda are actioned to improve the process. Local division are 
being supported by perfect care to address issues raised following the implementation 
of smoke free Trust. 

• Following guidance from Public Health England and CQC, the trust wide group 
continue to support the use of e-cigarettes as one of the options available for patients 
as an aid to smoking cessation 
Graph 4: Percentage of inpatients screened as smokers prescribed NRT on 
admission – Trust 
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Priority 4: A Just and Learning Culture 

Priority 4 Objectives for 2017/18 

Within one week of an incident, a copy of its 72 hour review will be shared with all 
members of the relevant teams (July 2017). 

• Dr Arun Chidambaram, Deputy Medical Director, is the nominated lead for this 
objective. 

• A sub-group led by Dr Arun undertook a review of current practices in relation to the 
use and application of 72 Hour Reviews. The group is made up of members of the JLC 
committee, consultants, managers, clinicians and members of the patient safety Team. 

• There is an inconsistent approach across the Trust to how incident reports are 
reviewed and actions to be taken. The review processes do not support the aim to 
provide a 72 Hour Review report to the relevant team within the timescale that has 
been set. 

• The Task and Finish Group are working to standardise the process and produce 
guidance to assist the decision making on incidents that may require a 72 Hour 
Review. 

• The Trust’s DATIX and Ulysses systems are being developed to aid and support the 
application of 72 Hour Reviews with new “drop down tick boxes” and a “virtual 
validation” process is being considered that will enable swifter feedback to the relevant 
teams. 

• The work of this group links with other work streams such as the publication of “Good 
Practice Stories” and the management and resolution of incidents and complaints.   

Good practice stories will be published every month in order that we can extract the 
maximum possible learning from things that go well and from things that did not go 
as expected (September 2017) 

• Tim Riding, Associate Director, Centre for Perfect Care, is the nominated lead for this 
objective. 

• Robust mechanisms to identify, prioritise and then publish good practice stories have 
now been established. This includes a small ‘editorial group’ which meets on a monthly 
basis and undertakes the following tasks: 

o Considers and shortlists the range of submissions received; 
o Seeks further information where necessary; 
o Drafts potential stories; 
o Puts forward suggested stories for ‘sign off’ by the Executive Director of 

Workforce. 
• The Just and Learning Culture ‘microsite’ has also been finalised and launched.  This 

will be used as an opportunity to publish the first of our good practice stories 
simultaneously, with a view to publishing 1 – 3 stories in each subsequent month. 
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We will publish quarterly data on our web site to transparently demonstrate whether 
our staff have felt supported when things in our care haven't gone as expected 
(September 2017). 

• Amanda Smith, Head of Health and Wellbeing, is the nominated lead for this objective. 
• All employees who by virtue of an incident / situation are guided through the supporting 

process and will be formally canvassed at month 1 and 3 post incident to seek their 
feedback (data) as to how effective they found the process and support options that 
were made available to them by the Trust. As employees needs different support 
dependent upon the individual circumstances / event we are aware of and 
acknowledge that what one employee may find supportive another does not and so we 
aim to provide a tailored support package for staff that meets their individual needs. 

• The feedback from staff will be reported on a quarterly basis via the Trust's website 
and to divisional leads which will support us to continuously learn and improve staff 
experience when something didn't go as expected.  

• The staff stories where reported as part of the week with Sydney Decker for developing 
the Just and learning Culture.  

 
Priority 5: Reduction of Community Acquired Pressure Ulcers 

• Nicky Ore, Clinical Lead Sefton Locality, is the nominated lead for this priority. 
• The prevention and management of pressure ulcers remains our highest clinical risk 

with South Sefton Community Services Division and is an issue across the whole 
health economy due to increasing complexity of patients who remain at home or in 
residential homes or nursing homes. Nationally pressure damage is one of the highest 
clinical risks, the reduction of pressure ulcers forms part of many national and local 
initiatives including NICE and CQUIN.   

• The division has embedded the divisional pressure ulcer reduction programme (PURP) 
in continues to work in collaboration with Liverpool Community Health and Sefton 
CCG. Bi-monthly collaboration meetings with Sefton CCG have been established as 
part of the Divisions Harm Free Care workstreams. The PURP action plan 
concentrates on 6 key themes to support the reduction of pressure ulcers. 

• The Trust will aspire for zero Community Acquired Avoidable pressure ulcers (all 
grades).  The Division continues to work with the Perfect Care Team to support the 
reduction program. However the following has been set a target of reduction for 
community acquired ulcers as part of the Quality Account Targets 2017/18.   
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Priority 5 Objectives for 2017/18 

Target 1 - 20% reduction compared to 2016/17 for Grade 2 Community Acquired 
Avoidable Pressure Ulcers (Target 9).   

• The current level of performance against target – Grade 2: 3 (YTD) 
Graph 5: Grade 2 Community acquired pressure ulcers 

 
Target 2 - 10% reduction compared to 2016/17 for Grade 3 Community Acquired 
Avoidable Pressure Ulcers (Target 13) (STEIS).   

• Current level of performance against target – 17 community acquired grade 3 
pressure ulcers YTD.  This objective is rated red as a result of current performance 
against target. 
Graph 6: No of grade 3 community acquired avoidable pressure ulcers 
(cumulative) 
 

 
• Reason for underperformance:  

o Hotspot areas identified in relation to CAA Grade 3 pressure ulcers – local 
improvement plans in place which link to overall Divisional Pressure Ulcer 
Improvement Plan; 

o Recovery plan in relation to CAA Grade 3 pressure ulcers implemented with a 
target completion date of end of March 2018.  Main focus of the recovery plan 
is around the main key themes from RCA's - first holistic assessment and 
shared decision making.  

o The divisional pressure ulcer programme continues to be supported by the Skin 
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Service, Safeguarding and Divisional Governance and Quality Team in 
developing initiatives and working with teams to embed at service level to 
ensure that pressure ulcer reporting is escalated promptly and lessons learnt 
are shared throughout the organisation. 

Target 3- Zero Grade 4 Community Acquired Avoidable Pressure Ulcers (STEIS).   

• Current level of performance as at 30.09.17 – 0 community acquired pressure ulcers 
YTD 

 

 
• Grade 4: 1 (YTD)* this has since been requested to be removed from StEIS as 

deemed non community acquired following investigation.  Awaiting confirmation from 
CCG. 

• The Pressure Ulcer Reduction Programme continues with a focus to reduce community 
acquired pressure ulcers particular focus on Grade 3 pressure ulcers, work continues 
in collaboration with NHSE to support a whole system approach to pressure ulcer 
reduction. The divisional programme continues to be supported by the Skin Service, 
Safeguarding, divisional Governance and Quality team in developing initiatives and 
working with teams to embed at service level to ensure that pressure ulcer reporting is 
escalated promptly and lessons learnt are shared throughout the organisation. The 
division has commenced work with perfect Care to support the reduction program of 
pressure ulcers. 
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2.3 Statements of Assurance from the Board: Review of Services 

20. During 2017/18 Mersey Care NHS Foundation Trust provided 42 NHS services to 
NHS Commissioners, including public health (local authorities). 

21. During 2017/18, the Trust contracted with: 

a) NHS Liverpool CCG (with Liverpool City Council) and NHS Sefton CCG (and 
associates), for local mental health and learning disability services across the 
Liverpool, Sefton, Knowsley, Halton, St Helens and West Lancashire areas; 

b) NHS Liverpool CCG for addiction services; 

c) NHS Liverpool CCG for Improved Access to Psychological Therapies (IAPT); 

d) NHS South Sefton CCG, NHS Southport and Formby CCG, NHS Liverpool 
CCG and Aintree Hospital NHS FT for Sefton community physical health 
services. 

e) Sefton Council: 

i) Residential Substance Misuse Medically Managed Detoxification Service, 

ii) Ambition Sefton – Adult Substance Misuse Treatment and Recovery 
Service (within the Ambition Sefton contract there are a number of 
Pharmacy Services that provide Needle Exchange and Supervised 
Consumption); 

f) NHS England (through its regional and various sub-regional teams) for: 

i) low, medium and high secure services and colleagues from NHS Wales in 
respect of high secure services, 

ii) low and medium secure services for specialist learning disabilities 
services,  

iii) personality disorder services at HM Prison Garth; 

g) Aintree University Hospitals NHS Foundation Trust for the Liverpool 
Community Alcohol Service; 

h) NHS Lancashire CCG (and associates) for low and medium secure services 
and enhanced community support services for specialist learning disabilities 
services; 

i) Alder Hey Children’s NHS Foundation Trust – CQUIN transition from CAMHS 
to Adult Mental Health and Learning Disability Service; 

j) Liverpool Womens NHS Foundation Trust for Perinatal Service; 

k) Manchester Mental Health and Social Care Trust for psychiatry services to 
HMP Manchester; 
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l) National Probation Service for community personality disorder services, 
Resettle and Psychologically Informed Planned Environment (PIPE) services; 

m) NHS East Lancashire CCG for Learning Disabilities Enhanced Support 
Services; 

n) Lancashire Care NHS Foundation Trust for Dental services for low and 
medium secure services. This is a commissioned service i.e. expenditure; 

o) Lancashire Care NHS Foundation Trust for Speech and Language Services. 
This is a commissioned service i.e. expenditure.  

p) Liaison & Diversion service (CJLT) - within secure main contract; 

q) Sex Offender Treatment Programme at HM Prison Wymott – within OPD 
element of main secure contract; 

r) Psychiatry service to HM Prison Altcourse (Primecare); 

s) National Probation Service / NOMs OPD work in Cheshire. 

22. The Trust also provides staff support services to a number of local NHS and non-
NHS organisations,  

a) NHS Shared Business Service; 

b) Liverpool Heart and Chest Hospital NHS Foundation Trust; 

c) Southport College; 

d) Aintree University Hospitals NHS Foundation Trust; 

e) St Helens Council; 

f) Liverpool Mutual Homes; 

g) Liverpool Womens Hospital NHS Foundation Trust; 

h) The Walton Centre NHS Foundation Trust; 

i) Liverpool Community Health NHS Trust; 

j) Royal Liverpool & Broadgreen University Hospitals NHS Trust; 

k) St Helens & Knowsley Hospitals NHS Trust; 

l) VIVUP; 

m) Royal Surrey; 

n) Bristol Commissioning Support Unit 

23. Mersey Care has reviewed all of the data available on the quality of care in all of 
these services 
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24. The Trust also hosts Informatics Merseyside which provides services to a range of 
local NHS organisations. 

25. The income generated by the NHS services reviewed in 2017/18 represents 100% of 
the total income generated from the provision of NHS services by Mersey Care NHS 
Foundation Trust for 2017/18.   

2.4 Participation in National and Local Clinical Audits and 
National Confidential Enquiries  

 
National Clinical Audit Reports 2017/18 

26. During 2017/18 four national clinical audits and two national confidential enquiry 
covered relevant health services that Mersey Care NHS Foundation Trust provides.  

27. During that period Mersey Care NHS Foundation Trust participated in 100% of 
national clinical audits and 100% national confidential enquiries of the national 
clinical audits and national confidential enquiries which it was eligible to participate in.  

28. The national clinical audits and national confidential enquiries that Mersey Care NHS 
Foundation Trust was eligible to participate in during 2017/18 are as follows:  

a) National Confidential Enquiry into Suicide and Homicide by people with 
Mental Illness; 

b) Learning Disability Mortality Review Programme (LeDeR); 

c) National Clinical Audit on Psychosis; 

d) POMH: The use of depot/long acting injections (LAI) antipsychotic 
medications for relapse prevention; 

e) POMH: Rapid Tranquillisation; 

f) POMH: Prescribing High Dose and Combined Antipsychotics. 

29. The national clinical audits and national confidential enquiries that Mersey Care NHS 
Foundation Trust participated in during 2017/18 are as follows:  

a) National Confidential Enquiry into Suicide and Homicide by people with 
Mental Illness; 

b) Learning Disability Mortality Review Programme (LeDeR); 

c) National Clinical Audit on Psychosis; 

d) Prescribing Observatory for Mental Health (POMH): The use of depot/long 
acting injections (LAI) antipsychotic medications for relapse prevention; 

e) POMH: Rapid Tranquillisation; 

f) POMH: Prescribing High Dose and Combined Antipsychotics. 
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30. The national clinical audits and national confidential enquiries that Mersey Care NHS 
Foundation Trust participated in, and for which data collection was completed during 
2017/18, are listed below alongside the number of cases submitted to each audit or 
enquiry as a percentage of the number of registered cases required by the terms of 
that audit or enquiry.  

a) National Confidential Enquiry into Suicide and Homicide by people with 
Mental Illness (100% - 58 submitted, 15 returned); 

b) Learning Disability Mortality Review Programme (LeDeR) (100% - 25 
submitted); 

c) National Clinical Audit on Psychosis (100% - 300 submitted); 

d) POMH: The use of depot/long acting injections (LAI) antipsychotic 
medications for relapse prevention (100%); 

e) POMH: Rapid Tranquillisation (100%); 

f) POMH: Prescribing High Dose and Combined Antipsychotics (100%). 

31. The reports of 4 national clinical audits were reviewed by the provider in 2017/18 and 
Mersey Care NHS Foundation Trust intends to take the following actions to improve 
the quality of healthcare provided: 

a) From the POMH: Rapid Tranquillisation the actions to improve quality are:- 
i) The recording of service user’s preferences about Rapid Tranquillisation 

needs to improve within the Local Division, 
ii) Increase the recording of assessment of the mental and behavioural state 

of the service user needs in the clinical notes; 

b) From the POMH: The use of depot/long acting injections (LAI) antipsychotic 
medications for relapse prevention the actions to improve quality are: 
i) To increase the number of cases notes that have full documentation of an 

annual assessment of side effects, 
ii) To increase the documentation of a clinical plan of how staff should 

respond when a service user fails to attend for an appointment to 
administer the medication; 

c) From the POMH: Prescribing high dose and combination antipsychotics the 
actions to improve quality is: 
i) To review the prescribing of PRN antipsychotics. 

d) From the National Physical Health CQUIN of Cardio Metabolic Assessment 
for patients with Schizophrenia the actions to improve quality is: 
i) Development a new community physical health pathway with improved 

specialist staff to support access and record keeping systems and an 
intranet portal developed to support the physical health pathway. 
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Participation in Trust Wide Clinical Audits 

32. The reports of 30 completed clinical audits were reviewed by the Trust in 2017/2018 
and it intends to take action to improve the quality of healthcare provided (see 
appendix 1 for list of clinical audit topics and brief synopsis). 

33. All of the Trust’s clinical audits are presented to and reviewed by the Quality 
Assurance Committee and Audit Committee and provide the assurance that quality 
issues are being addressed at Board level.  The Trust encourages all services to be 
quality focused and as such encourages all clinical areas and disciplines to 
participate in the review of services through clinical audit. Audit findings have been 
shared at divisional governance forums. 

34. Please see Annex 3 for Local Clinical Audit Report 2017/18. 

2.5  NHS Staff Survey Results 2017 
 
35. Findings from staff survey regarding Indicators KF26 and KF21 are shown in table 

overleaf. 

Key Finding 
 

2017 National 
Average 
( MH/LD) 

2016 Comment 

KF26 - %age of staff 
experiencing 
harassment, bullying 
or abuse from staff in 
last 12 months (lower 
the better)  

21% 21% 20% No statistically significant  
change since last year and in 
line with national average 

KF 21 percentage of 
staff  believing that 
the organisation 
provides equal 
opportunities for 
career progression or 
promotion (higher 
the better)  

White 
84% 

 
 

BME 
77% 

87% White 
82% 

 
 

BME 
83% 

No statistically significant 
change for overall staff score 
since last year and statistically 
in line with national average.  
 
Drop in scores from BME staff 
members from 83% in 2016 to 
77% in 2017  

 
2.6 Research and Development  

36. The Trust has continued to give priority to supporting NIHR (National Institute for 
Health Research) adopted studies along with a large variety of student, staff and 
internally generated research studies. We have supported 121 open studies 
(including those in set-up, actively recruiting and in write up), of which 54 were 
adopted NIHR studies and the remaining 67 were student, Trust specific and own 
account studies.  

37. The number of service users recruited during this period to participate in research, 
approved by a research ethics committee was 866. In addition, 213 staff and 154 
carers participated in research studies – a grand total of 1,233 (compared to 1,039 
last year – a 19% increase). Of these, 490 service users, 128 carers and 89 staff (a 
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total of 707) recruits were from NIHR adopted portfolio studies and 526 from non-
adopted studies. 

38. The range of studies being supported continues to be varied including learning 
disability, mental health, forensic, genetics, dementia, IAPT, social work, perinatal 
mental health, shared reading, seclusion, alcohol abuse and offender personality 
disorder pathway. We were particularly pleased to be able to deliver our first NIHR 
adopted studies in the Eating Disorder Service. The first one for service users 
investigating the efficacy of a web-based guided self-help intervention for people with 
bulimia, binge eating disorder and other eating disorders with binge eating.  The 
second one for carers of individuals with anorexia nervosa. For both these studies we 
are the highest recruiting site outside of the sponsor site.  Studies have also 
expanded to include several technology focused studies supporting service users 
and carers living in the community and on in-patient wards. Interestingly one 
preliminary study is exploring any potential links between memory and concentration 
problems in people with MH, neurodevelopmental and neurodegenerative disorders 
and blood supply to the heart and brain. The variety of studies will continue to 
expand with the recent acquisition of Liverpool Community Health Trust (LCH) and 
the return of services in Liverpool Prison.  We have also had more staff only studies 
this year compared to previous years which have been welcomed and supported by 
staff colleagues. 

39. Performance metrics for NIHR adopted studies are based on approval times and 
delivery of participants to time and target.  We have maintained our excellent record 
in achieving time to set up, first participant and time to target throughout 2017/18 and 
have again surpassed the recruitment target for the number of people participating in 
NIHR research studies   We welcomed the recent confirmation of recurrent, funding 
from the NW Coast Comprehensive Research Network (CRN) for an additional 
member of delivery staff which has had a significant impact in terms of recruitment 
and study promotion.  Our own trust funded staff in the Specialist LD (SpLD) service 
have also supported recruitment to NIHR adopted studies this year alongside their 
service specific studies.  Additional funding from the CRN for a 0.4wte clinical trials 
pharmacist has allowed the post holder to develop her knowledge of delivery of 
clinical trials from a pharmacy perspective through shadowing opportunities. She has 
also developed pharmacy standard operating procedures and staff training packages 
for Mersey Care in readiness for supporting clinical trials in the future. 

40. Engaging service users and carers is crucial to ensure research leads to 
improvements and changes in healthcare delivery which is core to providing patient-
centred care. The ability to demonstrate meaningful participation within research from 
PPI groups also promotes opportunities for external funding.  In readiness for the roll-
out of our new patient information system (RIO) we have been busy promoting 
Consent to Contact with our service users, carers and families to increase 
opportunities for service user and carer involvement in research and innovation.  This 
initiative supports interested people to register their interest in being contacted about 
potential research and innovation opportunities – as participants, members of 
research teams or just to receive information. We have also developed an easy read 
pictorial version of Consent to Contact for people with learning difficulties and 
cognitive impairment which was co-developed with service users in the Specialist LD 
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(SpLD) service.   Through working closely with the RiO team, we are delighted to 
have specific research pages on RiO and the facility to record Consent to Contact. 
RiO will help identify and raise the profile of involvement of service users in research 
and support better data collection. We have also worked to promote a national 
initiative entitled Join Dementia Research (JDR) with the use of a recruitment booth 
from the JDR team.  The R&D team has developed a research newsletter whose 
main focus is promotion of research to service users and carers but also to raise the 
profile of research to staff.   

41. Staff have been supported in obtaining internships from the Collaboration for 
Leadership in Applied Health Research and Care (CLAHRC) to undertake service 
evaluations – one in Life Rooms and one in the PD Hub.  

42. The Trust has continued to invest in technology to aid research and innovation. We 
are one of only 15 trusts to invest in the CRIS programme and the only MH trust in 
the North West. This innovative research solution will retrieve data from the RiO 
record system, pseudonymise it to protect patient identities and then load it in to a 
database which can be queried to provide an opportunity to compare and search an 
extensive amount of clinical data.  It will also support screening for research 
participants. The use of CRIS will enable research opportunities that would otherwise 
be intrusive and/or prohibitive due to cost, time and privacy.  It will be rolled out when 
RiO becomes fully implemented later in 2018. 

43. Through tenacity and determination the research team facilitated the first ever recruit 
to an NIHR study in LCH.  This allowed the NW Coast Comprehensive Research 
Network to achieve, for the first time, their key objective of 100% of NHS Trusts 
recruiting to NIHR studies. 

44. A newly developed collaboration with North West Boroughs Healthcare NHS 
Foundation Trust (NWBHFT) has allowed us to offer participation in a dementia 
clinical trial to Trust Service Users. NWBHFT are the recruiting site with Mersey Care 
acting as an identification site. Through shadowing and supporting Trust Service 
Users through this trial, the research team are building knowledge and capacity 
whilst also giving access to a clinical trial for Mersey Care service users. 

45. We have continued to support several genomics studies related to mental health and 
learning disability which enables Mersey Care to be formally involved in the emerging 
medical field of genomics.  For over a year now, the Trust has been a delivery 
partner in a national genomics project (100,000 Genomes Project) which aims to 
sequence 100,000 whole genomes from NHS patients to accelerate the development 
of new diagnostics and treatments. The project focuses on patients with rare disease 
and their families.  We are supporting the recruitment of participants with severe 
learning disabilities with associated congenital malformation and autistic tendencies.  
It is an exciting time for the project as results are just now starting to filter back and 
clinicians are eagerly waiting to hear the results for our service users who have taken 
part which could have a significant impact on their future treatment. 

46. Through a longstanding collaboration between clinicians, researchers, users, and 
technology developers at Stanford Risk Authority (incl. Stanford University and 
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Hospitals) , LeanTaas (AI/Technology experts, Silicon Valley), Mersey Care and 
the  University of Liverpool, we have developed and  are recruiting to a pilot 
research  study investigating the feasibility and acceptability of a phone app called 
SWiM  (Strength Within Me). The aim of this study is to develop an algorithmic risk 
score that is valid in predicting suicide risk and recruitment within in-patient wards is 
progressing well.   This is part of a bigger project developing and testing mHealth 
applications and linked to the trust’s Zero Suicide Strategy.   

47. We successfully delivered a half day workshop for staff entitled "Preparing to Deliver 
Clinical Trials" as part of a programme of work to raise awareness and interest in 
research.   We were supported in this event by colleagues from the Royal Liverpool 
and Broadgreen University Hosptial and Aintree Hosptial who have agreed to offer 
support to the R&D team in preparing for clinical trial delivery.  A number of events 
have been held with professional groups – medical colleagues, psychologists – to 
raise awareness of research. 

48. The Secure Division has been successful in developing a programme of PhD 
studentships focussing on their specialist areas of need along with relevant 
publications. 

49. The Trust continues to support several studies within the National Confidential 
Inquiry into Suicide and Homicide by People with Mental Illness (NCISH) programme.  

50. Recruitment has been completed to a Trust hosted research study (funded by NIHR 
Research for Patient Benefit programme) in collaboration with UCLAN, University of 
Manchester, Lancashire Care NHS Trust and MAHS-CTU to a project entitled: A 
feasibility trial of glycopyrrolate in comparison to hyoscine hydrobromide and placebo 
in the treatment of clozapine-induced hypersalivation. The final report will be 
submitted in May 2018. 

51. Recruitment is continuing to a randomised controlled trial (RCT) to investigate 
whether MBT (Mentalisation Based Therapy) is an effective treatment for high-risk 
men in the community with antisocial personality disorder as part of the Offender 
Personality Disorder Pathway. The Trust is one of only 11 sites in the UK and the 
study is being jointly delivered by the National Probation Service and partner Health 
Service Providers as an integrated part of the Offender Personality Disorder 
Pathways Strategy.  

52. The Research team is part of the Centre for Perfect Care and the website 
(www.centreforperfectcare.com/) now holds all the information and advice relating to 
the process for submitting research and a comprehensive list of all studies currently 
open to recruitment.  

53. Through an established collaboration with the University of Liverpool entitled the 
Perfect Care Research Collaboration and the employment of a Research Associate 
and Research Assistants, several research and evaluation projects have been 
delivered to support the Perfect Care priorities and develop programmes of research 
to support Perfect Care.  These have included :- No Force First; DASA; CORE24;  
SWiM app; Management of Aggression; HOPE (Hospital Outpatient Psychotherapy 
Engagement Service) evaluation (a service providing rapid access to psychological 
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therapy, specifically tailored for those presenting at Accident & Emergency 
Departments in Liverpool City Centre following an episode of self-harm).  The HOPE 
evaluation lead to a successful bid to Liverpool CCG for funding to investigate the 
potential for making a shift to delivering this self-harm intervention in the community. 
Following this a bid has now been submitted for funding to test out the delivery of this 
service in the community – Community Outpatient Psychotherapy Engagement 
(COPE). A joint collaboration event held in the summer of 2017 celebrated this 
collaboration with the University of Liverpool and provided updates on a selection of 
on-going and planned studies to an audience of 70+ staff, service users and carers. 

54. We have established and continue to build strong links and networks with other 
research active organisations including the Innovation Agency, Liverpool Health 
Partners (LHP), Northwest Coast Genomics Health Care Alliance and the 
Collaboration for Leadership in Applied Health Research and Care (CLAHRC).  We 
remain involved in the analysis of data from the CLAHRC Household Survey which 
supports the discovery of local level and socio-economic factors that affect 
inequalities in physical and mental health with other partners.  

55. We are members of the UK Pharmacogenetics and Stratified Medicine Network with 
positive and collaborations with pharmacogenetics at the Wolfson Centre for 
Personalised Medicine at the University of Liverpool continuing to be developed in 
the area of mental health. 

56. We continue to maintain links with the NW Coast Clinical Research Network, 
Liverpool University, Liverpool John Moores University, Edge Hill University, 
University of Central Lancashire, Chester University, Lancaster University and 
Manchester University.  High Secure Services have maintained and built upon their 
longstanding collaboration with UCLAN.  As a result we have been involved in a 
number of international, national and local research projects and external funding 
bids.  International research links have also included joint bids, honorary contracts, 
memorandums of understanding and joint working with colleagues in Norway, 
Netherlands, Switzerland, Sweden, Australia, Maastricht and the USA.  

57. We have continued to submit funding bids to the NIHR with our academic colleagues 
from several universities. For example, the MRC Mental Health Data Pathfinder 
scheme with Liverpool and Sheffield Universities and Innovate UK with two small 
businesses. 

58. It is anticipated that 2018/19 will be both exciting and challenging.  Our biggest 
challenge and priority for the year ahead is the impact of the acquisition of Liverpool 
Community Health.  This will bring huge potential for a wider range and number of 
studies in a new area - physical health - and for combined studies looking at mental 
health, dementia and physical health.  It will also present challenge as it comes with 
no additional staff resource.  This will impact on the capacity of the current delivery 
and research staff in terms of understanding the new teams and services, promoting 
and delivering research to this vastly different and bigger group whilst not losing 
focus and maintaining successful delivery of mental health, learning disability and 
dementia studies.  The Clinical Trials pharmacist (funded by the CRN) will also be 
looking for opportunities in terms of sites/clinics/capacity/suitable recruits for taking a 
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physical health clinical trial into the newly acquired sites.   Another challenge will be 
the additional patient information system and how we access, screen and record 
participation for Community Health patients. 

2.7 Sign Up to Safety Campaign  

59. Sign Up to Safety is a national initiative to help NHS organisations and their staff 
achieve their patient safety aspirations and care for their patients in the safest way 
possible.   

60. Mersey Care is committed to Sign Up to Safety and support the philosophy of locally 
led, self-directed safety improvement. 

61. The original sign up to safety pledges were developed with the clinical divisions and 
signed off by the executive team. They were developed to ensure they mirror the 
objectives contained within the Quality Report and align with our perfect care goals. 

62. The Trust has continued, as part of its Duty of Candour policy to appoint family 
liaison officers who will support family members and carers when incidents occur and 
ensure they are guided and supported through the entire post incident review 
process. All national targets are now being achieved. The Trust has identified an 
individual manager in the Trust who coordinates the Trust’s response to Duty of 
Candour Incidents this has increased the quality of the work undertaken.  They have 
also: 

a) updated policy and procedure; 

b) provided training to staff particularly in High Secure Services; 

c) undertaken the role of Family Liaison Manager for the majority of incidents 
within the Local Division; 

d) monitored incidents to ensure that those incidents that meet the criteria for 
Duty of Candour are moved through the agreed process.  

63. The Sign Up to Safety agenda in the Trust has been reviewed .Following a stock take 
of progress made so far the Just Culture campaign and appointment of the Freedom 
to Speak up (FTSU) Guardians have been  focusing on  reducing the concerns that 
many staff have had when an incident has occurred. Previously staff have felt that 
they would be blamed for the incident and potentially suspended. The FTSU 
guardian role has provided staff with a vehicle to raise their concerns about risks and 
safety in a way that is controlled, supportive and remains internal to the trust. This 
means that the organisation can deal with issues more contemporaneously and 
implement remedial actions to enhance the safety and quality of service provision. 

64. The Trust has been working with Stanford University to undertake improvement work 
to reduce the number of self harm incidents in the Trust. It has used Design Thinking 
Methodology to do this. The first group of wards have completed their initial 
programme of work, a significant reduction in the number of incidents has occurred 
across all wards in the project.  Changes to practice have included: 
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a) using safety huddles to share information with staff on current plans to 
manage ward/ incident risk; 

b) providing specific training on the prevention and management of self harm to 
staff; 

c) increasing social and recreational activities; 

d) providing patients with alternatives to self harm; 

e) increasing the availability of therapeutic problem solving groups; 

f) providing staff with time to reflect on the care they give and learn from their 
experiences with the aim of enhancing their resilience and skill. 

65. Another group of wards have now started on the programme and are in the process 
of identifying the key actions that they will be taking to reduce self harm in their 
wards.  

66. The Trust continues to review the number and type of assaults that are inflicted on 
staff with the aim of identifying ways that the number and level of harm caused by of 
assaultive behaviors can be reduced. The Trust’s Personal Safety Team have 
focused their work on providing clinical guidance to staff regarding specific and 
complex individuals as it was recognised that the majority of violent incidents were 
caused by a small number of vulnerable and complex patients. The number of violent 
incidents across the Trust is gradually reducing in the Trust. The PSS teams have 
also been actively involved in supporting wards in implementing the smoke free 
policy with the aim of increasing safety and reducing assaultive behavior.  

Mortality - Learning from Deaths  

67. The Trust agreed to fund the development of a Mortality and Incident Review Team 
with the aim of meeting national guidelines and enhance the quality and timeliness of 
the learning reviews that are undertaken to learn from deaths. This is a Trust priority 
6 for 2018/19The Trust has used Mazars and Lockton’s, two external agencies to 
provide guidance regarding best practice in this area. 

68. The Trust has started to undertake a series of thematic mortality reviews to identify 
learning following the deaths of patients in certain diagnostic groups. The reviews 
undertaken have included deaths that have occurred within the Trusts inpatient 
services and deaths that have occurred where the patient was being prescribed 
Clozaril. Both these reviews have been praised by Mazars as good examples of a 
thematic review process. Actions that have emanated out of these have  included a 
further audit of adherence to MEWs across the Trust , which has been completed 
and review of the Clozaril management policy which is now underway.     

69. Mersey Internal Audit Agency (MIAA) have undertaken an audit of  the processes 
used to manage mortality within the organisation. They found that there was 
significant assurance, they have recommended some improvement actions to be 
taken including enhanced oversight by Executive Directors and increased focus on 
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gaining evidence of the learning that has taken place following the reviews that take 
place.   

70. All deaths that are in scope are reviewed by the Trust using its three stage process: 

a) triage using an agreed review tool; 

b) Structured Judgement Review/seventy hour review; 

c) Root Cause Analysis Review  

71. The Trust reports the findings of this process on a bi monthly process to the Quality 
Assurance Committee and the Board of Directors as per national guidance.  

72. A small number of cases have been taken through the three stages of the mortality 
review process; this has included a death related to the death of a patient with a 
Learning Disability. The Duty of Candour process was commenced and the families 
were engaged in the investigation. An oversight group that reported through to 
Executive Surveillance monitored the implementation of the action plan which 
included Consultant Psychiatrist’s liaising with GPs  who referred patients  into the 
respite service to clarify how best the needs of those individuals with complex   
physical health care needs could most appropriately  be managed. The full action 
plan has now been completed though on going work in the unit is being undertaken 
to enhance the skills of staff in relation to physical health care.  

73. One of the national targets for undertaking incident reviews is to increase the skill 
and experience of those undertaking reviews therefore the new Mortality and Incident 
Review Team have received specialists training from an external agency which 
specialises in this area of work and some staff are also undertaking an academic 
course facilitated by the University of Central Lancashire. The Trust is also 
participating in a project facilitated by the Royal College of Psychiatrists to develop 
national best practice standards in the delivery and learning from Serious and 
Incident reviews.  This work commenced in April 2018 and will involve the Trust in 
working with other mental health organisations nationally. This project will allow the 
work of the newly developed Mortality and Incident Review Team to be evaluated 
with aim of assessing whether the quality of the incidents process has improved thus 
allowing more appropriate and effective learning to take place.  

74. The Trust is now focusing on increasing the number of wards that undertake Safety 
Huddles within the organisation; the aim is to provide more clarity re the role and 
function of huddles, though at the same time ensuring they are used to enhance the 
specific risks of the ward.  

75. The Trust will be developing a project to focus on reducing the variance of clinical 
practice across inpatient wards, recent incidents have shown that there are 
significant differences in the way that staff in inpatient area provide care , this also 
occurs across shifts on the same ward. The Trust will use Design Thinking 
Methodology to identify a small number of standards to implement.  
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76. The Five Sign Up to Safety Pledges: 

a) Putting Safety First - the Trust is committed to reducing avoidable harm in 
the organisation. We will do this by focusing on our zero suicide, no force first 
and self harm projects. Safety is at the centre of our perfect care work and 
one of our six quality domains; 

b) Continually Learn - the Trust will make the organisation more resilient to 
risks by acting on feedback from patients and by constantly measuring and 
monitoring how safe our services are. Post incident reviews, particularly 
related to serious self harm and suicides will be a significant part of this 
process; 

c) Honesty - the Trust will be transparent with people about the progress it has 
made to tackle patient safety issues and support staff to be candid with 
patients and their families if something goes wrong. We will continue to 
develop our internal systems for raising concerns and appoint a “Freedom to 
Speak Up” guardian. We will continue to implement the national Duty of 
Candour guidance in full and measure the use of this process across the 
organisation. Encouraging and guiding our staff to raise concerns using a 
variety of methodologies will remain a key priority; 

d) Collaborate - we will take a leading role in supporting collaborative learning 
to ensure improvements are made across all of the services that patients use. 
We are part of a UK collaborative with six other hospitals and The Risk 
Authority at Stanford in the United States working on a ‘partnership for patient 
protection’ project which aims to raise patient safety to a new level using 
technology never used in healthcare, to make our services as safe as 
possible.  

Working closely with our commissioners and external agencies we will review 
our root cause analysis to ensure it meets national guidance and develop 
internal outcome measures; 

e) Support - we will help people understand why things go wrong and how to 
put them right. We will give staff the time and support needed to improve and 
celebrate progress. Staff involved in incidents and complaints will be 
supported when things go wrong and also enable them to learn from these 
events. We will continue to develop our internal mechanisms for supporting 
staff including the use of counselling and post incident debriefs 

2.8 Commissioning for Quality and Innovation (CQUIN) 

77. Details of the CQUIN Schemes for 2017/19. The Trust will report quarter four CQUIN 
targets to commissioners on the 30th April 2018 and commissioners are expected to 
confirm performance in May 2018. 

78. The Trust will report ‘green’ for all CQUIN targets in quarter four, with the following 
exceptions. 
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79. The Local Division may fail to achieve the National Physical Health CQUIN. The 
2017-18 audit results may not reflect the improvements in physical health monitoring 
which will be realised in the 2018-19 audits.  

80. The Trust has implemented several changes in the recording of physical health 
screening for patients across the Trust, including a comprehensive training plan and 
improvements in the recording of interventions. It was expected that the Royal 
College of Psychiatrists audit would take place in Quarter 3, (Jan 2018) therefore the 
impact of these changes would have been realised in the audit results.  

81. NHS England have advised that instead of a separate audit, the physical Health 
indicators from the NCAP audit which was conducted in August 2017 will be used to 
inform CQUIN performance. The timing of the audit has therefore had a negative 
impact on the audit results. A maximum of £0.10m may be identified to reinvest in the 
service to improve performance. 

82. Results of the Staff survey have confirmed that the trust has not achieved the 
Corporate CQUIN, Improvement of Health and Wellbeing of NHS staff, Staff Survey 
indicator. Under this year’s contractual arrangements for the Local Division £0.079m 
has been identified to reinvest back into the CQUIN to improve performance. For the 
Secure, Specialist Learning Disabilities and South Sefton Community Services 
Divisions, £0.159m will be returned to commissioners for underperformance 

83. There is a risk that the South Sefton Community Service Division may fail to achieve 
targets for the Preventing Ill health by risky behaviours CQUIN. The maximum 
financial risk is £0.014m, to be returned to commissioners for underperformance. 

Local Services Division 

CQUIN 
Indicator Summary: Lead: Deliverables 

National Staff 
Health & 
Wellbeing 
 

1a. Improving staff 
health and Wellbeing 
(staff survey). 
 
 
 
 
1b. Healthy food for 
NHS staff, visitors 
and patients. 
 
1c. Improving the 
uptake of flu 
vaccinations for front 
line staff within 
Providers. 
 
 
 
 

1a. Amanda 
Smith 

 
 
 
 
 

1b. Joanne 
Ashley 

 
 

1c Joanne 
Scoltock 

1a. A 5% improvement in the 
answer to 2 out of 3 questions on 
the staff survey, relating to health 
and wellbeing, MSK and stress, in 
order to demonstrate the trusts 
commitment to staff health and 
wellbeing. 
1b. Changes in catering provision 
to reduce the fat, sugar and calorie 
content of food and drink items on 
trust sites. 
1c 70 % of frontline staff to have 
received their flu vaccination by the 
28th February 2018. 
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Local Services Division 

CQUIN 
Indicator Summary: Lead: Deliverables 

National 
Physical Health 
 

2a. Improving 
Physical healthcare 
to reduce premature 
mortality in people 
with SMI: Cardio 
Metabolic 
Assessment and 
treatment for 
Patients with 
Psychoses 
 
 
 
 
 
2b. Collaboration 
with primary Care 
Clinicians 
 

Nicola 
Lamont 

2a To demonstrate cardio metabolic 
assessment and treatment for 
patients with psychoses in the 
following areas:  
• Inpatient wards – 90% 
• All community based mental 

health services for people with 
mental illness (patients on 
CPA), excluding EIP services – 
65% 

• EIP Services – 90% 
Audit of patient records to take 
Place in Q4. 
90% of patients to have either an 
up to date CPA (care programme 
approach), care plan or a 
comprehensive discharge summary 
shared with their GP. Audit to take 
place in Q2. 

Primary Care 
Liaison Service 

Improving 
collaborative working 
between Primary and 
Secondary Mental 
Health Care. 
 

Alex 
Henderson 

Development of a Primary Care 
liaison service to establish closer 
links between Secondary and 
Primary Care. The four core 
elements are : 
• Direct patient Care – brief 

interventions. 
• Support and Advice for Primary 

Care Practitioners 
• Education and Service 

Development. 
• Bringing Secondary Care closer 

through shared learning. 

Improving 
attendances at 
A&E 

Improving services 
for people with 
mental Health needs 
who present to A&E. 

Mark 
Sergeant 

In collaboration with Acute trusts, 
reduce by 20% the number of 
attendances to A&E for those within 
a selected cohort of frequent 
attenders who would benefit from 
mental health and psychosocial 
interventions, and establish 
improved services to ensure this 
reduction is sustainable. 
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Local Services Division 

CQUIN 
Indicator Summary: Lead: Deliverables 

Preventing ill 
Health by risky 
behaviours – 
Alcohol and 
Tobacco  
 

Part a. Tobacco 
screening 
Part b. Tobacco 
Brief Advice 
Part c. Tobacco 
referral and    
Medication Offer 
Part d. Alcohol 
screening 
Part e. Alcohol brief 
advice & referral 
 

Linda 
Roberts 

Trust to demonstrate for  all 
inpatient admissions  
• Percentage of adult patients 

screened for tobacco and 
alcohol use. 

• Patient records to include status 
and referral as necessary 

Trust to evidence that improved 
clinical pathways for interventions 
are in place and that relevant staff 
are trained to deliver brief advice 
and interventions. 

Child and 
Young Person 
MH Transition  

Transition out of 
children’s and young 
people’s Mental 
health Services 
(CYPMHS). 

Nicky 
Fearon 

Trust to collaborate with acute 
colleagues to evidence 
improvements to the experience 
and outcomes for young people as 
they transition out of Children’s and 
Young Peoples mental Health 
Service. 

IAPT- Training 
and education 
for community 
based nurses 

Training for 
community nurses to 
recognise and 
respond to people 
with poor 
psychological 
wellbeing and 
comorbid chronic 
physical health 
conditions. 

Jo Webster The aim is to educate community 
practitioners to understand long 
term conditions and their link to 
poor mental health. This will inform 
referral to IAPT and voluntary 
sector provision and enable 
practitioners to offer initial low level 
interventions. 
 

 

Secure Division 

CQUIN 
Indicator Summary: Lead: Deliverables 

National Staff 
Health & 
Wellbeing 

1a. Improving staff 
health and Wellbeing 
(staff survey). 
1b. Healthy food for 
NHS staff, visitors 
and patients. 
1c. Improving the 
uptake of flu 
vaccinations for front 
line staff within 
Providers. 

1a. Dale 
Williams 

 
 
 
 
 

1b. Dale 
Williams 

 
 

1c Bridget 
Clancy 

 

1a. A 5% improvement in the 
answer to 2 out of 3 questions on 
the staff survey, relating to health 
and wellbeing, MSK and stress, in 
order to demonstrate the trusts 
commitment to staff health and 
wellbeing. 
1b. Changes in catering provision 
to reduce the fat, sugar and calorie 
content of food and drink items on 
trust sites. 
1c 70 % of frontline staff to have 
received their flu vaccination by the 
28th February 2018. 
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Secure Division 

CQUIN 
Indicator Summary: Lead: Deliverables 

National 
Physical Health 

2a. Improving 
Physical healthcare 
to reduce premature 
mortality in people 
with SMI: Cardio 
Metabolic 
Assessment and 
treatment for 
Patients with 
Psychoses. 
 
 
 
 
 
2b. Collaboration 
with primary Care 
Clinicians. 

Dale 
Williams 

 
 
 

2a To demonstrate cardio metabolic 
assessment and treatment for 
patients with psychoses in the 
following areas:  
• Inpatient wards – 90% 
• All community based mental 

health services for people with 
mental illness (patients on 
CPA), excluding EIP services – 
65% 

• EIP Services – 90% 
Audit of patient records to take 
Place in Q4. 
90% of patients to have either an 
up to date CPA, care plan or a 
comprehensive discharge summary 
shared with their GP. Audit to take 
place in Q2. 

Implementing 
Sense of 
Community in 
High Secure 
Wards 

Developing a Sense 
of Community across 
high secure wards to 
improve inpatient 
wellbeing.  

Alison Baker 
 

The aim of the CQUIN is to 
implement an intervention across 
selected wards focusing on 
developing a psychological sense 
of community. This will bring a 
sense of belonging that patients 
belong to a community and to each 
other and that individual needs can 
be met through a shared sense of 
community. 

Recovery 
College for 
Medium and low 
secure patients 

Education and 
training programmes 
to support recovery. 

Fran Cairns 
 

The establishment of a co 
developed and co delivered 
programmes of education and 
training to complement other 
treatment approaches in adult 
secure services.  

Reducing 
Restrictive 
Practices within 
Adult Secure 
Services 

The development, 
implementation and 
evaluation of a 
framework for the 
reduction of 
restrictive practices 
within adult secure 
services, in order to 
improve service user 
experience whilst 
maintaining safe 
services.  
 
 

Jennifer 
Kilcoyne 

The overall aim is to develop an 
ethos in which people with mental 
health problems are able fully to 
participate in formulating plans for 
their well-being, risk management 
and care in a collaborative manner. 
As a consequence more positive 
and collaborative service cultures 
develop reducing the need for 
restrictive interventions. 
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Secure Division 

CQUIN 
Indicator Summary: Lead: Deliverables 

Discharge and 
Resettlement 

Reduction of length 
of stay in specialised 
MH Inpatient 
Services 

Fran Cairns This CQUIN is designed to achieve 
at least a 10% reduction in the 
current average length of stay 

Preventing ill 
health by risky 
behaviours – 
Alcohol and 
Tobacco  
 

Part a. Tobacco 
screening 
Part b. Tobacco 
Brief Advice 
Part c. Tobacco 
referral and    
Medication Offer 
Part d. Alcohol 
screening 
Part e. Alcohol brief 
advice & referral 
 

Dale 
Williams 

Trust to demonstrate for  all 
inpatient admissions: 
• Percentage of adult patients 

screened for tobacco and 
alcohol use. 

• Patient records to include status 
and referral as necessary. 

Trust to evidence that improved 
clinical pathways for interventions 
are in place and that relevant staff 
are trained to deliver brief advice 
and interventions. 

 

Specialist Learning Disabilities Division 

CQUIN 
Indicator Summary: Lead: Deliverables 

National Staff 
Health & 
Wellbeing 

1a. Improving staff 
health and Wellbeing 
(staff survey). 
1c. Improving the 
uptake of flu 
vaccinations for front 
line staff within 
Providers. 

1a. Dale 
Williams 

 
 
 
 

1b.Dale 
Williams 

 
 
 

1c Bridget 
Clancy 

 

1a. A 5% improvement in the 
answer to 2 out of 3 questions on 
the staff survey, relating to health 
and wellbeing, MSK and stress, in 
order to demonstrate the trusts 
commitment to staff health and 
wellbeing. 
1b. Changes in catering provision 
to reduce the fat, sugar and calorie 
content of food and drink items on 
trust sites. 
1c 70 % of frontline staff to have 
received their flu vaccination by the 
28th February 2018. 

National 
Physical Health 

2a. Improving 
Physical healthcare 
to reduce premature 
mortality in people 
with SMI: Cardio 
Metabolic 
Assessment and 
treatment for 
Patients with 
Psychoses. 
 
 
 

Dale 
Williams 

 
 
 

2a To demonstrate cardio metabolic 
assessment and treatment for 
patients with psychoses in the 
following areas:  
• Inpatient wards – 90% 
• All community based mental 

health services for people with 
mental illness (patients on 
CPA), excluding EIP services – 
65% 

• EIP Services – 90% 
Audit of patient records to take 
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Specialist Learning Disabilities Division 

CQUIN 
Indicator Summary: Lead: Deliverables 

 
2b. Collaboration 
with primary Care 
Clinicians. 

Place in Q4. 
90% of patients to have either an 
up to date CPA, care plan or a 
comprehensive discharge summary 
shared with their GP. Audit to take 
place in Q2. 

Recovery 
College for 
Medium and low 
secure patients 

Education and 
training programmes 
to support recovery. 

Fran Cairns 
 

The establishment of a co 
developed and co delivered 
programmes of education and 
training to complement other 
treatment approaches in adult 
secure services. 

Reducing 
Restrictive 
Practices within 
Adult Secure 
Services 

The development, 
implementation and 
evaluation of a 
framework for the 
reduction of 
restrictive practices 
within adult secure 
services, in order to 
improve service user 
experience whilst 
maintaining safe 
services.  

Jennifer 
Kilcoyne 

The overall aim is to develop an 
ethos in which people with mental 
health problems are able fully to 
participate in formulating plans for 
their well-being, risk management 
and care in a collaborative 
manner. As a consequence more 
positive and collaborative service 
cultures develop reducing the 
need for restrictive interventions. 

Discharge and 
Resettlement 

Reduction of length 
of stay in specialised 
MH Inpatient 
Services 

Fran Cairns This scheme is designed to achieve 
at least a 10% reduction in the 
current average length of stay. 

Preventing ill 
health by risky 
behaviours – 
Alcohol and 
Tobacco  
 

Part a. Tobacco 
screening 
Part b. Tobacco 
Brief Advice 
Part c. Tobacco 
referral and    
Medication Offer 
Part d. Alcohol 
screening 
Part e. Alcohol brief 
advice & referral 

Dale 
Williams 

Trust to demonstrate for  all 
inpatient admissions:  
• Percentage of adult patients 

screened for tobacco and 
alcohol use. 

• Patient records to include status 
and referral as necessary. 

Trust to evidence that improved 
clinical pathways for interventions 
are in place and that relevant staff 
are trained to deliver brief advice 
and interventions. 

Exit / Transition 
Strategy service 
users Moving to 
Community 
Settings 

Developing a 
strategy to assist the 
transfer of inpatients 
to community 
services. 

Lynne 
Kirwan 

To support the transfer of patients 
on the Whalley to supported living 
in the community.  
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South Sefton Community Services Division 

CQUIN 
Indicator Summary: Lead: Deliverables 

National Staff 
Health & 
Wellbeing 

1a. Improving staff 
health and Wellbeing 
(staff survey). 
 
 
 
 
1b. Healthy food for 
NHS staff, visitors 
and patients. 
 
1c. Improving the 
uptake of flu 
vaccinations for front 
line staff within 
Providers. 

1a. Dale 
Williams 

  
 
 
 
 

1b. Dale 
Williams 

 
 

1c Bridget 
Clancy 

 
 

1a. A 5% improvement in the 
answer to 2 out of 3 questions on 
the staff survey, relating to health 
and wellbeing, MSK and stress, in 
order to demonstrate the trusts 
commitment to staff health and 
wellbeing. 
1b. Changes in catering provision 
to reduce the fat, sugar and calorie 
content of food and drink items on 
trust sites. 
1c 70 % of frontline staff to have 
received their flu vaccination by the 
28th February 2018. 

Supporting 
proactive and 
safe discharge 

Improving the 
discharge process 
for patients. 

Michelle 
Bilsbarrow 

Collaboration with acute trusts to 
increase the proportion of patients 
discharged from acute trusts to their 
usual place of residence within 7 
days of admission by 2.5% from the 
set baseline.  
This CQUIN is supported by the 
ICRAS work steam. 

Improving the 
assessment of 
wounds 

Improving the 
assessment of 
wound care for 
patients. 

Kim Bennet Target to increase the number of 
wounds which have failed to heal 
after 4 weeks that receive a full 
wound assessment. 
 
 
 
 
 
 
 
 

Preventing ill 
Health by risky 
behaviours – 
Alcohol and 
Tobacco  
 

Part a. Tobacco 
screening 
Part b. Tobacco 
Brief Advice 
Part c. Tobacco 
referral and    
Medication Offer 
Part d. Alcohol 
screening 
Part e. Alcohol brief 
advice & referral 
 

Catherine 
McGiveron 

Trust to demonstrate for  all 
inpatient admissions:  
• Percentage of adult patients 

screened for tobacco and 
alcohol use. 

• Patient records to include status 
and referral as necessary. 

Trust to evidence that improved 
clinical pathways for interventions 
are in place and that relevant staff 
are trained to deliver brief advice 
and interventions. 
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South Sefton Community Services Division 

CQUIN 
Indicator Summary: Lead: Deliverables 

Personalised 
care and 
Support 
Planning 

Embedding 
personalised care 
and support planning 
for patients with long 
term conditions. 

Michelle 
Bilsbarrow 

CQUIN delivery over two years to 
embed personalised care and 
support planning for patients with 
long term conditions. This will 
enable those patients to have the 
skills, knowledge and confidence to 
self care, in order to manage their 
own health and live independently. 

 
Financial Statement 

84. The trust has six main commissioner contracts, each of which has its own national 
and local Commissioning for Quality and Innovation (CQUIN) schemes. The national 
CQUINs are mandated as part of the NHS standard contract. Local CQUINs are 
negotiated with commissioners in line with trust and Clinical Commissioning Group 
(CCG) local priorities. The commissioners allocate 2.5% of the contract value for the 
delivery of these schemes, which equated to £5.7m for the trust in 2017/18. The trust 
reported quarter four CQUIN performance to commissioners on the 30th April 2018 
and commissioners are expected to confirm performance by the end of May 2018. 

2.9 Care Quality Commission  

Registration and CQC Ratings 

85. Mersey Care is required to register with the Care Quality Commission and during 
2017/18 there was 23 active locations registered with CQC with no conditions 
attached to registration.  

86. The Care Quality Commission last inspected the Trust in March 2017, and the report 
following this inspection visit was published on 27 June 2017. The current CQC 
rating is GOOD following that process of inspection. 

87. The CQC has not taken enforcement action against the Trust during 2017/18 and the 
Trust has not been subject to any in-depth enquiries or investigations by the Care 
Quality Commission during the reporting period. 

88. CQC undertook an announced focused inspection of Mersey Care NHS Foundation 
Trust during March 2017 because: 

a) there had been a significant change in the Trust’s circumstances. The Trust 
had acquired Calderstones NHS Foundation Trust on 1 July 2016; 

b) the inspection was to include high secure services as a new core service; 

c) CQC had to assess if the Trust had addressed some of the areas where they 
identified breaches of regulation at their previous inspection in June 2015. 
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89. During this focused inspection the CQC inspected the following core services 
provided by the Trust: 

a) other specialist services: high secure services (Ashworth Hospital); 

b) forensic inpatient/secure wards (medium/low secure); 

c) wards for older people with mental health problems; 

d) wards for people with learning disabilities and autism. 

90. The CQC also looked at two additional non-core services: 

a) learning disability and autism secure services; 

b) substance misuse services. 

91. The ratings of these specific services were published following inspected March 
2017: 

a) High Secure Services :Ashworth Hospital – Good; 

b) wards for older people with mental health problems -Requires Improvement; 

c) wards for people with Learning Disability or Autism -Requires Improvement; 

d) Forensic Inpatient Secure (MSU/LSU)- Good; 

e) Substance Misuse Services – Good; 

f) Learning Disability and Autism Secure Services –Outstanding. 

Requirement Notices  

92. The Trust was issued with 6 requirement notices in respect of Regulatory Breaches, 
these are summarised as follows:  

a) Regulation 10 HSCA (RA) Regulations 2014 Dignity and respect At 
Wavertree Bungalow and the STAR unit; 

b) Regulation 12 HSCA (RA) Regulations 2014 Safe care and treatment on 
wards for older people Wavertree Bungalow and the STAR unit; 

c) Regulation 15 HSCA (RA) Regulations 2014 Premises and Equipment 
Scott Clinic; 

d) Regulation 17 HSCA (RA) Regulations 2014 Good governance Trust wide 
Policies and the STAR unit.; 

e) Regulation 18 HSCA (RA) Regulations 2014 Staffing Staff on wards for 
older people, STAR unit and the Bungalow; 

f) Regulation 18 CQC (Registration) Regulations 2009 Notification of other 
incidents Oak ward, Boothroyd, Irwell ward and Heys Court. 
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93. These are described in detail in the published inspection report which can be found 
at http://www.cqc.org.uk/sites/default/files/new_reports/AAAG3923.pdf. 

94. The Trust has responded as required with a provider action plan response that was 
accepted and confirmed by CQC in August 2017.  

Other CQC Activity  

95. The Trust has participated in two thematic reviews across partner agencies where 
CQC look at the ‘whole systems approach’ to care being delivered.  

96. These reviews have consisted of a focussed review of S136 practices where Mersey 
Care was the lead, and a system wide review of older people’s services across 
Liverpool with the Local Authority as lead.  

97. From the CQC report received following the focussed review of S136 practices, it 
was noted that the Prenton Suite within Clock View contains a dedicated Section 136 
suite. It comprised of two rooms for the use of people detained and brought to the 
hospital by the police under Section 136. The suite met the requirements of the Code 
of Practice and there were no specific actions for Mersey Care except to ensure that 
there was a clock available to view for patients using the suite.  

98. The report regarding the system wide review across Liverpool has not yet been 
published; this report is expected on 5 May 2018.  

99. During 2017/18 CQC also undertook a review of S134 – withholding patients’ mail 
and telephone call monitoring. The report from CQC found that there was Good 
Practice and noted that Mersey Care NHS Foundation Trust’s policies and 
procedures for the stoppage of mail and telephone call monitoring were in line with 
section 134 of the Mental Health Act, the Mental Health Act Code of Practice and the 
High Security Psychiatric Directions. CQC found that in all cases of withheld mail, 
staff had followed the trust policies.  

100. Across Mersey Care inpatient services that are registered to provide care to patients 
under the Mental Health Act 9 1983) the Trust was subject to 23 unannounced Care 
Quality Commission/Mental Health Act inspections in 2017/18 of wards within local, 
secure and specialist learning disability services as part of their programme of 
inspections. These inspections consider the domains: 

a) purpose, respect, participation and least restriction; 

b) admission to the ward; 

c) tribunals and hearings; 

d) leave of absence; 

e) general healthcare; 

f) other areas such as environment, standard of food etc. 

101. The CQC’s Mental Health Act reports have all been responded to within agreed 
timescales and have shown in the vast majority of cases that previous issues raised 
have been acted upon appropriately. It is notable that in two areas there were no 
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actions identified as provider requirements by CQC – this is significant, given the 
wide remit of these visits. 

102. However, the inspections have highlighted the following areas during recent reviews: 

a) not all ward areas are able to clearly evidence that Care plans are being 
shared with service users; 

b) not all ward areas are able to clearly evidence that patients’ rights are being 
explained in accordance with the Code of Practice or Trust policy. 

103. Completed provider action response plans have been sent to CQC for all ward areas 
describing the actions to be taken to address these shortfalls in practice.  

104. In relation to wider Trust wide focus, there continues to be a particular focus on 
mortality reviews within the Trust, developing thematic reviews and undertaking 
detailed post death reviews following the guidance from the Mazars review report 
published in December 2015. There is a Trust Wide group that focuses on this area 
and learning from deaths to improve practice where this is possible.  

105. During 2017/18 South Sefton Community Services was acquired by Mersey Care 
NHS Trust, this was previously part of Liverpool Community Hospital Trust and this 
organisation has a current registration status of: ‘Requires Improvement’. There has 
been ongoing support and a focus on improvement within this service as a new 
division of the Trust, since acquisition in June 2017.  

106. Further information about the Care Quality Commission registration status of Mersey 
Care can be found at: http://www.cqc.org.uk/directory/rw4. 

Summary of CQC Inspection Findings 2017 

  

2.10 Duty of Candour 

107. Duty of Candour is ensuring all communication is open, honest and transparent, 
especially when related to a notifiable safety incident, as identified in Regulation 20 
(Health and Social Care Act (2008) (Amendment) Regulations 2015). 

108. Regulation 20 is a direct response to recommendation 181 and the aim of this 
regulation is to ensure that healthcare providers are open and transparent with 
service users and other “relevant persons” in relation to care and treatment and sets 
out requirements that must be adhered to when things go wrong.  
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109. This includes informing people of the incident and providing an apology, truthful 
information and reasonable support. 

110. There must be a culture that encourages candour at all levels and should be central 
to organisational and personal learning. 

111. The definitions of openness, transparency and candour used by Robert Francis in 
interpreting the regulation are: 

a) Openness - enabling concerns and complaints to be raised freely without 
fear and questions asked to be answered; 

b) Transparency – allowing information about the truth about performance and 
outcomes to be shared with staff, patients, the public and regulators; 

c) Candour – any patient harmed by the provision of a healthcare service is 
informed of the fact and an appropriate remedy offered, regardless of whether 
a complaint has been made or a question asked about it. 

112. The Patient Experience/ PALS/Duty of candour Lead undertakes this work liaising 
closely with all clinical divisions to ensure that all appropriate incidents are identified 
as requiring the Duty of Candour process. This is undertaken though each clinical 
division’s surveillance meeting.    

113. The central management of this process ensures that investigators who are primarily 
clinical staff are supported to share the findings of reviews in a timely and 
professional manner. This change of process has ensured that all national targets 
are now being met. The capacity to do this work will be increased as the appointment 
of Mortality and Incident Practitioners.  

114. The Quality Assurance Committee receives updates at every meeting regarding 
adherence to each of the steps within the Duty of Candour national guidance, this 
includes information on: 

a) informing service users/ carers verbally that an incident has occurred; 

b) providing a follow up letter which includes details of any review process that 
will occur; 

c) sharing the outcomes of the review process with service users/ carers.  

115. All actions are recorded on the Trust’s Risk Management data base (Datix) as are 
copies of letters and incident reports.  

a) since April 2017 over 280 patient safety incidents have been considered for, 
and assessed against the criteria for Duty of Candour.   Duty of Candour has 
been applied to 52 incidents; 

b) there were 35 deaths, 28 as a result of an incident and 7 identified as natural 
causes where there was a full RCA (root cause analysis) review undertaken; 
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c) there were 7 incidents with severe harm, including 4 self harm, 2 falls and a 
homicide; 

d) of the 10 moderate harm incidents, 9 related to G3 pressure ulcers and one to 
a delay in treatment; 

e) of the 52 incidents a family liaison manger was appointed in 47 cases, 1 
person declined any contact or involvement, 4 contacted by clinicians; 

f) an apology and letter was given all cases apart from 5 were there was no 
family or contact details, one declined all contact and one deemed not 
clinically appropriate due to palliative care and bereavement; 

g) of the completed reviews 22 investigations have been shared, 5 declined and 
5 there was no family or contact details, 20 reviews are on-going. 

Duty of 
candour 

Family liaison 
manager 

appointed 

Apology /  
Letter 

Report 
shared 

On-going 

52 47 45 22 20 
 

116. Duty of Candour targets have been fully met within the organisation, this has been 
achieved through the development of a Duty of Candour lead role within the 
organisation we who has: 

a) updated the policy and procedure; 

b) provided training to staff, particularly in High Secure Services; 

c) undertaken the role of Family Liaison Manager for the majority of incidents 
within the Local Division; 

d) monitors incidents to ensure that those incidents that meet the criteria for 
Duty of Candour are moved through the agreed process.  

117. The staff that are now in the newly developed role of Mortality and Incident 
Practitioner have now been trained to undertake the role of Family Liaison Manager 
under the supervision of the Duty of Candour Lead. This has ensured that the 
completion of processes are not disrupted due to holidays and sickness etc. The 
Trust has received positive feedback from patients and families regarding the way 
they are kept informed of investigations and the support they receive at inquests.  

118. There are continued concerns regarding the time it takes to complete reviews and 
therefore feedback the findings to patients and their families, the improvement of this 
situation has been achieved through the appointment of the Mortality and Incident 
review team. Monitoring of all parts of the Duty of Candour process takes place via 
by regular reports to the Quality Assurance Committee.  
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 2017/18 

Duty of Candour Incidents 52 
  

Breakdown of Duty of Candour Incidents Total 

Deaths as a result of an Incident 28 

Natural Causes 7 

Total Deaths 35 

Self-harm Incidents 4 

Fall Incidents 2 

Homicide Incident 1 

Total Severe Harm Incidents 7 

CAA Grade 3 Pressure Ulcers 9 

Delay in Treatment 1 

Total Moderate Harm Incidents 10 
 
2.11 Data Quality Improvement Plans 

119. Good quality information (that is information which is accurate, valid, reliable, timely, 
relevant and complete) is vital to enable individual staff and the organisation to 
evidence that they are delivering high quality/perfect care that supports people on 
their recovery journey, and to reach their goals and aspirations whilst keeping 
themselves and others safe. 

120. Good quality information also enables the efficient management of services, service 
planning, performance management, business planning, commissioning and 
partnership working. 

121. The Trust has a Corporate Data Quality Policy in place and a trust Data Quality 
Strategy which includes an agreed set of Data Quality Standards. The trust Data 
Quality Steering Group meets bi-monthly and oversees an annual Action Plan which 
also feeds into the Information Governance Toolkit requirements for Data Quality 
including the Annual Audit of Nationally Submitted Data Sets e.g. CDS, MHSDS.  

122. The Trust’s corporate Data Quality Team run regular validation routines on the trusts 
electronic health record systems and on the National Data Set submissions. Local 
and National Data Quality reports are used to validate and update data with key 
themes highlighted to Clinical Divisions for action. 

123. The importance of Data Quality is also highlighted in Clinical Information Systems 
training along with the importance of Good Record Keeping. 
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Quality Report 2016/17 

124. Mersey Care NHS Foundation Trust submitted records during 2016/17 to the 
Secondary Uses service for inclusion in the Hospital Episode Statistics which are 
included in the latest published data. The percentage of records in the published 
data: 

a) which included the patient’s valid NHS number was: 

i) 99.9% for admitted patient care, 

ii) 99.9% for outpatient care; 

b) which included the patient’s valid General Medical Practice Code was: 

i) 99.7% for admitted patient care, 

ii) 99.6% for outpatient care. 

Latest data (SUS DQ dashboard) available from NHS Digital on 30 May 2017 relates 
to M12 2016/17 (April 2016 to March 2017 

2.12 Information Governance 

125. The Trust Information Governance compliance score 2017/18 was 89% (Green – 
satisfactory) with the Trust attaining a minimum level two in all standards. The Trust 
was also awarded “significant assurance” status following audit of the Information 
Governance Toolkit. 
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PART THREE – QUALITY INDICATORS  
 

3.1 Quality Indicators 

 

Quality Report 2017/18 Nationally Mandated Indicators (Section 2.3)

Comparisons are with other mental health / learning disability providers.

Mandated Indicator Data period Data Source

Mersey Care 
NHS 

Foundation 
Trust

National 
average

Highest 
national 
position

Lowest 
national 
position

Statement

Q1 2017/18 93.9% 96.7% 100.0% 71.4%

Q2 2017/18 94.9% 96.7% 100.0% 87.5%

Q3 2017/18 90.6% 95.4% 100.0% 69.2%

Q4 2017/18 98.4% 95.5% 100.0% 68.8%

Q1 2017/18 88.9% 98.7% 100.0% 88.9%

Q2 2017/18 94.0% 98.6% 100.0% 94.0%

Q3 2017/18 91.4% 98.5% 100.0% 84.3%

Q4 2017/18 100.0% 98.7% 100.0% 88.7%

NHS foundation trusts are required to publish the data reported by the NHS Digital for each indicator for the reporting period, i.e. the 2017/18 financial year. For some indicators, no data or only partial year data is available 
for 2017/18 the latest data set should be published for last two reporting periods or data covering the minimum of a year.

The data reported below relates to the latest information available via the defined data sources as at 25 April 2018. 

The data made available to the National Health Service 
trust or NHS foundation trust by the Health and Social 

Care Information Centre with regard to the percentage of 
patients on Care Programme Approach who were 

followed up within 7 days after discharge from psychiatric 
in-patient care during the reporting period.

http://www.england.nhs.u
k/statistics/statistical-

work-areas/mental-health-
community-teams-

activity/

The Mersey Care NHS Foundation Trust considers that this 
data is as described for the following reasons: it has been 

submitted in accordance with detailed reporting local 
guidance informed by national reporting rules and advice 
taken from regulators over the years. The Mersey Care 
NHS Foundation Trust has taken the following actions to 

improve this percentage, and so the quality of its services, 
by establishing performance reports within its business 

intelligence system available to operational staff that 
enables ready identification of those due to be followed up 

and also enables scrutiny of any "breaches" to enable 
lessons to be learnt and practice changed if required to 

avoid similar situations occurring in future.

The data made available to the National Health Service 
trust or NHS foundation trust by the Health and Social 

Care Information Centre with regard to the percentage of 
admissions to acute wards for which the Crisis 

Resolution Home Treatment Team acted as a gatekeeper 
during the reporting period.

The Mersey Care NHS Foundation Trust considers that this 
data is as described for the following reasons: it has been 

submitted in accordance with detailed reporting local 
guidance informed by national reporting rules and advice 
taken from regulators over the years. The Mersey Care 
NHS Foundation Trust has taken the following actions to 

improve this percentage, and so the quality of its services, 
by establishing performance reports within its business 

intelligence system available to operational staff that 
enables scrutiny of any "breaches" to enable lessons to be 

learnt and practice changed if required to avoid similar 
situations occurring in future.  

http://www.england.nhs.u
k/statistics/statistical-

work-areas/mental-health-
community-teams-

activity/
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Mandated Indicator Data period Data Source

Mersey Care 
NHS 

Foundation 
Trust

National 
average

Highest 
national 
position

Lowest 
national 
position

Statement

2015 61% 58% 82% 37%

2016 60% 61% 82% 45%

2017 63% 61% 84% 42%

2012 88.1 86.5 91.8 82.6

2013 89.3 85.8 91.8 80.9

The Mersey Care NHS Foundation Trust considers that this 
data is as described for the following reasons; it has been 
obtained via the annual national community mental health 
service user survey which is subject to ROCR approval. 
The Mersey Care NHS Foundation Trust has taken the 
following actions to improve this score, and so the quality of 
its services, by the development of an internal patient 
experience survey across both inpatient and community 
services.  The two clinical divisions have established 
internal governance process to ensure appropriate review 
and response to results.  This is supported by review by a 
trust wide quality surveillance meeting on a monthly basis 
and review on a quarterly basis by the trust's quality 
assurance committee where specific areas of focus are 
identified. 

The data made available to the National Health Service 
trust or NHS foundation trust by the Health and Social 
Care Information Centre with regard to the trust’s “Patient 
experience of community mental health services” 
indicator score with regard to a patient’s experience of 
contact with a health or social care worker during the 
reporting period.

Indicator: 4.7 Patient 
experience of community 

mental health services 

The data made available to the National Health Service 
trust or NHS foundation trust by the Health and Social 
Care Information Centre with regard to the percentage of 
staff employed by, or under contract to, the trust during 
the reporting period who would recommend the trust as a 
provider of care to their family or friends.

Dataset: 21. Staff who 
would recommend the 
trust to their family or 

friends (Q21d)

The Mersey Care NHS Foundation Trust considers that this 
data is as described for the following reasons: it has been 
obtained via the annual national NHS staff survey which is 
subject to ROCR approval. The Mersey Care NHS 
Foundation Trust has taken the following actions to improve 
this score, and so the experience of staff, by having 
established internal governance processes in all divisions 
to ensure appropriate review and response to results.  This 
is supported by a programme of activities led by our 
workforce and organisational effectiveness teams and is 
monitored through the annual staff survey and quarterly 
Friends and Family Test results.
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Mandated Indicator Data period Data Source

Mersey Care 
NHS 

Foundation 
Trust

National 
average

Highest 
national 
position

Lowest 
national 
position

Statement

April 2016 to 
September 2016

4,664 
incidents; 

35.4 per 1000 
bed days

2,963 
incidents per 
organisation; 
46 incidents 
per 1000 bed 

days

89 
incidents 
per 1000 
bed days

10.3 per 
1000 bed 

days

October 2016 to 
March 2017

2,851 
incidents; 22 
per 1000 bed 

days

2,910 
incidents per 
organisation; 
41 incidents 
per 1000 bed 

days

88.2 
incidents 
per 1000 
bed days

11.2 per 
1000 bed 

days

April 2016 to 
September 2016

39 incidents 
resulting in 

severe harm 
or death (0.30 
incidents per 

1000 bed 
days)

33 incidents 
resulting in 

severe harm 
or death per 
organisation; 
0.58 incidents 
per 1000 bed 

days

4.07 
incidents 
resulting 
in severe 
harm or 

death per 
1000 bed 

days

0.04 
incidents 
resulting 
in severe 
harm or 

death per 
1000 bed 

days

October 2016 to 
March 2017

74 incidents 
resulting in 

severe harm 
or death (0.57 
incidents per 

1000 bed 
days)

33 incidents 
resulting in 

severe harm 
or death per 
organisation; 

(0.46 
incidents per 

1000 bed 
days)

2.30 
incidents 
resulting 
in severe 
harm or 

death per 
1000 bed 

days

0.04 
incidents 
resulting 
in severe 
harm or 

death per 
1000 bed 

days

Dataset: 5.6 Safety 
incidents involving severe 

harm or death 

The Mersey Care NHS Foundation Trust considers that this 
data is as described for the following reasons:  It has been 
reported in accordance with the guidance laid down by the 
NRLS for recording patient safety incidents. Following the 
implementation of the trust’s mortality committee, the trust 
is to commence incident reporting on all deaths for service 
users who have had contact with the trust. This will enable 
a review of all deaths to identify if they should be reported 
as patient safety incidents and be subject to further 
investigation. Historically, the requirement has been to 
report “unexpected deaths” only. The Mersey Care NHS 
Foundation Trust is taking the following actions to improve 
this rate by using all data available to develop preventative 
strategies i.e. falls reduction strategy, "No Force First" and 
suicide reduction strategy. The trust has implemented a 
series of perfect care projects in relation to suicide 
prevention, physical health care and restraint.

The data made available to the National Health Service 
trust or NHS foundation trust by the Health and Social 
Care Information Centre with regard to the number and, 
where available, rate of patient safety incidents reported 
within the trust during the reporting period, and the 
number and percentage of such patient safety incidents 
that resulted in severe harm or death

Dataset: 5.6 Patient 
safety incidents reported 

The Mersey Care NHS Foundation Trust considers that this 
data is as described for the following reasons: It has been 
reported in accordance with the guidance laid down by the 
NRLS for recording patient safety incidents. The Mersey 

Care NHS Foundation Trust has taken the following actions 
to improve this rate, and so the quality of its services, by 
developing  local action plans to increase reporting levels 
as well as deploying technology driven reporting platforms 
to encourage reporting in community settings.  Following 
the implementation of the trust’s mortality committee, the 
trust is to commence incident reporting on all deaths for 

service users who have had contact with the trust. This will 
enable a review of all deaths to identify if they should be 
reported as patient safety incidents and be subject to 

further investigation. Historically, the requirement has been 
to report “unexpected deaths” only. Quality surveillance 
dashboards have been developed to provide live whole 

trust incident monitoring and alerts.
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3.2  Re-admissions 

Quality Report 2017/18 

126. The Quality Report reporting arrangements for 2017/18 includes an indicator on 
readmissions for all trusts. Review of the NHS Digital indicator portal for the quality 
account highlighted the following methodology for reporting (this was initially 
confirmed for the completion of the 2014/15 account, no change in methodology has 
subsequently been notified to the Trust). 

127. To find the percentage of patients aged 0-15 years readmitted to hospital within 28 
days of being discharged, download "Emergency readmissions to hospital within 28 
days of discharge: indirectly standardised percentage, <16 years, annual trend, P" 
(Indicator P00913) from the HSCIC Portal and select from the  “Indirectly age, sex, 
method of admission, diagnosis, procedure standardised percentage” column.   

128. To find the percentage of patients aged 16 years or over readmitted to hospital within 
28 days of being discharged, download "Emergency readmissions to hospital within 
28 days of discharge : indirectly standardised percentage, 16+ years, annual trend, 
P" (Indicator P00904) and select from the “Indirectly age, sex, method of admission, 
diagnosis, procedure standardised percentage” column.  

129. The latest version of both readmission reports were uploaded in December 2013 and 
the "Next version due" field states "TBC" 

130. As Mersey Care N does not provide inpatients services for under 16 year olds, data 
for this indicator for the 0 to 15 year old patient group is not included 

131. No data relating to Mersey Care is included in the "Emergency readmissions to 
hospital within 28 days of discharge: indirectly standardised percentage, 16+ years, 
annual trend, P" (Indicator P00904) report downloaded from HSCIC indicator portal.  
Data for mental health trusts is incomplete with only a small number of trusts 
allocated to the mental health cluster reporting any data.  Therefore it is deemed 
inappropriate to include any data for this indicator in the Trust's 2016/17 Quality 
Account. 

132. Dataset 3.16 (P01863) Unplanned readmissions to mental health services within 30 
days of a mental health inpatient discharge in people aged 17 and over provides 
readmissions information at CCG level but not provider level.  Data comes from 
MHLDS (previously MHMDS).  The latest version was published March 2016 and this 
is the only available data currently in the HSCIC Portal. 

3.3  Performance against NHS Improvement’s Single Oversight 
Framework Indicators 

133. "In preparing the Quality Report for 2017/18, NHS Foundation Trusts are required to 
report on indicators that appeared in both NHS Improvement's Risk Assessment 
Framework and the Single Oversight Framework.   
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Performance has been reported for the ""Admissions to inpatient services had 
access to crisis resolution/home treatment teams"" indicator in Section 2.3 (the core 
mandated indicators) so is not repeated here in line with the guidance.  

Please note that the indicators for mental health trusts are reported on a quarterly 
basis so this is how the data is presented here and the full year position (based on 
the arithmetic mean) is calculated on that basis." 

CPA 7 day Follow-Up: This is reported nationally on a quarterly basis which is why 
the data published in the quality accounts is only quarterly so it aligns should anyone 
wish to compare.  Commissioners wish to have oversight on this metric on a monthly 
basis which is why we report internally on this.   
 
EIP: The data published in the quality accounts was quarterly i.e. Q4 2017-18 (Jan-
March).  I have therefore accessed the monthly EIP datasets from published data 
and this will be included in the quality accounts. 
 

 

Note - 2017/18 data not available until June 2018 

 

  

Indicator Performance threshold Q1 2017/18 Q2 2017/18 Q3 2017/18 Q4 2017/18 Full year position
Early intervention in psychosis (EIP): people 
experiencing a first episode of psychosis 
treated with a NICE-approved care package 
within two weeks of referral

>=50% 72.97% 70.77% 63.63% 67.02% 68.60%

Improving access to psychological therapies 
(IAPT): Proportion of People completing 
treatment who move to recovery.

>=50% 35.00% 37.00% 37.00%
Not 

Available 36.33%

 Improving access to psychological therapies 
(IAPT): people with common mental health 
conditions referred to the IAPT programme 
will be treated within 6 weeks of referral

>=75% 95.00% 94.00% 97.00% Not 
Available

95.33%

 Improving access to psychological therapies 
(IAPT): people with common mental health 
conditions referred to the IAPT programme 
will be treated within 18 weeks of referral

>=95% 99.00% 99.00% 100.00% Not 
Available

99.33%

Inappropriate out-of-area placements for adult 
mental health services (OBDS) - External only

STP Trajectory from April 
2018 0 0

Indicator Threshold Q4 2016/17
Ensure that cardio-metabolic assessment 
and treatment for people with psychosis is 

delivered routinely in inpatient wards
>=90% green; <90% red 66.00%

Ensure that cardio-metabolic assessment 
and treatment for people with psychosis is 
delivered routinely in early intervention in 

psychosis services

>=90% green; <90% red 41.95%

Ensure that cardio-metabolic assessment 
and treatment for people with psychosis is 
delivered routinely  in community mental 

health services (people on CPA)

>=65% green; <65% red 8.00%
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3.4 Stakeholder Metrics 

134. The following indicators have been selected in consultation with stakeholders and 
agreed by the Quality Assurance Committee, which is a committee of the Board, the 
indicators selected are presented for each of the following quality domains; 

a) patient safety; 

b) clinical effectiveness; 

c) patient experience 
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Stakeholder Metrics 

 

 

 

Theme Indicator Performance Threshold Apr-17 May-17 Jun-17 Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18
Incidents of Harm - Proportion of 

incidents that result in harm 
(classified as low, moderae, severe or 

death)

Green <=26.95%
Amber<=31.62% 

Red >31.62%
10.31% 9.31% 13.15% 12.95% 12.93% 12.22% 11.14% 12.95% 13.26% 17.82% 10.39% 11.64%

Safe Staffing - % of shifts filled by 
nurses against planned establishment 

(NHS England Fill Rate Measure/ 
CHPPD

% of shifts filled by 
nurses against planned 

establishment
105.19% 109.92% 108.69% 109.58% 105.24% 100.30% 112.62% 111.91% 106.71% 109.35% 108.59% 106.97%

Number of Out of Area Placements - 
External "Inappropriate" Only

0 11 8 3 4 9 3 4 6 0 0 0 0

Number of Out of Area Placements 
Occupied Bed Days - External 

"Inappropriate" Only 
0 100 109 19 26 76 4 23 78 0 0 0 0

Bed Occupancy - Number of 
Occupied Bed Days (including Leave) 

- Culmulative

Green 85%  to 90%
Amber <85% or >90%

Red <80% or >95% 
17,506 35,019 53,744 71,905 90,244 135,100 155,370 178,620 199,551 223,078 243,556 266,054

Overall Patient Experience Score  Green >=95% 
 Red < 95%

95.13% 95.35% 95.53% 95.18% 95.27% 94.46% 95.09% 95.35% 97.33% 96.09% 95.18% 93.25%

Access to Services - Can you access 
services when you need them?

 Green >=95% 
 Red < 95% 91.89% 90.93% 92.86% 89.08% 92.69% 96.52% 92.95% 94.30% 95.30% 93.13% 92.98% 93.03%

Involved in care - Have you been 
involved in the development of your 

care plan?

 Green >=95% 
 Red < 95% 96.38% 95.35% 98.16% 96.08% 96.80% 96.02% 95.00% 96.35% 98.88% 98.10% 93.57% 93.20%

* The third indicator Duty of Candour can be found within 2.10 of the report. 
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ANNEX 1 
STATEMENTS FROM COMMISSIONERS, LOCAL HEALTHWATCH 
ORGANISATIONS AND OVERVIEW AND SCRUTINY COMMITTEES 

 
COMMISSIONERS 
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COMMISSIONERS 
 
Note – awaiting formal feedback from West Lancashire commissioners. 
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HEALTHWATCH 

 
 
Healthwatch Liverpool welcomes this opportunity to comment on the 2017-18 Quality 
Account for Mersey Care NHS Foundation Trust.  This commentary relates to the contents of 
a draft Quality Account document provided by the Trust.  
This commentary has also been informed by our ongoing engagement with Mersey Care 
during 2017-18. We received feedback about the Trust through our information and 
signposting service, partner organisations like the Liverpool Mental Health Consortium and 
members of our Student Health and Wellbeing Group, as well as via independent web-based 
resources such as www.careopinion.org.uk.  
 
Additionally, Healthwatch Liverpool held Listening Events at Mersey Care in September 
2017, visiting Baird House, the Life Rooms in Walton, and Talk Liverpool in the city centre to 
learn from people using the services what they thought was good and what improvements 
they would like to see. We spoke to 56 people who gave mostly positive feedback, especially 
about the staff. However, some less positive comments mentioned waiting times for 
appointments at Talk Liverpool, and the location of Baird House. 
 
Healthwatch Liverpool is assured that the document provides a good summary of the quality 
of services provided during 2017 -18, and although not all priorities were met, overall we are 
of the view that the document shows that the Trust is continuing to improve the quality of its 
services. 
We are pleased that good progress was made for most priorities with a mental health focus 
this year, including again on the 'No Force First' initiative, and that these will remain a priority 
for 2018-19. Priorities for the coming year have been set out with clear actions and targets 
identified. 
 
We note that there was an audit to look at the impact of waiting times for Talk Liverpool’s 
IAPT services on patient-related incidents of self-harm and suicide. Whilst, as the audit 
concludes, the waiting time by itself would not necessarily cause someone to harm 
themselves, individual feedback Healthwatch receives does indicate that long waiting times 
can have a negative impact on people’s health and wellbeing, as well as their experience of 
care. There have been significant changes to the service offered in the past year and we are 
keen to work with Talk Liverpool to see how these changes have been experienced by 
people who use the service. 
 
The Trust serves and is staffed by people from diverse communities, and Healthwatch was 
pleased to see that reflected in the document. We would always welcome more information 
in the Quality Account about any work that the Trust carries out to ensure its services are 
equitable for all patients.  
 
With Liverpool community health services having joined Mersey Care from April 2018, it is 
welcome to see that all staff will be trained in suicide awareness. Hopefully a similar 
crossover of knowledge will help the Trust to reach its targets to improving physical health 
pathways. The organisation now has a unique opportunity to provide more holistic care to 
people and to improve both physical and mental health and wellbeing. Healthwatch Liverpool 
is looking forward to ongoing regular engagement with the Trust in 2018-19 in order to be 
able to monitor the progress of both quality and equality considerations for the services 
provided in Liverpool.  
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OVERVIEW AND SCRUTINY COMMITTEE 

 
 
 
Joe Rafferty 
Chief Executive 
Mersey Care NHS Foundation Trust 
V7 Building 
Prescott 
LIVERPOOL 
L34 1PJ 
 
 

 
 

 
Dear Mr Rafferty 
 
Mersey Care NHS Foundation Trust – Quality Account 2017/18 
 
As Chair of Sefton Council’s Overview and Scrutiny Committee (Adult Social Care and 
Health), I am writing to submit a commentary on your Quality Account for 2017/18. 
 
Members of the Committee met informally on 17 May 2018 to consider your draft Quality 
Account, together with representatives from Healthwatch Sefton and from the local Sefton 
CCGs. We welcomed the opportunity to comment on your Quality Account and I have 
outlined the main comments raised in the paragraphs below. 
 
Jenny Hurst, Deputy Director of Nursing, attended from your Trust to provide a presentation 
on the Quality Account and to respond to our questions on it. 
 
We had chosen to comment on the Trust’s draft Quality Account, insofar as it relates to 
community health services in the south of the Borough, as we were aware that the Trust took 
over as the Provider comparatively recently. 
 
We received a presentation from the Trust representative outlining the following:- 
 

• Refreshing the Operational Plan; 
• CQUIN Update; 
• Priority Areas 2017/18; 

o No Force First; 
o Zero Suicide; 
o Improvements in Physical Health; 
o Just and Learning Culture; 
o Reduction in Community Acquired Pressure Ulcers; 

• Priority Areas 2018/19; 
o Reducing Restrictive Practice; 
o Towards Zero Suicide; 
o Improvements in Physical Health Pathways; 
o Just and Learning Culture; 
o Reduction in Community Acquired Pressure Ulcers; 
o Learning from Deaths; and 

• Next Steps. 
 

Sefton Council, 
Town Hall, 
Trinity Road, 
Bootle 
L20 7AE 
24 May 2018 
Ref: DAC/CP 
Tel: 0151 934 2254 
Email: debbie.campbell@sefton.gov.uk 
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We asked questions and commented on learning from deaths; zero suicide; the need to 
include a glossary of terms for the draft Quality Account; staff turnover and the need to 
provide for succession planning. There are a few references to “NHS Sefton CCG” within the 
draft Quality Account and these will need to be amended to reflect that it is “NHS South 
Sefton CCG”. 
 
We considered the Priority Area of Zero Suicide and agreed that one suicide is not 
acceptable. We asked whether more needs to be done in schools and heard that work is 
being undertaken to generally reduce the stigma of raising this issue. 
 
We heard that a multi-agency event is to be held during June 2018 to discuss the transition 
for children into adult services, not just for mental health but for physical health too, and I 
have asked whether I could attend this event. 
 
We discussed the fragmented nature of the NHS and the delivery of services by different 
organisations and heard that greater integration is beginning to occur, with incidents being 
investigated jointly. 
 
The difficulties for some older people in reporting their symptoms on admission to hospital 
was raised and we were advised that the Community Teams work with nursing homes in 
relation to the dementia pathway and care of older people, and that dehydration in particular 
is a sign to look out for in older patients. 
 
Our Healthwatch colleagues referred to historical instances of abuse of adults within care 
homes and we discussed the need to change the culture to prevent and report on any risks 
or incidents. We heard that whilst education plays a part in this regard, strong leadership is 
required and that investment is needed to trial certain approaches and adjust/improve them, 
as necessary. Our CCG representative also commented that everyone has different 
perceptions of different practices in different areas and also emphasised the need for strong 
leadership too. 
 
Reference was made to the need for honest and open investigations to be undertaken when 
things go wrong, together with the need to support relevant staff in such instances, as it is 
recognised that the vast majority of staff do not intend to cause harm. I commented that it 
will be interesting to see the development next year of learning from mistakes in a non-
blame context. 
 
We were pleased to hear about the Priority Area of Reduction in Community Acquired 
Pressure Ulcers and the good results achieved in south Sefton in this regard. In relation to 
community services in south Sefton, we hope that good progress will be maintained and 
continued into next year. 
 
We asked about progress in the re-location of the Scott Clinic and we were advised that 
whilst a lot of work is underway to move medium secure services and learning difficulties 
too, a number of staff are not particularly enthusiastic about the move. 
 
Under the heading of “Research and Development” within the Quality Account, our 
Healthwatch colleagues referred to the genomics studies supported by Mersey Care and 
asked what the purpose of this research is; where will the information go; and how is it 
controlled. We were advised that information would be sought and provided to us on this. 
 
Similarly, Healthwatch referred to the Care Quality Commission inspection during 2017 and 
we were advised that detail regarding the improvements required would be sought and 
provided to us on this. 
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In relation to the CQUIN indicator of Health and Wellbeing, we asked about the 
implementation of healthy eating and heard about the need to address obesity and type 2-
diabetes in both staff and patients. We heard that staff and patients are offered healthy 
eating options and staff are encouraged to be role models by not eating takeaway meals on 
the wards. Jenny offered to share the food strategy with us. We also discussed the 
difficulties associated with enforcing smoke-free policies outside NHS buildings. 
 
We very much appreciated the opportunity to scrutinise your draft Quality Account for 
2017/18 and were grateful for attendance at our meeting by the Trust representative. I hope 
you find these comments, together with the suggestions raised at the meeting, useful. 
 
Please accept this letter as my OSC`s formal response to your Quality Account. 
 
Yours sincerely, 
 
 

 
 
Councillor Catie Page 
Chair of Sefton Council’s Overview and Scrutiny Committee (Adult Social Care and 
Health) 
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ANNEX 2 

STATEMENT OF DIRECTORS’ RESPONSIBILITIES FOR THE 
QUALITY REPORT 

 
1. In preparing the Quality Report, directors are required to take steps to satisfy 

themselves that: 

a) the content of the Quality Report meets the requirements set out in the NHS 
foundation trust annual reporting manual 2017/18 and supporting guidance; 

b) the content of the Quality Report is not inconsistent with internal and external 
sources of information including: 

i) Board minutes for the period April 2017 to the 24 May 2018, 

ii) papers relating to quality to the Board over the period 1 April 2017 to the 
24 May 2018, 

iii) feedback from commissioners dated 18, 21 and 23 May 2018, 

iv) feedback from governors dated 12 April 2018, 

v) feedback from local Healthwatch organisations dated 19 March 2018, 

vi) feedback from the local Overview and Scrutiny Committee dated 24 May 
2018, 

vii) the Trust’s 2017complaints report published under regulation 18 of the 
Local Authority Social Services and NHS Complaints Regulations 2009, 

viii) the national patient survey dated 15 November 2017, 

ix) the 2017 national staff survey dated November 2017, 

x) the Head of Internal Audit’s Annual Opinion over the Trust’s control 
environment dated March 2018, 

c) the Quality Report presents a balanced picture of the NHS Foundation Trust’s 
performance over the period covered; 

d) the performance information reported in the Quality Report is reliable and 
accurate; 

e) there are proper internal controls over the collection and reporting of the 
measures of performance included in the Quality Report, and these controls 
are subject to review to confirm that they are working effectively in practice; 

f) the data underpinning the measures of performance reported in the Quality 
Report is robust and reliable, conforms to specified data quality standards 
and prescribed definitions, is subject to appropriate scrutiny and review; and 
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g) the Quality Report has been prepared in accordance with NHS 
Improvement’s annual reporting guidance (which incorporates the Quality 
Report regulations) as well as the standards to support data quality for the 
preparation of the Quality Report. 

2. The Directors confirm to the best of their knowledge and belief they have complied 
with the above requirements in preparing the Quality Report. 

 

By order of the Board of Directors: 
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ANNEX 3 
CLINICAL AUDIT REPORT 2017/18 

 
 TRUST WIDE 
 Topic Outcomes Actions/Improvements 

1.  Record Keeping 
Trust wide audit aiming to provide 
assurance that the organisation has a 
good standard of compliance with the 
Health Records Policy & Procedure 
(IT06) and can comply with Information 
Governance Toolkit Version 14.1.0 in 
respect of Clinical Information 
Assurance. 
 

Findings: 
Standard 1: 
• 80% were entered during the shift where 

the contact / visit took place; a 1% 
decrease in compliance compared to last 
year (81%) 

Standard 2a: 
• 99% reflected the purpose of the contact / 

visit; a 2% increase in compliance 
compared to last year (97%) 

Standard 2b: 
• 99% have visible next steps / plans of 

care; a 51% (significant) increase in 
compliance compared to last year (49%) 

Standard 3: 
• 87% were written in plain English including 

the correct use of grammar and spelling; a 
4% decrease in compliance compared to 
last year (91%) 

Standard 4: 
• 65% contained evidence of counter-

signature (65%); a 40% increase in 
compliance compared to last year (1%) 

Standard 5: 
• 99% contained abbreviations, which were 

understood (99%); a 2% increase in 
compliance compared to last year (97%) 

 

Each Division has a breakdown of data relating to their 
own area.   
 
The emphasis for action and improvement is 
countersignature of entries by staff that cannot authorise a 
clinical note.  There is a review of the electronic patient 
records systems in use to review how automation can 
improve compliance. 
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 TRUST WIDE 
 Topic Outcomes Actions/Improvements 

2.  Do Not Attempt Cardio Pulmonary 
Resuscitation (DNACPR) 
This is audited using the NHS, North 
Of England, North West, Unified Do 
Not Attempt Cardiopulmonary 
Resuscitation (uDNACPR) Adult 
Policy. 

There was 100% compliance with all elements 
of the policy except: 
 
Standard 6: Has the person been informed of 
the decision? 
According to the Resuscitation Council (UK) 
decisions relating to cardiopulmonary 
resuscitation (2016) state that “Discussion 
about dying and CPR must not be avoided to 
try and spare the patient distress unless there 
is good reason to believe that such distress will 
cause them harm.” 
 
The audit found that in 2 cases the decision 
was discussed with the patient.  In both cases 
the patients had already completed an 
advance directive to refuse life saving 
treatment.  However, in the remaining cases 5 
the patient lacked capacity to make the 
decision and this was documented on the 
electronic DNACPR form. 
 

There was a full compliance with the requirements of this 
procedure, so no explicit actions were required. 
 
For future audits this will be incorporated into the work of 
the Mortality review team 
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 SECURE DIVISION 
 Topic Outcomes Actions/Improvements 

3.  Supportive Observations 
The aim of the audit is to determine 
whether Mersey Care’s Supportive 
Observations policy (SD04) all wards.  
This audit forms part of a wider study 
into therapeutic observations and 
forms part of the baseline assessment.  
There is a pilot study underway 
reviewing supportive observations.  
This audit was repeated in October 
and December 2017 to monitor the 
effectiveness of the pilot. 
  

There have been 3 audits completed relating to the Supported Observation Policy in: 
• May 2017  
• October 2017  
• December 2017  

 
Overall compliance with the standards for care planning was generally acceptable scoring on average 
around 75%.  The area with limited compliance was around privacy and dignity considerations as part of risk 
management arrangements and significant events included into the care plan.  The focus has been on 
orientating staff to the requirements of the policy and ensuring an MDT focus on addressing the issues. 
 
The following graphs demonstrate how the teams have improved their performance. 
 
This chart demonstrates the ward’s improvement in the area of privacy and dignity being observed for 
patients regarding personal hygiene – from a very low base. 
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 SECURE DIVISION 
 Topic Outcomes Actions/Improvements 

This graph demonstrates the improvement of both wards in the area of the patient’s care plan detailing any 
significant events or dates (e.g. anniversaries). 

 
4.  Red Bag Audit 

The aim of this audit was to monitor 
performance of regular checks of 
emergency bag (ILS/AED) equipment 
which are kept on wards in Secure 
Division against the agreed standards. 
 

There was high levels of compliance with 
standards relating to content of bags and 
visual checks on the equipment. 

The areas for improvement were signposting to 
emergency ILS bags and contents lists being present in 
the bags. 
 
This has been factored into routine monitoring at ward 
level to improve compliance, and is part of regular reviews. 
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 LOCAL DIVISION 
 Topic Outcomes Actions/Improvements 

5.  Clinical Audit on clinical handover 
at nurse shift change 
The aim was to ensure compliance 
with the standards as outlined in 
Mersey Care Policy Number SD49 
Clinical Handover at Nurse Shift 
Changes. 

The table below outlines the compliance with the standards for the five wards audited.  There was significant 
assurance around compliance with the standards.  Ward A and Ward B were fully compliant, however Ward 
D had limited assurance. 
 
The focus of the action plan has been to continue to communicate the importance of the handover 
standards.  There is a requirement for teams to locally audit the quality of handovers five times per month 
and compliance is monitored via the self-assessment process.  This audit is to be repeated in 2018 
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 LOCAL DIVISION 
 Topic Outcomes Actions/Improvements 

6.  Dual Diagnosis 
The audit reviewed the treatment and 
management of people with co-morbid 
substance misuse and mental health 

• 65% had an agreed care plan in place for 
the treatment and management of 
substance misuse  - An increase on the 
33% for quarter 1.  

• 85% of patients with an agreed care plan 
for the treatment and management of 
substance misuse, had been reviewed - 
An increase on the 58% for quarter 1.  

• 2% included harm reduction intervention 
regarding the risk of overdose in relation to 
lowered tolerance levels and the mixing of 
substances– An increase on the 0%   for 
quarter 1.  

• 69% included information regarding the 
care and provision   provided by specialist 
drug or alcohol services– An increase on 
the 50% for quarter 1.  

• 81% included actions to refer the service 
user to drug and/or     alcohol support 
specialist services as part of the discharge 
plan– An increase on the 17% for 
quarter 1 

Action taken last year was to identify a Dual Diagnosis 
lead.  The actions taken to date are: 
• Cascading the audit and its findings to ward 

managers.   
• The provision of support to ward teams from 

psychology and psychology assistants  
• Identifying the clinical  training requirements to support 

ward staff with dual diagnosis 

7.  Diabetes: Compliance with NICE 
Quality Standard 6 
 

Findings: 
• 0/3 of Ward A patients on oral 

hypoglycaemic agents had a capillary 
blood glucose measurement 

• 0/1 of Ward B patients on oral 
hypoglycaemic agents had a capillary 
blood glucose measurement 

• 0/1 of Ward B patients on insulin had a 
capillary blood glucose measurement 

The actions taken to date are: 
• Review of diabetic status to be done at every ward 

review; all episodes of hypoglycaemia or 
hyperglycaemia taken into account, and acted upon if 
they haven’t been already 

• All wards to have a named person and designation 
regarding who to contact for advice regarding diabetes 
management – there should be a written agreement 
regarding this and all members of staff should be 
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• 1/1 of Ward C patients on insulin and oral 
hypoglycaemic agents had a capillary 
blood glucose measurement but was after 
their meal 

• 0/1 of Ward D patients on oral 
hypoglycaemic agents had a capillary 
blood glucose measurement due to the 
monitoring sheet being misplaced 

• 1/1 of Ward E patients on insulin and oral 
hypoglycaemic agents had a capillary 
blood glucose measurement but was after 
their meal 

• 3/3 of Ward F patients on oral 
hypoglycaemic agents had a capillary 
blood glucose measurement before their 
meal so were fully compliant 

• 3/3 of Ward G patients on oral 
hypoglycaemic agents had a capillary 
blood glucose measurement before their 
meal so were fully compliant 

made aware 
• Blood pressure  monitored at least DAILY in all 

diabetic patients.  If not on appropriate 
antihypertensive therapy, this should be started as an 
inpatient 

• ALL diabetic inpatients to  have frequency of capillary 
blood glucose (CBG) monitoring determined at their 
FIRST ward review, and is at the discretion of the 
consultant 

• All CBG monitoring to  be consistent – i.e. before 
meals 

• Ensuring serum cholesterol / triglyceride profile has 
been done on admission bloods, if not done within the 
last 6 months 

• If serum cholesterol high, statin therapy should be 
started as an inpatient unless contraindicated. 

• Levels should be checked every 6 months – if no 
longer an inpatient, can be at discretion of GP upon 
discharge 

• Ensure any hyperglycaemia, AND hypoglycaemia is 
acted upon and documented.   

• For persistent hyperglycaemia, advice should be 
sought from Diabetes Specialist Nurses at local acute 
trusts. 

• For hypoglycaemia, the Trust’s hypoglycaemia 
protocol should be used and followed as much as 
reasonably practical 
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8.  Supportive Observations 
The aim of the audit is to determine 
whether Mersey Care’s Supportive 
Observations policy (SD04) all wards.  
This audit forms part of a wider study 
into therapeutic observations and 
forms part of the baseline assessment.  
There is a pilot study underway 
reviewing supportive observations.  
This audit was repeated in October 
and December 2017 to monitor the 
effectiveness of the pilot 

There have been 3 audits completed relating to the Supported Observation Policy in: 
• May 2017  
• October 2017  
• December 2017  

 
Overall compliance with the standards for care planning was generally acceptable scoring on average 
around 75%.  The area with limited compliance was around risk management arrangements and significant 
events included into the care plan.  The focus has been on orientating staff to the requirements of the policy 
and ensuring an MDT focus on addressing the issues. 
 
The following graphs demonstrate how the teams have improved their performance. 
 
The graph below demonstrates the ward’s improvement in respect of the patients’ care plans including 
information on how the risks will be managed. 
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The graph below demonstrates the improvement of both wards in the area of the patient’s care plan detailing 
any significant events or dates (e.g. anniversaries). 

 
It should be noted that the sample sizes are quite small, which can allow for some significant changes in the 
percentages recorded 
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9.  Schizophrenia – Local Division 
Community CPA Physical 
Healthcare 
This audit was planned and scheduled 
to assess compliance with the 
standards on the National Audit of 
Schizophrenia.   

The overall compliance score was around 5% no real change on last year’s results.  Calculated on the 
premise that all patients received screening in line with requirements of the Lester Tool, and subsequently 
received the appropriate intervention.   
 
Development a new community physical health pathway with improved specialist staff to support access and 
record keeping systems and an intranet portal developed to support the physical health pathway. 
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10.  IAPT Impact of Waiting Times 
The purpose of this repeat audit is to 
assess the impact of wait times on 
self-harm and Trust zero suicide 
initiatives in Talk Liverpool Improving 
Access to Psychological Therapies 
(IAPT) services for people with 
common mental health conditions 

• To date and consistent with the finding of 
the 2015/16 audit, the  patient related 
incidents of suicide and self harm reported 
from Talk Liverpool suggest that these 
occur at all stages of the care pathway 
with no relationship to the length of time 
waiting.  

• By far the largest proportion of reported 
deliberate self harm occurred before 
referral. 

• This would suggest that, as stated in the 
audit report for 2015/16, rather than 
assuming a straightforward relationship 
between length of wait and deliberate self 
harm, a more nuanced conclusion might 
be that any relationship that exists for 
individuals between waiting for treatment 
and self-harm reflects a complex interplay 
of factors, as implied by more than one 
person’s attempt at suicide immediately 
before starting therapy 

• Work has been done to address waiting time times to 
second treatment sessions  

• Work has been done to enhance assessment of 
suicide  

• Talk Liverpool have committed to providing all staff a 
range of clinical discussions training sessions 
following team meetings.   

• Talk Liverpool have provided all staff with Risk 
Assessment Guidance including screening, 
assessment, and management of suicide. 

• Guidance on clinical note taking on IAPTus is in the 
process of being written.  This will include how to 
record risk, and completion of risk alerts. 

• Clinical Risk procedures flow chart and urgent call rota 
provided for staff. 

• Encouragement for GPs to make a referral on a 
patients behalf for those with current risk  

• Talk Liverpool have worked to improve their website 
(where patients will make their online referrals). The 
website includes information on self-help resources 
and how to access urgent help. 

11.  GP Correspondence For Community patients: 
• 55% had discharge correspondence sent 

within 10 days, although 16% contained 
the relevant documents within Clinical 
Pathways but they had not been copied 
into patient documents.  Therefore, the 
Clinical Audit team cannot be sure that the 
copy which has gone/may have gone to 
the GP is the original copy if not seen in 
Patient Documents and therefore could not 

There is a full programme of work reviewing the provision 
of administrative support to both inpatient and community 
teams. 
 
In parallel the backlog of letters has been outsourced to 
bring all correspondence in line with the NHS contract 
requirements 

Page 204 of 286



 LOCAL DIVISION 
 Topic Outcomes Actions/Improvements 

mark them as passing the audit. 
• 83% contained all the relevant information 

with the area with the lowest compliance 
being information around services 
provided and information around cardio 
metabolic monitoring. 

 
Inpatients: 
• 83% had discharge correspondence sent 

within 24 hours; the issue being letters 
were not headed ‘faxed to GP’. 

• 75% contained all the relevant information 
with the area with the lowest compliance 
being information around services 
provided, information around cardio 
metabolic monitoring, discharge plan and 
infection information 

12.  Consent to Medical Treatment 
This audit is based upon consent for 
examination or treatment based upon 
2009 DH guidance, and focussed on 
the Electro Convulsive Therapy (ECT) 
suite within Local Division. 
 

All standards were fully compliant with the 
exception of: 
• No field on the current consent form to 

capture the religion of the patient. 
• signed consent form missing from record 
• patients not having a record of receiving 

information about ECT 

The following actions have been taken: 
• Update referring consultants on the importance of 

ensuring all parts of the ECT paperwork are complete 
• Review ECT paperwork to ensure that unnecessary 

data in not being requested 
• Ensure that RiO system properly records the consent 

process for ECT 
13.  Red Bag Audit 

The aim of this audit was to monitor 
performance of regular checks of 
emergency bag (ILS/AED) equipment 
which are kept on wards in Local 
Division against the agreed standards. 
 

This was completed Trust wide on all wards 
across secure and local division.  There was 
high levels of compliance with standards 
relating to content of bags and visual checks 
on the equipment.  The areas for improvement 
was signposting to emergency ILS bags and 
contents lists being present in the bags. 

The areas for improvement were signposting to 
emergency ILS bags and contents lists being present in 
the bags. 
 
This has been factored into routine monitoring at ward 
level to improve compliance, and is part of regular reviews. 
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14.  Care Programme Approach (CPA) 
and Clinical Risk 
The audit aim was to review the most 
recent CPA 07 Care Plan or Statement 
of Care to monitor the standard of 
documentation and to measure 
whether Care Planning is provided in 
accordance with agreed standards 

Findings for CPA Patients: 
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For Non CPA Patients 

 
The actions taken to date are: 
• Share the findings of the audit shared with all respective Community Managers and Clinical Leads. 
• A supervision case management audit template developed for Team Managers to use with Care-Co-

ordinators. 
• Community caseloads reviewed to include monitoring of CPA caseload. 
• Re-Audit the CPA Standards quarterly to monitor progress 

15.  Dementia First Diagnosis Carers 
Support/Post Diagnostic Support 
The audit will aim to demonstrate 
compliance of Key Performance 
Indicator target achievement for the 
following KPI’s: 
• 97% of carers of service users with 

Newly Diagnosed Dementia will 
have a preliminary assessment of 
their needs and referred for a 
detailed assessment by relevant 
agencies where appropriate. 

• 97% of service users newly 
diagnosed with dementia and their 

Findings: 
• 25% carers of service users with Newly 

Diagnosed Dementia had a preliminary 
assessment of their needs and were 
referred for a detailed assessment by 
relevant agencies where appropriate. 

• 100% of service users newly diagnosed 
with dementia and their carers (if 
applicable) were offered a post diagnostic 
support group or equivalent. 

• 25% of all identified carers were offered a 
Carers Assessment and/or directed to 
social care for assessment of Carers 
Support/Breaks. 

These results have been discussed within the teams and 
remedial action plans in development 
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carers (if applicable) will be offered 
to attend a post diagnostic support 
group or equivalent. 

• 97% of all identified carers will be 
offered a Carers Assessment 
and/or directed to social care for 
assessment of Carers 
Support/Breaks 

16.  Communication/Outpatient Letters  
Including Dementia Statement about 
carers needs 
The audit will aims to demonstrate 
compliance with KPI: 
97% of Outpatient/Clinic letters for 
service users diagnosed with 
Dementia will include a statement of 
carers needs 

Findings: 
Standard 1: Communication - Outpatient 
Letters (target 95%) 
• 78% of All Outpatient 

correspondence/letters to contain the 
recommended minimum dataset. 

Standard 2: Communication - Outpatient 
Letters (target 95%) 
• 81% of All Outpatient 

correspondence/letters to contain the 
recommended minimum dataset. 

• Standard 3: Communication Dementia - A 
statement about carers' needs, will be part 
of all service users with a diagnosis of 
Dementia assessment and follow up letters 
(target 97% 

• 62.5% of Outpatient/Clinic letters for 
service users diagnosed with Dementia will 
include a statement of carers needs 

 
 
 
 

These results have been discussed within the teams and 
remedial action plans in development 
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17.  Risk Assessments on Admission 
The audit aim was to monitor whether 
clear risk assessments and risk 
management plans are being 
completed at the point of decision to 
admit. 

Findings: 
• 82% had a CPA 05 Risk Assessment 

updated/completed prior to admission.  Of 
the 18% of patients who did not have a 
Risk Assessment updated/completed prior 
to admission 

• 10% were completed by the ward staff on 
the day of admission 

• 5% were completed by ward staff day after 
admission 

• 3% did not have their risk assessment 
updated 

The audit findings have been shared widely with Liaison 
Services and Single Point of Access to ensure that the 
requirement to update risk assessment prior to admission 
is fully understood. 
 
This audit is to be repeated in 18/19 and the scope 
increased to include ‘stepped up care’ 

18.  Nutritional Screening and Care 
Planning (Adapted MUST tool)  
The audit aim was to ensure that all 
new admissions are screened within 
72 hours of admission to comply with 
Local and National guidelines, to 
ensure all patients have a care plan 
and all high risk patients are referred to 
the Dietetic team. 
 
The audit will also aim to provide a 
brief snap-shot audit of all in-patient 
wards in order to monitor that the 
following have been correctly 
documented: 
 
• All patients have a Physical Health 

– Observations 3 form completed 
upon admission 

Findings: 
Key Performance Indicator 1 - Keeping Nourished: MUST Tool Assessment within 3 Days (target 95%). 

 
 
Key Performance Indicator 2 – Keeping Nourished: MUST High Score Care Plan offered (target 99%) 
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• All patients have a BMI recorded 
(and for it to be recorded 
correctly). 

• All patients have a MUST score 
(and for it to be recorded 
correctly). 

• All patients have a CPA 06 Care 
Plan completed upon admission. 

All High Risk patients are referred to 
the dietician 

Key Performance Indicator 3 – Spell Admissions for Service Users with High MUST Score (2+) Referred to 
Dietician (target 99%). 

 
 
Physical Health – Observations 3 form 
• All 51 patients had a Physical Health – Observations 3 form completed upon admission (100%). 
• On the Physical Health – Observations 3 form the patient’s height was recorded on all 51 occasions 

(100%). 
• On the Physical Health – Observations 3 form the patient’s BMI was recorded on all 51 occasions 

(100%). 
o 39 had their BMI correctly recorded (76%). 
o 12 did not have their BMI correctly recorded (24%). 

• On the Physical Health – Observations 3 form the patient’s MUST score was recorded on 50/51 
occasions (98%) 

o 44 had their MUST score recorded within 3 days of admission (94%) 
o 3 did not have their MUST score recorded within 3 days of admission and this resulted in 

breaches (6%). 
o 3 patients were excluded due to timing of audit (6%) 
o 35 patients had their MUST score correctly recorded (70%). 

• All 51 patients had a CPA 06 Care Plan completed upon admission (100%) 
o 36 had their Care Plan updated correctly (70%). 
o 5 did not have their Care Plan updated correctly (10%). 
o 10 did not have their MUST score recorded on their care plan (20%). 

These results have been discussed within the teams and remedial action plans in development. 
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19.  Early Intervention in Psychosis 
(EIPN) (CCQI) 
The self assessment provides services 
with the opportunity to review their 
practice against a core set of 
standards which includes an 
assessment of their ability to offer 
NICE-recommended interventions, 
deliver timely assessment and collect 
appropriate outcome measures. 
Services will be able to benchmark 
themselves against other services 

The Early Intervention in Psychosis Network 
works with services to assure and improve the 
quality of mental health care for people 
experiencing a first episode of psychosis.  
Participating services are able to benchmark 
their practice against similar services and 
demonstrate the quality of care they provide.  
The Trust submitted a review of the full 
caseloads at the time of audit of all Consultant 
Psychiatrist. 
 

Analysis is still awaited from Royal College of Psychiatrists 

20.  National Audit of Psychosis (NCAP) 
This audit was the first audit in a three-
year improvement cycle.  This is part 
of the National Audit Programme 
hosted by Royal College of 
Psychiatrists.  The audit focuses on 
the following key areas: 
• Physical health 
• Health promotion 
• Prescribing practice 
• Psychological treatments 
• Access to crisis care 

The Trust submitted 100% of the required 
sample 

Analysis is still awaited from Royal College of Psychiatrists 
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21.  Epilepsy Management in Learning 
disabilities (Assessment and 
Treatment Unit for Learning 
Disabilities) 
Compliance with NICE Guidance 137 

• Identified 20 patients who had a diagnosis 
of epilepsy mentioned in the notes  

• Requested GP summaries and letters from 
neurology specialists from GP for each 
patient   

• Completed the assigned audit tool for each 
patient. 

Diagnosis of epilepsy confirmed by Specialist 
12/20 (60%) 
• Of all patients, only 2 had official ICD-10 

coding (10%) 
• 8/20 (40%) are under review under 

Neurologist 
• Only 5/20 patients had an Epilepsy section 

in their ‘Acute care plan’ 
• Of those, 3/5 had vague details regarding 

the seizures but none including all the 
information required.   

• Only 5/20 patients had an Epilepsy section 
in their ‘Acute care plan’ 

• Of those, 3/5 had vague details regarding 
the seizures but none including all the 
information required. 

• Evidence of prolonged seizures: 5/20 
• Number of Emergency care plan for 

prolonged seizures: 2/20, of those with 
evidence of prolonged seizures 2/5. 

• Only 1 care plan had all the essential 
details needed. 
 

Recommendations: 
• Epilepsy care plan and risk assessment to be created 

by the MDT when a patient with epilepsy is admitted to 
the ward; to include contact details of the patient’s 
epilepsy specialist nurse. 

• If evidence of prolonged or repeated seizures ensure 
there is an emergency care plan in place 

• Ensure that all staff involved are aware of the care 
plan and where to find it on Epex. 

• A local template or checklist has been developed to 
ensure consistency in the content of each epilepsy 
care plan based on NICE clinical guideline 137 
recommendation 1.3.1. The plan to be reviewed on at 
least annually 

Page 212 of 286



• No patients had evidence of prescribed 
rescue medications whilst on ward (now 
changed) and there was no documentation 
on EPEX relevant to rescue medications 

 SPECIALIST LEARNING DISABILITY  DIVISION 
 Topic Outcomes Actions/Improvements 

22.  
 

High Dose Antipsychotic 
Prescribing & Monitoring 
To review/evaluate the current practice 
of prescribing and monitoring of the 
High Dose Antipsychotic(HDA) in the 
Mersey Care Whalley (LD Division). 

Findings: 
In this current audit(2017): 
• of the 4  patients on HDA were on PRN in combination with other antipsychotic medication and the PRN 

has been used within last 2-3 weeks. 
• 2 of 4 patients on HDA was on regular dose of  Oral Antipsychotic above BNF limit. 
• 1 of 4 patients on HDA was on combination of  Depot Injection and oral antipsychotic as regular 

medication. 
• A significant number of patients on HDA medication have been on these regimes for  
• months with only approx.  
• 100% had the  treatment and care plan that mentioned about HDA. 

 
• 100% compliance in most of the standard noted in 2017. 
• 80% compliance used as threshold for good compliance-(set in  the previous audit). 
• Routine bloods done in the last 3 - 6 months  
• Regular physical observations done in the last 3 months 
• However, recording in Care note still remains inconsistent and found in different places(medication tab, 

ICP). Not all monitoring sheet been uploaded. 
• Capacity assessment/T2/SOAD documentation noted to improve significantly 
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23.  Improving the assessment of 
wounds 
The audit will facilitate the 
implementation of CQUIN indicator 10 
which is focused on increasing the 
number of wounds which have failed to 
heal after 4 weeks to receive a full 
wound assessment 

Findings: 
• The overall compliance with all the 

requirements of patient assessment was 
59%.  There were compliance issues with 
using a holistic assessment tool, recording 
the duration of the wound, and making 
specialist referrals. 

• The overall compliance with specific 
wound assessment was 72%.  There were 
compliance issues with wound mapping 
and recording the odour of the wound 

Actions taken in respect of: 
• LCH Skin care team (under SLA) to assess current 

wound assessment guidelines for compliance with 
National minimum data set for wound assessment 
(2017) and amend tools for clinical use 

• Skin Care Service to develop and implement 
booklet/diary inserts detailing all wound pathways for 
ease of reference for staff in Mersey Care  

• Skin Care service to launch a prevention of infected 
wound pathway for Mersey Care 

• DN and Treatment Room team leads to review the 
baseline of wound care training  

• Clinical Locality Lead to co-ordinate and establish a 
locality training plan with Skin Team and share any 
developed and implemented new wound assessment 
e-learning package  

• Skin Care Service to introduce developed 
competencies for Health Care assistants for use in 
Mersey Care SSCSD 

• DN and Treatment Room team leads should 
undertake random spot check audits on Wound 
assessments for new patients carried out by their 
teams 

• Factors that can delay wound healing and to be 
considered as part of the wound assessment 

• The division in conjunction with the Skin Team will 
produce a glossary of terms to assist nursing staff in 
completion of these two sections of the wound 
assessment tool.  

• Criteria for referral to specialist Skin and other relevant 
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services to be re-shared with DN and Treatment 
Room Nursing teams  

• South Sefton Community Division to explore and 
move towards implementation of digital photography 
to promote accuracy of wound assessment 

24.  Cellulitis Audit (South Sefton 
Community Services) 
The aim of the audit is to determine 
where the referrals are received from, 
i.e. GP or Secondary care, adherence 
to  new guidelines and following the 
change to medication how many 
patients required their IV antibiotics or 
oral antibiotics extending 

Findings: 
• All were referred by a GP (100%). None 

came from a hospital. 
• 40% patients needed their IV antibiotics 

extended and all had the number of days it 
needed extending by recorded. 

• There were 3 inappropriate referrals were 
made for management of skin conditions: 

o 1 – Patient has been admitted to 
hospital with infected leg ulcer 

o 1 – Patient was unable to consent 
to treatment 

o 1 – No reason documented. 
 

These results have been discussed within the team and 
the importance of following the standards emphasised by 
the Team Leader 

25.  Community Matron Clinical Records 
Audit (South Sefton Community 
Services) 
The aim of the audit is to show that the 
following risk assessments have been 
completed by a Community Matron 
and recorded on Emis Clinical system 
within the last 3 months prior to the 
audit being undertaken. 
• FRAT 
• MUST 
• WATERLOW 

• 50% had a FRAT assessment completed 
and recorded in Emis in the three months 
prior to the audit date 

• 62% had a MUST assessment completed 
and recorded in Emis in the three months 
prior to the audit date 

• 60% had a WATERLOW assessment 
completed and recorded in Emis in the 
three months prior to the audit date 

 

These results have been discussed within the team and 
remedial action plan in development 
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26.  District Nursing and Treatment 
Room 
Nurse Bag Audit (South Sefton 
Community Services) 
The core aims and objectives of the 
Audit are: 
• To understand how nursing bags 

support the delivery of planned 
and un-planned treatments in a 
changeable home location, to 
ensure that nurses are carrying the 
essential equipment and tools in 
nursing bag to the benefit of 
patients they treat.  

• To recognise opportunities for new 
product development and to 
collectively identify the clinical and 
design performance necessities 
needed for a 21st century nursing 
bag. 

There was 38 required items in the bag 
ranging from equipment, dressings and 
emergency drugs.  Only 1/59 bags had all the 
38 required items and 27/59 had all the 
required documentation e.g. assessment tools. 
 

The South Sefton Community Services are reviewing the 
audit results and have introduced regular checks.  The 
audit is to be repeated in 2018/19. 
 

27.  Clinical Audit on Patient Group 
Directions (PGDs) used for the 
supply / administration of medicines 
to patients 
The aim of this audit is to assess the 
skills and competencies and 
maintaining practices standards in 
relation to PGDs. 

In relation to: 
• Management of PGDs 2/11 in operation 

had been suspended and 6/11 were due 
for review. 

• Training 5/11 practitioners had not been 
trained or had on-going review of 
competency 

There was full compliance in relation to the 
standards associated with: 
• Medication administration 
• Risk management  

Actions taken in respect of: 
• Team Leaders to ensure all relevant staff are 

appropriately trained in relation to PGD’s applicable to 
the service 

• Team Leaders to ensure all relevant staff are 
continually re-assessed within the agreed timeframes 
in relation to PGD’s applicable to the service 

• Re-audit to be undertaken as part of 2018/19 audit 
plan. 
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• Storage 
• Documentation 
• Inspection 
Overall good compliance  

 SOUTH SEFTON COMMUNITY DIVISION 
 Topic Outcomes Actions/Improvements 

28.  Clinical Content 
Sefton Community Respiratory 
Team 
The audit will aim establish current 
practice and create a baseline 
regarding the quality of the clinical 
content of case notes of patients within 
the Community Respiratory Team 
(CRT). 
The objective is to identify what 
education/training needs are required 
to improve the clinical content of case 
notes of patients within the CRT, and 
improve patient care. 

Findings: 
• Statement 1 - All case notes should 

contain a minimum dataset of information 
relating to the presenting complaint – 97% 
compliance 

• Statement 2 – All case notes should 
contain a minimum dataset of information 
relating to the recording of Past Medical 
History – 94% compliance 

• Statement 3 –  All case notes should 
contain a minimum dataset of information 
relating to Medications prescribed for the 
patient – 100% compliance 

• Statement 4 –  All case notes should 
contain a record of any Allergies the 
patient may have – 100% compliance 

• Statement 5 –  All case notes should 
contain a record of any Review of Systems 
appropriate to episode of Care – 97% 
compliance 

• Statement 6 – All case notes should 
contain an up to date record of any 
observations relevant to the episode of 
care – 100% compliance 

• Statement 7 –  All case notes should 
contain information that a Full Respiratory 
Examination has been made – 100% 

These results have been discussed within the team and 
remedial action plan in development. 
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compliance 
• Statement 8 –  All case notes should 

contain a Management Plan – 100% 
compliance 

• Statement 9 – All case notes should 
contain information on New Respiratory 
Medication which has been prescribed for 
Exacerbation – 88% compliance 

• Statement 10 – All case notes should 
contain an up to date record of any Risk 
Assessments relevant to the episode of 
care – 86% compliance 

• Statement 11 –  All case notes should 
contain information on relevant Patient 
Group Directives (where applicable) which 
may be in place -  74% compliance 

• Statement 12 – All case notes should 
contain information on any referral 
discussions relevant to the episode of care 
– 83% compliance 

• Statement 13 –  All case notes records 
should contain information that is clear, 
legible, relevant, concise and appropriately 
dated and should include the following 
elements – 96% compliance 

29.  Pressure Ulcer 
The purpose of this audit is to enhance 
adult patient safety across Community 
Physical Health services.  Trend 
information is important in judging the 
success of treatment and in identifying 
deterioration in pressure ulcer care 
and a patient’s clinical condition. 

Findings: 
• Standard 1: completeness of  incident 

details – 100% compliance 
• Standard 2: completeness of  clinical 

information in relation to pressure ulcer  – 
96% compliance 

• Standard 3: completeness of assessment 
and in relation to pressure ulcer  – 90% 

These results have been discussed within the teams and 
remedial action plans in development. 
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compliance.  Issues of concern are 
completion of Waterlow and repositioning 
schedule. 

• Standard 4: Compliance with of wound and 
pain management and in relation to 
pressure ulcer  – 82% compliance.  Issues 
of concern are completion pressure ulcer 
grade category, recording of pain and 
completion of pain chart. 

• Standard 5: Compliance with shared 
decision making tool if patient refuses 
optimal treatment – 90% compliance.  
Issues of concern are not documenting 
shared decision making 

• Standard 6: Compliance with recording the 
outcome of the investigation into the 
incidence of the pressure ulcer – 67% 
compliance.  Issues of concern are not 
documenting if the pressure ulcer was 
avoidable or not. 

• Standard 7: Compliance with recording the 
learning from the investigation into the 
incidence of category 3/4 pressure ulcer – 
20% compliance.  Issues of concern are 
not documenting and/or sharing any 
learning from the review 
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 SOUTH SEFTON COMMUNITY DIVISION 
 Topic Outcomes Actions/Improvements 

30.  Sefton Community Services: Adult 
I/V Therapy Team  - Infection 
Control 
The aim of the audit, as stated on the 
audit proposal form, is to determine the 
adherence to the new guidelines, and 
following the change to the medication 
- how many patients required their I/V 
antibiotics or oral antibiotics extending. 
The audit tool has been devised in line 
with Nice Guidelines (CG 139), and the 
I/V antibiotic policy and CINS 
guidelines. 

Findings: 
• Q1: Was the dressing to 

PICC/Midline/Hickman/ Portacath/Cannula 
satisfactory on discharge from hospital? – 
91% compliant 

• Q2: Was the site inspected daily and 
documented in VIP/VIAD during the course 
of treatment? – 95% compliant 

• Q3: Was there any sign of clinical infection 
during the course of treatment? – 95% 
compliant 

• Q4: Was there any sign of allergic reaction 
to the dressing at any time during the 
course of treatment? – 86% compliant 

• Q5: Was Aspeptic technique used for the 
duration of the treatment? – 95% 
compliant 

• Q6: Was the exit site cleaned weekly? – 
82% compliant 

• Q7: Is Chlorhexidine 2% used to clean exit 
site? – 95% compliant 

• Q8: Was a needle free device used during 
the episode of treatment? - 100% 
compliant  

• Q9: Was there any redness or swelling 
evident on the limb with PICC/ 
Hickman/Portacath/Cannula during the 
course of treatment? – 95% compliant 

These results have been discussed within the teams and 
remedial action plans in development. 
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Independent auditor's report to the Council of Governors of Mersey Care 

NHS Foundation Trust 

Report on the Audit of the Financial Statements 

Opinion 

Our opinion on the financial statements is unmodified  

We have audited the financial statements of Mersey Care NHS Foundation Trust (the ‘Trust’) for the year 
ended 31 March 2018 which comprise the Statement of Comprehensive Income, the Statement of Financial 
Position, the Statement of Changes in Equity, the Statement of Cash Flows and notes to the financial 
statements, including a summary of significant accounting policies. The financial reporting framework that 
has been applied in their preparation is applicable law and the NHS foundation trust annual reporting 
manual 2017/18. 

 

In our opinion the financial statements: 
 give a true and fair view of the financial position of the Trust as at 31 March 2018 and of its expenditure 

and income for the year then ended; and 

 have been properly prepared in accordance with International Financial Reporting Standards (IFRSs) as 
adopted by the European Union, as interpreted and adapted by the NHS foundation trust annual 
reporting manual 2017/2018; and  

 have been prepared in accordance with the requirements of the National Health Service Act 2006. 
 

 

Basis for opinion 

We conducted our audit in accordance with International Standards on Auditing (UK) (ISAs (UK)) and 
applicable law. Our responsibilities under those standards are further described in the Auditor’s responsibilities 
for the audit of the financial statements section of our report. We are independent of the Trust in accordance 
with the ethical requirements that are relevant to our audit of the financial statements in the UK, including the 
FRC’s Ethical Standard, and we have fulfilled our other ethical responsibilities in accordance with these 
requirements. We believe that the audit evidence we have obtained is sufficient and appropriate to provide a 
basis for our opinion. 
 

Who we are reporting to 

This report is made solely to the Council of Governors of the Trust, as a body, in accordance with Schedule 10 
of the National Health Service Act 2006. Our audit work has been undertaken so that we might state to the 
Trust's Council of Governors those matters we are required to state to them in an auditor’s report and for no 
other purpose. To the fullest extent permitted by law, we do not accept or assume responsibility to anyone 
other than the Trust and the Trust's Council of Governors, as a body, for our audit work, for this report, or for 
the opinions we have formed. 
 

Conclusions relating to going concern 

We have nothing to report in respect of the following matters in relation to which the ISAs (UK) require us to 
report to you where: 

 the Accounting Officer’s use of the going concern basis of accounting in the preparation of the financial 
statements is not appropriate; or 

 the Accounting Officer has not disclosed in the financial statements any identified material uncertainties 
that may cast significant doubt about the Trust’s ability to continue to adopt the going concern basis of 
accounting for a period of at least twelve months from the date when the financial statements are 
authorised for issue. 
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Overview of our audit approach 

 Overall materiality: £4,723,000, which represents 1.75% of the Trust's gross
income;

 Key audit matters were identified as:
o Contract variations
o Valuation of land and buildings

 We have tested the Trust’s material income and expenditure streams and
assets and liabilities covering 90% of the Trust’s income, 85% of the Trust’s
expenditure and 80% of the Trust’s net assets.

Key audit matters 

The graph below depicts the audit risks identified and their relative significance based on the extent of the 
financial statement impact and the extent of management judgement. 

Key audit matters are those matters that, in our professional judgment, were of most significance in our audit 
of the financial statements of the current year and include the most significant assessed risks of material 
misstatement (whether or not due to fraud) that we identified. These matters included those that had the 
greatest effect on: the overall audit strategy; the allocation of resources in the audit; and directing the efforts of 
the engagement team. These matters were addressed in the context of our audit of the financial statements as a 
whole, and in forming our opinion thereon, and we do not provide a separate opinion on these matters. 

Key Audit Matter How the matter was addressed in the audit 

Contract variations 

Approximately 82% of the Trust’s 
income is from contracts with NHS 
Commissioners for patient care activities. 
The Trust recognises patient care activity 
income during the year based on the 
completion of these activities. Patient 
care activities that are provided in 
addition to the contract (contract 

Our audit work included, but was not restricted to: 

 evaluating the Trust’s accounting policy for recognising
income from block contract arrangements for
appropriateness;

 gaining an understanding of the Trust’s system for
accounting for income from contract variations and
evaluating the design of associated controls;

 testing, on a sample basis, income from contract variations
to signed contract variations, invoices or other supporting

Valuation of 
land and 

buildings 
High 

Potential 
financial 

statement 
impact 

Low 

Low  Extent of management judgement   High 

Operating 
expenses 

Employee 
remuneration 

Contract 
variations 

Management 
override of controls 
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Key Audit Matter How the matter was addressed in the audit 

variations) are subject to verification and 
agreement by the commissioners.  There 
is a risk that income recognised in the 
accounts for these additional services has 
not been agreed by Commissioners.  

We therefore identified the occurrence 
and accuracy of income from contract 
variations as a significant risk, which was 
one of the most significant assessed risks 
of material misstatement. 
  

evidence such as correspondence from the Trust’s 
commissioners. 

 testing, on a sample basis, income from additional non-
contract activity to signed contract variations, invoices or 
other supporting evidence such as correspondence from the 
Trust’s commissioners. 

 
The Trust's accounting policy on income is shown in note 1.3 
the financial statements and related disclosures are included in 
note 3  
 

Key observations 

 

We obtained sufficient audit evidence to conclude that: 

 the Trust’s accounting policy for income from patient 
activities is in accordance with the Department of Health 
and Social Care Group Accounting Manual 2017/18 and has 
been properly applied; and 

 income from contract variations is not materially misstated.   
 

Valuation of land and buildings 
 
The Trust revalues its land and buildings 
on an annual basis to ensure that the 
carrying value is not materially different 
from the fair value.  This represents a 
significant estimate by management in the 
financial statements. 

Management have engaged the services 
of a valuer to estimate the fair value as at 
31 March 2018, including consideration 
of the assets acquired in relation to the 
provision of community services in 
Sefton.   
 
The valuation of land and buildings is a 
key accounting estimate which is sensitive 
to changes in assumptions and market 
conditions.    
 
We therefore identified valuation of land 
and buildings as a significant risk, which 
was one of the most significant assessed 
risks of material misstatement.  

Our audit work included, but was not restricted to:  

 evaluating management’s processes and assumptions for the 
calculation of the estimate, including the instructions issued 
to the valuation experts and the scope of their work; 

 consideration of the competence, expertise and objectivity 
of the valuation expert; 

 assessing the overall reasonableness of the valuation 
movement; 

 discuss with the valuer the basis on which the valuation has 
been carried out, in particular any changes from the prior 
period; 

 challenging the information and assumptions used by the 
valuer to assess completeness and consistency with our 
understanding; testing revaluations made during the year to 
ensure they are input correctly into the Trust’s asset register 
and that the resulting accounting entries have been posted 
correctly in the financial statements; 

 evaluating the assumptions made by management for any 
assets not revalued in year,  to understand how management 
satisfied themselves there was no material change in carrying 
value. 
 

The Trust's accounting policy on valuation of land and buildings 
is shown in note 1.6 to the financial statements and related 
disclosures are included in note 14.1.  
 

Key observations 

 

We obtained sufficient audit assurance to conclude that:  

 the basis of the valuation of land and buildings was 
appropriate and the assumptions and processes used by 
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Key Audit Matter How the matter was addressed in the audit 

management in determining the estimate were 
reasonable; 

 the valuation of land and buildings disclosed in the 
financial statements is reasonable. 

 

Our application of materiality 

We define materiality as the magnitude of misstatement in the financial statements that makes it probable that 
the economic decisions of a reasonably knowledgeable person would be changed or influenced. We use 
materiality in determining the nature, timing and extent of our audit work and in evaluating the results of that 
work.  
 
Materiality was determined as follows: 
 

Materiality Measure Trust 
Financial statements as a whole £4,723,000 which is 1.75% of the Trust’s gross income. This 

benchmark is considered the most appropriate because we 
consider users of the financial statements to be most interested 
in the Trust’s income streams. 
 
The benchmark for the materiality calculation has changed for 
the current year to income as the Trust’s income base has 
increased following the acquisition of the community services 
in Sefton.   This has led to a higher level of materiality than the 
level determined for 31 March 2017 which reflects the increase 
in activity for the Trust and the fact that this year is a 12 month 
accounting period compared with 11 months for the prior 
period.   
 

Performance materiality used to drive the 
extent of our testing 

75% of financial statement materiality 

Specific materiality Our approach is to carry out procedures to ensure that all 
significant related party transactions and amounts of director’s 
remuneration have been disclosed in the accounts and to test 
the accuracy of any unusual transaction disclosures above 
1.75% of the total values reported. 

Communication of misstatements to the 
Audit Committee 

£235,000 and misstatements below that threshold that, in our 
view, warrant reporting on qualitative grounds. 

 
The graph below illustrates how performance materiality interacts with our overall materiality and the tolerance 
for potential uncorrected misstatements. 

 
 

25%

75%

Overall materiality - Trust

Tolerance for
potential uncorrected
mistatements

Performance
materia lity
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An overview of the scope of our audit 

Our audit approach was a risk-based approach founded on a thorough understanding of the Trust's business, 
its environment and risk profile and in particular included:  

 Gaining an understanding of and evaluating the Trust's internal control environment including its IT 
systems and controls over key financial systems; 

 Assessing whether the accounting policies are appropriate to the Trust's circumstances and have been 
consistently applied and adequately disclosed; 

 Assessing the reasonableness of significant accounting estimates made by the Chief Executive as 
Accounting Officer; 

 Testing, on a sample basis, all of the Trust’s material income streams covering 90% of the Trust’s income; 

 Testing,, on a sample basis, for 85% of the Trust’s expenditure; 

 Testing, on a sample basis, property plant and equipment and 80% of the Trusts other assets and liabilities. 
 

Other information 

The Accounting Officer is responsible for the other information. The other information comprises the 
information included in the Annual Report set out on pages 1 to 117 (draft), other than the financial 
statements and our auditor’s report thereon. Our opinion on the financial statements does not cover the other 
information and, except to the extent otherwise explicitly stated in our report, we do not express any form of 
assurance conclusion thereon.  
 
In connection with our audit of the financial statements, our responsibility is to read the other information and, 
in doing so, consider whether the other information is materially inconsistent with the financial statements or 
our knowledge of the Trust obtained in the course of our work including that gained through work in relation 
to the Trust’s arrangements for securing value for money through economy, efficiency and effectiveness in the 
use of its resources or otherwise appears to be materially misstated. If we identify such material inconsistencies 
or apparent material misstatements, we are required to determine whether there is a material misstatement in 
the financial statements or a material misstatement of the other information. If, based on the work we have 
performed, we conclude that there is a material misstatement of this other information, we are required to 
report that fact.  
 
We have nothing to report in this regard. 
 
In this context, we also have nothing to report in regard to our responsibility to specifically address the 
following items in the other information and to report as uncorrected material misstatements of the other 
information where we conclude that those items meet the following conditions: 
 

 Fair, balanced and understandable set out on page 43 in accordance with provision C.1.1 of the NHS 
Foundation Trust Code of Governance  by the directors that they consider the Annual Report and 
financial statements taken as a whole is fair, balanced and understandable and provides the information 
necessary for patients, regulators and other stakeholders to assess the Trust’s performance, business model 
and strategy, is materially inconsistent with our knowledge of the Trust obtained in the audit; or 

 Audit committee reporting set out on page 47 in accordance with provision C.3.9 of the NHS Foundation 
Trust Code of Governance.   
 
 

Other information we are required to report on by exception under the Code of Audit 

Practice 

 
Under the Code of Audit Practice published by the National Audit Office on behalf of the Comptroller and 
Auditor General (the Code of Audit Practice) we are required to consider whether the Annual Governance 
Statement does not meet the disclosure requirements set out in the NHS foundation trust annual reporting 
manual 2017/18. We are not required to consider whether the Annual Governance Statement addresses all 
risks and controls or that risks are satisfactorily addressed by internal controls.  
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We have nothing to report in this regard. 
 
 
 

Our opinion on other matters required by the Code of Audit Practice published by the 

National Audit Office on behalf of the Comptroller and Auditor General (the Code of Audit 

Practice) is unmodified 

In our opinion:  
 the parts of the Remuneration Report and the Staff Report to be audited have been properly prepared in 

accordance with IFRSs as adopted by the European Union, as interpreted and adapted by the NHS 
foundation trust annual reporting manual 2017/18 and the requirements of the National Health Service 
Act 2006; and 

 based on the work undertaken in the course of the audit of the financial statements and our knowledge 
of the Trust gained through our work in relation to the Trust’s arrangements for securing economy, 
efficiency and effectiveness in its use of resources, the other information published together with the 
financial statements in the Annual Report for the financial year for which the financial statements are 
prepared is consistent with the financial statements.  

 

Matters on which we are required to report by exception 

Under the Code of Audit Practice we are required to report to you if: 

 we have reported a matter in the public interest under Schedule 10 (3) of the National Health Service Act 
2006 in the course of, or at the conclusion of the audit; or 

 we have referred a matter to the regulator under Schedule 10 (6) of the National Health Service Act 2006 
because we had reason to believe that the Trust, or a director or officer of the Trust, was about to make, or 
had made, a decision which involved or would involve the incurring of expenditure that was unlawful, or 
was about to take, or had taken a course of action which, if followed to its conclusion, would be unlawful 
and likely to cause a loss or deficiency.  

 
We have nothing to report in respect of the above matters. 
 

Responsibilities of the Accounting Officer and Those Charged with Governance for the 

financial statements 

As explained more fully in the Statement of Accounting Officer's responsibilities set out on pages 45 and 46, 
the Chief Executive, as Accounting Officer, is responsible for the preparation of the financial statements in the 
form and on the basis set out in the Accounts Directions included in the NHS foundation trust annual 
reporting manual 2017/18, for being satisfied that they give a true and fair view, and for such internal control 
as the Accounting Officer determines is necessary to enable the preparation of financial statements that are free 
from material misstatement, whether due to fraud or error. 
 
In preparing the financial statements, the Accounting Officer is responsible for assessing the Trust’s ability to 
continue as a going concern, disclosing, as applicable, matters related to going concern and using the going 
concern basis of accounting unless the Trust lacks funding for its continued existence or when policy decisions 
have been made that affect the services provided by the Trust. 
 
The Audit Committee is Those Charged with Governance. 
 

Auditor’s responsibilities for the audit of the financial statements 

Our objectives are to obtain reasonable assurance about whether the financial statements as a whole are free 
from material misstatement, whether due to fraud or error, and to issue an auditor’s report that includes our 
opinion. Reasonable assurance is a high level of assurance, but is not a guarantee that an audit conducted in 
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accordance with ISAs (UK) will always detect a material misstatement when it exists. Misstatements can arise 
from fraud or error and are considered material if, individually or in the aggregate, they could reasonably be 
expected to influence the economic decisions of users taken on the basis of these financial statements. 

A further description of our responsibilities for the audit of the financial statements is located on the Financial 
Reporting Council’s website at: www.frc.org.uk/auditorsresponsibilities. This description forms part of our 
auditor’s report. 
 
 

Report on other legal and regulatory requirements – Conclusion on the Trust’s 

arrangements for securing economy, efficiency and effectiveness in its use of 

resources 

Matter on which we are required to report by exception - Trust’s arrangements for securing 

economy, efficiency and effectiveness in its use of resources 

Under the Code of Audit Practice we are required to report to you if, in our opinion we have not been able to 
satisfy ourselves that the Trust has made proper arrangements for securing economy, efficiency and 
effectiveness in its use of resources for the year ended 31 March 2018.   

 

We have nothing to report in respect of the above matter. 

Responsibilities of the Accounting Officer 

The Accounting Officer is responsible for putting in place proper arrangements for securing economy, 
efficiency and effectiveness in the use of the Trust's resources. 

Auditor’s responsibilities for the review of the Trust’s arrangements for securing economy, 

efficiency and effectiveness in its use of resources 
We are required under paragraph 1 of Schedule 10 of the National Health Service Act 2006to be satisfied that 
the Trust has made proper arrangements for securing economy, efficiency and effectiveness in its use of 
resources and to report where we have not been able to satisfy ourselves that it has done so. We are not 
required to consider, nor have we considered, whether all aspects of the Trust's arrangements for securing 
economy, efficiency and effectiveness in its use of resources are operating effectively. 

 
We have undertaken our review in accordance with the Code of Audit Practice, having regard to the guidance 
on the specified criterion issued by the Comptroller and Auditor General in November 2017, as to whether in 
all significant respects, the Trust had proper arrangements to ensure it took properly informed decisions and 
deployed resources to achieve planned and sustainable outcomes for taxpayers and local people. The 
Comptroller and Auditor General determined this criterion as that necessary for us to consider under the Code 
of Audit Practice in satisfying ourselves whether the Trust put in place proper arrangements for securing 
economy, efficiency and effectiveness in its use of resources for the year ended 31 March 2018, and to report 
by exception where we are not satisfied. 

We planned our work in accordance with the Code of Audit Practice. Based on our risk assessment, we 
undertook such work as we considered necessary to be satisfied that the Trust has put in place proper 
arrangements for securing economy, efficiency and effectiveness in its use of resources. 

Report on other legal and regulatory requirements - Certificate 

We certify that we have completed the audit of the financial statements of Mersey Care NHS Foundation 
Trust in accordance with the requirements of Chapter 5 of Part 2 of the National Health Service Act 2006 
and the Code of Audit Practice. 
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Michael Thomas 
          
Michael Thomas 
Director 
for and on behalf of Grant Thornton UK LLP 
 
Royal Liver Building 
Liverpool 
L3 1PS 
 
24 May 2018  
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