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Meeting of the Foundation Trust Board of Directors 

Wednesday 24th May 2017  
Redesmere, Countess of Chester Health Park, Chester 

1.00pm  
 

Item no. Title of item Objectives/desired outcome Process Item presenter 
Time 

allocated 
to item 

17/18/01 Apologies for absence Receive apologies Verbal Chair 1 min 
(1300) 

17/18/02 Declarations of Interest Identify and avoid conflicts of 
interest 

Verbal Chair 2 min 
(1301) 

17/18/03 Minutes of the previous meeting held 
29th March 2017 
 

Confirm as an accurate record the 
minutes of the previous meetings Written 

minutes 

Chair 2 mins 
(1303) 

17/18/04 Matters arising and action points 
 

Provide an update in respect of 
ongoing and outstanding items to 
ensure progress 

Written action 
schedule and 
verbal update 

Chair 

2 mins 
(1305) 

17/18/05 Board Meeting 2017/18 business cycle   
 

Confirm that agenda items  
provide assurance that the Board 
is undertaking its duties  

Written 
Chair 

3 mins 
(1307) 

17/18/06 Chair’s announcements Announce items of significance 
not elsewhere on the agenda 
 

Verbal 
Chair 10 mins 

(1310) 

17/18/07 Chief Executive’s announcements 
(including overview of items discussed 
in closed meeting) 

Announce items of significance 
not elsewhere on the agenda 
 Verbal 

Chief Executive 10 mins 
(1320) 

 
 

© Cheshire and Wirral Partnership NHS Foundation Trust 



 

Item no. Title of item Objectives/desired outcome Process Item presenter 
Time 

allocated 
to item 

MATTERS FOR APPROVAL/ DECISION 
Operational Performance/ Finance & Use of Resources 

17/18/08 Annual Reporting 2016/17: 
• Annual Report and Accounts 

 
• Quality Account  

To approve submissions 

Written 
Reports 

Director of 
Finance/ 

 
Medical Director 
 

30 mins 
(1330) 

17/18/09 Operational Plan and Performance 
dashboard: April 217 data  

To note performance Written 
Report 

Director of 
Finance  

15 mins 
(1400) 

 
Quality of Care 

17/18/10 Freedom to Speak up Guardian: annual 
report 

To note report Written 
Reports 

Deputy Director 
of Nursing/ 

Trust Speak-up 
Guardian  

 
10 mins 
(1415) 

17/18/11 Learning from Experience: Executive 
Summary report 

 

To note review Written 
Report 

Director of 
Nursing, 

Therapies and 
Patient 

Partnership 

10 mins 
(1425) 

 

17/18/12 Quality Improvement Report To note report Written 
Report 

Medical Director  10 mins 
(1435) 
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Item no. Title of item Objectives/desired outcome Process Item presenter 
Time 

allocated 
to item 

17/18/13 Safer Staffing: Daily Ward Staffing 
figures: March & April 2017 

To note the ward staffing reports Written 
Report 

Director of 
Nursing, 

Therapies and 
Patient 

Partnership 

10 mins 
(1445) 

 
 

Governance 
17/18/14 Matters of Governance: 

 
• a. Provider Licence 2016/17 

review and declarations (G6 
&CoS7 and FT4) 

• b. Chair and CEO division of 
responsibilities  

• c. Statutory Registers 
- Directors 
- Governors  

To approve declarations  Written 
Report 

Head of 
Corporate 

Affairs 

5 mins 
(1455) 

17/18/15  Audit Committee reporting:  
• Chair’s report of meeting held 

2nd May 2017 
• AC Annual Report 2016/17 
• 2017/18 Terms of Reference 

Review Chair’s Report  and terms 
of reference and any matters for 
note/ escalation 

Written 
Report 

Chair of Audit 
Committee 

3 mins 
(1500) 

17/18/16 Quality Committee reporting : 
• Chair’s report of meeting held  

3rd March 2017 
• QC Annual Report 2016/17 
• 2017/18 Terms of Reference 

 

Review Chair’s Report and any 
matters for note/ escalation 

Written 
Report 

Chair of Quality 
Committee 

3 mins 
(1503) 
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Item no. Title of item Objectives/desired outcome Process Item presenter 
Time 

allocated 
to item 

17/18/17 Review of risk impacts of items 
discussed 
 

Identify any new risk impacts 
 

Verbal 
 

Chair/ All 5 mins 
(1506) 

17/18/18 Any other business 
 

Consider any urgent items of other 
business 
 

Verbal or 
written 

Chair 2 mins 
(1511) 

17/18/19 Review of meeting 
 
 

Review the effectiveness of the 
meeting (achievement of 
objectives/desired outcomes and 
management of time) 

Verbal Chair/All 2 mins 
(1513) 

17/18/20 Date, time and place of next meeting:  
 
Wednesday 26th July,9.30am Romero 
Centre, Macclesfield 
 

Confirm arrangements for next 
meeting 

Verbal Chair 1515 
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Head of Corporate Affairs              DRAFT 
 
These minutes are an accurate record of the meeting subject to amendments agreed at the subsequent meeting. 

 
Minutes of the Open Board of Directors Meeting  

Wednesday 29th March 2017  
Board Room, Trust HQ, Redesmere commencing at 1.30pm    

 

PRESENT Mike Maier, Chair  
Sheena Cumiskey, Chief Executive 
Andrea Campbell, Non-Executive Director  
Dr Jim O’Connor, Non-Executive Director 
Lucy Crumplin, Non-Executive Director 
David Harris, Director of People and Organisational Development  
Edward Jenner, Non-Executive Director  
Sarah McKenna, Non-Executive Director 
Rebecca Burke-Sharples, Non-Executive Director  
Dr Anushta Sivananthan, Medical Director 
Andy Styring, Director of Operations 
Tim Welch, Director of Finance 
 

IN 
ATTENDANCE 

Louise Brereton, Head of Corporate Affairs 
Dr Ian Porter, Consultant Psychiatrist (for item 16/17/142a) 
Tim Crowley, Director MIAA (for item 16/17/135) 
Cath Hill, Director of Quality, AQUA (for item 16/17/135) 
 

APOLOGIES Dr Faouzi Alam, Medical Director  
Professor Avril Devaney, Director of Nursing, Therapies and Patient Partnership 
Andrea Campbell, Non-Executive Director 

 

REF MINUTES ACTION 

16/17/128 Apologies for absence 
 
The Chair welcomed all to the meeting. Apologies were noted from Dr 
Faouzi Alam, Medical Director, Professor Avril Devaney, Director of 
Nursing, Therapies and Patient Partnership and Andrea Campbell, Non-
Executive Director. 
 
The meeting was quorate.  
 

 

16/17/129 Declarations of Interest 
There was none was declared 
 

 

16/17/130 Minutes of the previous meeting held 25th January 2017 
 
The minutes of the meeting held 25th January 2017 were reviewed and 
approved as a correct record.  
 

 

16/17/131 Matters arising and action points 
 
The action log was reviewed. All actions were now agreed to be closed.  
 

 

16/17/132 Board 2016/17 Business Cycle and draft 2017/18 business cycle 
 
The business cycle was reviewed and noted.  
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16/17/133 Chair’s Announcements  
 

Mike Maier announced a number of matters including:  

 

Autism Awareness Week 

This week is Autism Awareness Week and the Trust’s ASD service will be 

marking the day by visiting staff across the Trust to offer advice and 

support, in addition to a social media campaign and a press release to 

raise awareness locally and reinforce our commitment to the national 

Transforming Care agenda. 

 

Person Centred Framework launch 

The Person Centred Framework has been launched across the Trust. 

Members of our executive and non-executive team, alongside staff from 

our Communications and Engagement and Patient and Carer Experience 

teams have been visiting services throughout our footprint to share ideas 

around person centeredness. 

 

CWP life magazine 

New edition of CWP life has been recently published.  

 

Armed forces 

The Trust has achieved the Bronze Award from the Armed Forces 

Covenant Employer Recognition Scheme (ERS) on the back of our 

commitment to supporting Reservists and wider Arms Forces family. Well 

done to Julia Cottier and all involved.  

 

 

16/17/134 Chief Executive Announcements 
 
Sheena Cumiskey provided an overview of the key discussions arising 
during the closed meeting. These included: 

 Approval of West Cheshire Accountable Care Organisation 
Memorandum of Understanding. 

 An update on Learning Disability service transformation both in 
CWP and in North West England.  

 Central and East Cheshire service redesign and the work of the all-
party group of the Overview and Scrutiny Committee to support the 
process into consultation. The Board were also apprised of the 
sustainability issues affecting services in East Cheshire. 

 The disposal of Pine Lodge site on Liverpool Road.  

 The CWP response to the national Five Year Forward View and 
our operational and strategic ambitions.   

 Assessment of the month 11 of the financial plan 2016/17 including 
confirmation that the forecast plan will be achieved in line with the 
control total.   

 A thematic review into some recent incidents to review learning.  
 
Sheena’s shadowing. 
 
Sheena Cumiskey advised that in response to staff feedback, she will be 
spending time in localities meeting and talking to staff. This had recently 
commenced through a visit to Adelphi ward.  
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NHS confederation 
The Mental Health network of the NHS confederation had recently 
received a presentation from Jeremy Hunt which included clear impetus to 
address mental health inequalities with a particular focus on crisis care, 
tackling suicide,care for children and young people and the prevention 
agenda.  
 
(Cath Hill and Tim Crowley joined the meeting)  
 

16/17135 External ‘Well led’ governance review 
 
Mike Maier welcomed Cath Hill and Tim Crowley to the meeting and 
reminded Board members that the external well-led governance review 
had been undertaken jointly by AQUA and MIAA.  
 
Cath Hill provided some background to the well led review and framework 
underpinning this. All NHS foundation trusts must undertake an external 
governance review once every three years to be compliant with the 
Licence and the code of governance.  
 
Cath Hill advised the Board that the conclusion to the review was that the 
Trust is ‘well led and above all, is a values driven organisation and this has 
substantially been achieved through Board leadership and the setting of 
the tone from the top.’ 
 
Cath Hill and Tim Crowley provided an overview of the review findings, 
highlighting the following key points.  
 
Strategy and planning 
Strengths: 

 Sense of values led organisation which has been a consistent 
message through the whole process.  

 Clarity of vision attached to the values.  

 The Trust makes a significant contribution to STP. 
 

Areas for improvement: 

 Strategy development needs greater clarity with a need for a 
stronger view on the 3-5 year picture.  

 Better alignment of cost improvement and quality improvement 
processes.  

 
Capabilities and culture 
Strengths: 

 Leadership and strength of relationships, especially given the 
complexity of the agenda; but challenges with capacity and 
servicing the transformation ahead.  
 

Areas for improvement: 

 Potential to better utilise the management tier below the Board to 
help add capacity.  

 There are opportunities to drive the QI approach harder to ensure 
best benefit from this work.  
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Process and Structures: 
Strengths: 

 Council of Governors seen as key part of the governance process 

 A strong and responsive system of internal control 
 
Areas for improvement: 

 Improving business cycle for key Board Committees such as 
Operational Board.  

 Improve visibility of Partnership governance.  
 
Measurement 
Strengths: 

 Improvement in performance reporting, particularly financial.  

 Improved use of the internal audit programme to provide targeted 
assurance. 

 
Areas for improvement 

 Improvements required for business intelligence functions.  

 Need for focus on understanding and measuring quality 
improvement outcomes.  

 
A discussion followed regarding how the Trust compared with others in 
terms of the review findings. Tim Crowley informed that some trusts have a 
more embedded strategic approach but that CWP developments since the 
well-led review work was principally undertaken bring the Trust more in 
line.  
 
The discussions concluded with next steps and progressing the 
improvement themes. There was recognition that several are now on 
stream. The team are working through the improvement themes to build 
them into existing process such as the corporate governance annual 
review. Any residual themes will be revisited at the next Board seminar.  
 
It was noted that the well-led review will be discussed at the April Council 
of Governors meeting. The Trust must also write to NHSI within 60 days of 
the Board meeting to confirm completion of the review and the conclusion.  
 
Action: LB to draft letter to NHSI on behalf of the Trust Chairman.  
 
The Board resolved to note the report.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
LB  

16/17/136 Strategic Risk Register and Corporate Assurance Framework 
 
Dr Sivananthan introduced the updated assurance framework and 
highlighted the following: 
 

 Three new risks have been added – the deficit in safety critical 
policy application, specifically search policies; the operational 
impact of redesign in Central and East Cheshire and CIP 
programme achievement risk.  

 Workforce risks being worked through alongside the aligning 
capability work.  

 IT infrastructure risk is in scope to understand if this warrants 
escalation to the strategic risk register in line with the integrated 
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governance strategy.  

 Civic Way environmental risk has recently been re-escalated due to 
operational issues which will be further discussed at the April 
Operational Board.  

 
Rebecca Burke-Sharples commented on the policy risk. Dr Sivananthan 
confirmed that this is around staff confidence in applying the policy. Andy 
Styring commented on this need for the person centred application of this 
policy.  
 
The Board of Directors resolved to approve the report and the 
amendments to the assurance framework.  
 
(Tim Welch left the meeting).  
 

16/17/137 Staff survey 2016/17  
 
David Harris introduced the report and highlighted the following key points: 
 

 The staff survey was available on line for the first time this year. 
Although many staff took advantage of this, the overall response 
rate was slightly lower than last year.   

 Overall staff engagement score is good and there was a small 
increase on last year but there more work to do on this. This is 
being addressed through the ‘Big Conversations’ campaign and 
ensuring executive visibility to staff.  

 Work to ensure better communication with staff will include 
Sheena’s video blog, lesser use of emails and breakfast sessions 
with Sheena to keep teams updated on Trust developments.   

 Staff well-being is a focus and in particular financial well-being. 
This maybe potentially impacted by the 1% increase recently 
agreed for NHS staff nationally.  

 CWP donate to the West Cheshire Credit Union and a request has 
been made to understand how they are supporting CWP staff with 
financial well-being.  

 Low rates of harassment and bullying identified in the survey 
however the Trust is driving a zero tolerance approach therefore 
further interrogation of the survey results may enable more insight 
into the small occurrences.  

 
The Board resolved to note the report.  
 
 

 

16/17/138 Staff absence review  
 
David Harris introduced the report on staff absence levels triggered by a 
three consecutive months decrease in absence levels identified through 
the operational plan dashboard. David Harris highlighted the following 
points: 

 CWP is not an outlier for sickness absence in comparison to other 
trusts. The current figure is 5.15% which is the lowest figure since 
June 2016.  

 To further improve, the Trust needs to focus on targeting the wide 
range of interventions in place, at an earlier stage to minimise 
absence.  
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 A restructure of the staff support and occupational health functions 
is on stream which will integrate the services. 

 The need to ensure that the attendance management policy is 
applied in a person centred way following some recent personal 
insight from members of staff on this.   

 The Trust is in discussions with the Health and Safety laboratory 
assessing fatigue in safety critical areas and how capacity and role 
demands links to sick absence.  

 
Dr Sivananthan commented on the need to look at the high levels of staff 
reports of violence and aggression while at work which has significant 
potential to impact on sickness absence.  
 
A discussion followed regarding the flu campaign and whether any link 
could be identified between staff who did not take up the immunisation and 
peaks in sickness absence. The Trust had a 66% uptake on the flu 
immunisation in 2016/17 and there is no discernible link between uptake 
rates and staff who were not immunised.   
 
The Board resolved to note the report.  
 

16/17/139 Safer Staffing 
 
Daily Ward Staffing figures January/February 2017 
 
David Harris updated the Board on the latest ward staffing performance. 
Weaker performance in staffing levels on Coral ward were due to maternity 
leave and long term sick and have since been resolved.   
 
Dr Jim O’Connor expressed concern regarding the potential risk of staff 
undertaking additional unplanned hours. It was acknowledged that this 
information is included in the six monthly report, however this is often 
outdated and there is potential to make the monthly report more 
informative for the Board, as well as meeting the regulatory reporting 
requirements which it is was acknowledged that the report is designed for. 
 
Andy Styring commented on the other mechanisms in place to provided 
assurance on this such as Freedom to Speak Up Guardian and some 
direct escalations to Sheena Cumiskey.  
 
Dr Sivananthan commented that there is no visibility of this issue in 
community teams but that some community mental health benchmarking is 
planned.  
 
It was noted that the Board have previously discussed the need for a 
dashboard on community staffing levels and that this should be revisited.  
 
Action. Follow up previous discussions on community staffing dashboard 
with Gary Flockhart and also explore ways to make the monthly staffing 
report more reflective of risks issues such as working additional unplanned 
hours.  
 
The Board resolved to note the report.  
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
DH/ AD 
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16/17/140 Appraisal review 
 
David Harris presented the report. The Board acknowledged the excellent 
improvement in appraisal rates. Only 67 staff within the Trust had not 
received an appraisal within the timeframe and all were due to appropriate 
reasons.  
 
The Board extended their thanks to David Harris and his team for their 
leadership and tenacity in driving this performance improvement.  
 
Commenting on next steps, David Harris advised that focus will now be 
given to supervision, aligning the two processes in a seamless fashion and 
the triangulation of people and OD indicators and understanding their  
impact on quality of care.  It was noted that there is potential to link this 
work with university research. David Harris agreed to explore this.  
 
The Board resolved to note the report.  
 
(Lucy Crumplin left the meeting) 
 

 

16/17/141 Annual Information Governance toolkit report 
 
Dr Sivananthan introduced the report and reminded Board members that 
at least level 2 compliance with the toolkit is required for contractual 
compliance which it was confirmed had been achieved. Dr Sivananthan 
highlighted the following points: 
 

 Recent MIAA annual assessment has been undertaken resulting in 
a significant assurance opinion.  

 Face to face information governance training is now offered, 
providing a choice to staff on training methods.  

 New data protection regulations are coming into force which the 
Records and Clinical Systems group will continue to implement. A 
video blog from Dr Faouzi Alam is planned to highlight the 
importance of DPA obligations, in particular to clinical staff.  

 
The Board resolved to approve: 

 the submission of the 2016/17 information governance toolkit 

(31/03/2017). 

 the information governance work plan for 2017/18. 

 the statement that current information governance arrangements 

are fit for purpose. 

 

(Dr Ian Porter joined the meeting) 

 

 

16/17/142 Matters of Governance  
 

a. Junior Doctors quarterly 
 
Dr Sivananthan introduced Dr Ian Porter who has been appointed Junior 
Doctor Guardian of Safe Working Hours. Dr Porter provided a presentation 
to the Board highlighting the following key points: 
 

 The Junior Doctor Guardian role has been established to ensure 
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safe working hours for Junior Doctors.  

 The new junior doctors contract has brought about changes to the 
approach, ending the twice yearly monitoring and implementing a 
real time monitoring system which triggers when expected working 
hours are exceeded.  This can also trigger financial penalties to the 
Trust. 

 A quarterly report on the safety of junior doctor working hours must 
be reviewed by the Board of Directors and also reflected in the 
Quality Account.  

 Assurance on junior doctor working hours will also be sought by the 
CQC in individual trusts.  

 
A discussion followed regarding assurance that junior doctors on 
placement with the Trust are not undertaking locum work in other trusts 
thereby impacting on their hours and potential patient safety. Dr Porter 
advised that this is discussed in the Junior Doctor forum where these 
obligations are made clear to junior doctors.  
 
Dr Porter advised on a risk area around data capture and the lack of 
centralised real time monitoring of medical bank hours which could impact 
on the monitoring of junior doctor working hours. 
 
Action: Dave Harris to look into rostering issues for junior doctors and to 
continue to progress  centralising bank for medics 
 
The Board resolved to note the report.  
 
 

b. Medical Revalidation 2016/17 declaration 
Dr Sivananthan presented the medical appraisal and revalidation report. 
The Trust has seen a slight decrease in appraisal rates in 2016/17 which 
resulted in a visit from NHSE to explore the issues. These were identified 
as resulting from the 28 day turnaround for completion of appraisal which 
can be difficult and is further impacted by the small number of appraisers 
in the Trust.  Full assurance was given on the completeness of appraisal 
with no deferrals for revalidation.   
  
The Board of Directors resolved to approve the medical revalidation action 
plan prior to submission to NHE England by 31 March 2017. 
 

16/17/143 Audit Committee reporting: Chair’s report of meeting held 28 
February 2017  
 
The Audit Committee Chair summarised proceedings of the last meeting. 
There were no matters of exception. 

 
The Board resolved to receive the Chair’s Report.  
 

 

16/17/144 Quality Committee reporting : Chair’s report of meeting held 1 March 
2017 
 
The Quality Committee Chair provided an overview of the last meeting. 
There were no exceptions to note.  The significant discussions on ligature 
risks arising from the review of the risk register was noted.  
 
The Board resolved to receive the Chair’s Report.  
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16/17/145 Review of risk impact of items discussed 
 
It was felt that risks had appropriate mitigations in place. 
 

 

16/17/146 Any other business 
 
Mike Maier provided an overview of a recent Chair’s induction event 
provided by NSHI and shared some insights on the work of the most 
successful boards.  
 

 

16/17/147 Review of meeting  
 
All concluded the meeting had been effective.  

 

16/17/148 Date, time and place of the next meeting 
 
Wednesday 24th May 2017, Boardroom Redesmere, 9:30am 
 

 

 
Signed 

 
 
 
Chair  
 
Date:  
 



 

Action points from Board of Directors Meetings 
March/ April 2017  

 
Date of 
Meeting 

Minute 
Number 

Action By when By 
who 

Progress Update Status 

29/03/17 16/17/135 Well-led governance review 
LB to draft letter to NHSI on behalf of 
the Trust Chairman. 

7.4.17 LB Letter to Simon Elliot sent 8.4.17 Closed  

29/03/17 16/17/138 Daily Ward Staffing figures 
January/February 2017 
 
Follow up previous discussions on 
community staffing dashboard  with 
Gary Flockhart and also explore 
ways to make the monthly staffing 
report more reflective of risks issues 
such as working additional 
unplanned houirs. 

April 2017 DH/AD/
GF 

Issued discussed by DH with GF 
who is taking this forwards as part 
of the Safer Staffing work. 

Open 

29/03/17 16/17/142 Junior Doctors quarterly 
declaration 
 
Dave Harris to look into rostering 
issues for junior doctors and to 
continue to progress  centralising 
bank for medics  

April 2017 DH Ian Porter (Guardian of Safe 
Working) put in contact with Head 
of Resourcing and People 
Information to inform ongoing 
development of e-rostering.  
 
Draft proposal for medical bank 
submitted to Medical Director and 
Director of POD for comment prior 
to submission to Ops Board. 

Open  

 

  



No: Agenda Item Executive Lead 
Responsible 
Committee/ 

Subcommittee

26/04/2017 
Seminar 24/05/2017 28/06/2017    

Seminar 26/07/2017 27/09/2017 25/10/2017    
Seminar 29/11/2017 20/12/2017  

Seminar  31/01/2018 28/02/2018   
Seminar 28/03/2018

1 Chair and CEO report 
and announcements 

Chair N/A

     
2 Strategic Risk Register 

and Corporate 
Assurance Framework 

Medical Director 
Compliance 
Quality and 
Regulation

Quality Committee

   

3 Learning from 
Experience Report 
executive summary 

Director of 
Nursing, 
Therapies and 
Patient 
Partnership 

Quality Committee

                   

  
4 Quality Improvement 

Report
Medical Director 
Compliance 
Quality and 
Regulation

Quality Committee

  
5 CQC Community Patient 

Survey Report 2016/17 
and Action Plan

Director of 
Nursing, 
Therapies and 
Patient 
Partnership 

Operational Board 


6 Zero Harm strategy Medical Director 

Compliance 
Quality and 
Regulation

Quality Committee


7 Staff survey 2017/18 Director of HR and 

OD
People and OD 
subcommittee 
(Operational 
Board) 

8 Freedom to speak up six 
monthly report

Director of 
Nursing, 
Therapies and 
Patient 
P hi  

Operational Board 

 
9 Receive Quarterly 

Infection Prevention 
Control Reports 

Director of 
Infection 
Prevention and 
Control 

Infection, 
Prevention and 
Control 
subcommittee    

10 Director of Infection 
Prevention and Control 
Annual Report 2016/17 
inc PLACE

Director of 
Infection 
Prevention and 
Control 

Infection, 
Prevention and 
Control 
subcommittee 
(Quality 

11 Safeguarding Children 
Annual Report 2016/17

Director of 
Nursing, 
Therapies and 
Patient 
Partnership 

Safeguarding 
subcommittee


12 Quartely Safeguarding 

Report
Director of 
Nursing, 
Therapies and 
Patient 
Partnership 

Safeguarding 
subcommittee

   

Cheshire and Wirral Partnership NHS Foundation Trust 
 Board of Directors meeting Business Cycle 2017/18

Strategic Change

Quality of Care 



13 Safeguarding Adults 
Annual Report 2016/17

Director of 
Nursing, 
Therapies and 
Patient 
P t hi  

Safeguarding 
subcommittee


14 Accountable Officer 

Annual Report inc. 
Medicines Management 
2016/17

Medical Director 
Compliance 
Quality and 
Regulation

Medicines 
Management 
Group (Quality 
Committee)


15 Monthly Ward Staffing 

update
Director of 
Nursing, 
Therapies and 
Patient 
Partnership 

Quality Committee

     
16 Receive Research 

Annual Report 2016/17
Medical Director 
Effectiveness 
Medical Education 
and Medical 
Workforce 

Operational Board 


17 Receive Medical 

Appraisal Annual Report 
2016/17 and annual 
declaration of medical 
revalidation 

Medical Director of 
Effectiveness and 
Medical Workforce

People and OD 
subcommittee 
(Operational 
Board)


18 Care Quality 

Commission 
Registration Report

Director of 
Finance 

Operational Board



19 Receive Annual Report, 
Accounts and Quality 
Account 

Director of 
Finance 

Audit Committee 
(Quality Committee 
for QA) 

20 Information Governance 
2017/18Toolkit

Medical Director Records and 
Clinical Systems 
Group (Quality 
Committee) 

21 Health and Safety 
Annual Report (inc. Fire) 
2016/17

Director of 
Nursing, 
Therapies and 
Patient 
Partnership 

Health, Safety and 
Well-being 
subcommittee 
(Operational 
Board) 

22 Security Annual Report 
2016/17

Director of 
Operations

Health, Safety and 
Well-being 
subcommittee 

 


23 Central Cheshire 
Integrated Care 
Partnership (CCICP) 
reporting

Director of 
Operations

Operational Board 

     
24 Equality Act Compliance Director of 

Nursing, 
Therapies and 
Patient 
Partnership 

Operational Board 


25 Board Performance 

Dashboard
Director of 
Finance 

Operational Board 

     
Governance

Operational Performance 

Finance and Use of Resouces 



26  Register of Sealings Director of 
Finance 

Audit Committee


27 Provider Licence 

compliance review and 
Approval of Licence 
Declarations 

Director of 
Finance 

Audit Committee


28 Statutory Registers: 

Directors and Governors
Chair Audit Committee


29 CEO /Chair Division of 

Responsibilities
Chair N/A


30 Integrated Governance 

Framework 
Medical Director 
Compliance 
Quality and 
Regulation

Quality Committee


31 Minutes and/or Chair's 

Report of the Quality 
Committee 

Non Executive 
Director 

N/A

     
32 Minutes and/or Chair's 

Report of the Audit 
Committee 

Non Executive 
Director 

N/A

     
33 Audit Committee annual 

effectivenes review
Non Executive 
Director 


34 BOD Business Cycle 

2017/18
Chair N/A

     
35 Approve BOD Business 

Cycle 2018/19
Chair N/A


36 Review Risk impacts of 

items 
Chair/All  N/A

     
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Introduction by the Chairman and the Chief Executive 
                              

 

 

 

 

 

 

 

 

Mike Maier – Chairman               Sheena Cumiskey – Chief Executive 

Welcome to our Annual Report 2016/17. In this publication you can read all about our 

performance and achievements over the last year, as well as our aims and priorities for the 

year ahead. 

Our vision at CWP is “Leading in partnership to improve health and wellbeing by providing 

high quality care”, and we have adopted the 6Cs of Care, Compassion, Competence, 

Communication, Courage and Commitment as our Trust values. Throughout this report you 

will see how we instil these values in all aspects of our work – throughout both the direct 

delivery of care and the services that support this care. 

Recently, we received the results from our 2016 staff survey - and we’re absolutely delighted 

to reveal that CWP has been ranked top of the national league table for all mental health, 

learning disability and community NHS Trusts. 

Compared with last year, we have recorded improved scores in 63 areas and have made 

more than 20 ‘significant improvements’. Most importantly, more staff than ever would 

recommend our Trust as a place to work or receive care. 

You may remember that in 2015 we received a trust wide inspection from the Care Quality 

Commission (CQC), where we were thrilled to be rated ‘good’ overall and ‘outstanding’ for 

care. Last year we welcomed back the CQC for a number of follow up inspections to 

individual services. It is with great pride that we can say that each of the re-inspected 

services have now had their overall ratings improved from ‘requires improvement’ to ‘good’. 

This is a real statement about our commitment to progress and our unwavering desire to be 

the best we can possibly be. We’d like to reiterate our thanks to all staff, people who access 

our services, their carers and families for everyone’s ongoing efforts to improve all aspects of 

CWP. And we will, of course, continue to strive to provide better services for the people we 

serve. 

This year we have introduced our new Person Centred Framework, which is made up of 

tools and approaches to help us practically apply person centred principles in all we do. 
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Person centredness is about connecting with people as unique individuals with their own 

strengths, abilities, needs and goals. We want to make sure that we have a shared 

understanding about how we can put these values into practice, and that is what our 

framework is all about. 

In September 2016 we opened our £14m state of the art CAMHS unit Ancora House. From 

the very start, Ancora House was inspired by ‘collaborative engagement’, with young people 

having their say at every stage of development. This ranged from creative workshops to 

design its rooms to the naming of the building itself. ‘Ancora’ is a Latin word meaning hope, 

refuge and support – a perfect fit for what we want to achieve with the new unit. 

Nationally, the NHS has again spent a lot of time under the spotlight. With rising demand on 

services and growing financial pressures, it’s so important that the healthcare system can 

work in smarter, streamlined and more integrated ways. Sustainability and Transformation 

Plans (STPs) have been introduced to set out how the health economy can remain fit for the 

future and respond successfully to these challenges. 

At a local level we are committed to improving services in line with this national agenda, and 

we will work closely with our colleagues within the Cheshire and Merseyside STP to ensure 

resilient local services and parity of esteem between mental and physical health. 

 

Signed: 

 

 
 

Mike Maier – Chairman    Sheena Cumiskey – Chief Executive 
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Introduction by the Lead Governor 
 

It has been yet another busy year for everyone at CWP, with 

changes to services and within our Council of Governors. 

 
We have said goodbye to some people, and we have had the 
pleasure of welcoming some new faces. I would like to thank the 
following Governors for their contributions to the Trust and 
commitment to their members whilst they were in office; service 
user and carer Governors Joan Roberts, Helen Hall, and Phil 
Jarrold; and Staff Governor Christina Evans.  
 
I am very pleased to welcome the following people to the Council of Governors.  In the 
service user and carer constituency, Emma King, Gordon Cairns, Michael Brassington, 
David Bull, and Keith Miller; staff Governors Deepak Agnihotri and Ken Edwards and our 
partnership Governor Graham Pollard from the University of Liverpool. 
 
In June the Council of Governors was pleased to appoint Mike Maier as Chair, taking over 
from previous Chair David Eva who left CWP after 15 years with the Trust. Mike is settled in 
to his new role and has great ambitions to ensure the Trust continuously improves as a 
healthcare provider. 
 
I am also delighted to welcome our new Non-Executive Directors, Andrea Campbell and 
Edward Jenner, who are joining us with a wealth of experience and knowledge. 
 
Being a Governor is a challenging but very rewarding role. All of our governors have worked 
tirelessly over the last year to champion the voices of some of the most vulnerable people in 
our local communities. 
 
As I have previously stated in Annual Reports, I am particularly passionate about person-
centred care and so I was thrilled to see so many of our governors working alongside 
frontline staff to launch the Person Centred Framework earlier this year. This is a worthwhile, 
ongoing initiative that has been received positively by staff, service users, carers and 
families. 
 
I would like to thank everyone who has worked alongside our governors in the last year. I am 
proud to be a part of such an inclusive Trust that boasts over 14,000 members, around 200 
registered volunteers and 150 registered involvement representatives.  
 
As I am now entering my last year as Lead Governor, I would like to end by saying what a 
tremendous honour it has been to serve in such an interesting, varied and satisfying role.  
I’ve had the pleasure of working alongside many remarkable teams and individuals at CWP 
and I feel privileged to have been given the opportunity to help this committed Trust in 
supporting thousands of people across Cheshire and Wirral in managing their mental and 
physical health. 
 
Thank you to everyone who has supported me in my role as Lead Governor and the wider 
Trust as a whole over the past year. 
 
 
 
 

Anna Usherwood – Lead Governor 

Anna Usherwood -  

Lead Governor 
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Highlights of the year 

 
National £14m mental health facility opened 

CWP opened its £14m, state of the art centre for young 
people. Providing inpatient and day patient care (Tier 4 
services) the centre is located in Chester but provides 
specialist services across England. 
 
The two story storey building is the result of a shared vision 
of CWP and young people and includes 26 beds across two 
wards plus an ‘outstanding’ Ofsted education centre all under 
one roof. Other facilities include visiting areas, an exercise 
room, multi-faith area and private gardens complete with a 
chicken house. 
 

No.1 for staff satisfaction 
CWP was ranked at the top of a league table for all 
mental health, learning disability and community Trusts 
based on feedback from staff who took part in the 2016 
NHS Staff Survey. More staff at CWP recommended 
the Trust as place to work and receive care, and said 
that patient care was the Trust’s top priority. 
 
 

Pioneering the future of nursing 
The Trust successfully led a partnership bid to be 
selected by Health Education England as one of only 
11 initial pilot sites across England to pioneer the new 
Nursing Associate role. The project has seen 40 
Trainee Nursing Associates take up posts across the 
North West with eight working at CWP across inpatient 
and community settings, whilst studying at the 
University of Chester as part of a two year course. 
Once graduated, Nursing Associates will bridge the 

gap between care assistants and registered nurses to ensure service users receive 
compassionate, person-centred care.  

Investment in mental health services for new and 
expectant Mums  
£3.3m is to be invested into developing specialist community 
services for pregnant women and expectant mothers across 
Cheshire and Merseyside. CWP will provide one of three local 
teams as part of the new Specialist Perinatal Community 
Mental Health Service. The new service will support women 
with serious mental health problems during pregnancy and in 
the first year after birth. 

 

 

CQC re-inspection  
Following a re-inspection of services in October 
2016, CWP has again demonstrated continued 
improvement to care. The Care Quality Commission 
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(CQC) first rated the Trust as ‘good’ overall and ‘outstanding’ for care after an inspection in 
June 2015. Five services were identified to have some areas requiring improvement which 
the CQC re-inspected and found improvements. The CQC also inspected East Cheshire 
Substance Misuse Service for the first time which also received a rating of ‘good’. 

Person centred framework 
CWP launched our 'person-centred framework’ which 
is made up of tools and approaches to help us to 
practically apply person-centred principles in all we do. 
Co-produced by people who access services, their 
carers, families and staff colleagues, the eight 
overarching principles celebrate and support us all as 
unique individuals with our own strengths, abilities 
needs and aspirations. The Trust celebrated with a 
programme of events to raise awareness amongst staff 
and partners. 

New provider of community health services in Central Cheshire 
CWP was part of a new local health partnership which has been awarded a major £27m 
contract to provide a range of physical community health services for people across South 
Cheshire and Vale Royal. Central Cheshire Integrated Care Partnership which is a newly-
formed partnership between CWP, the South Cheshire and Vale Royal GP Alliance (covering 
30 local GP practices) and Mid Cheshire  Hospitals NHS Foundation Trust will provide 
services such as district nursing, speech therapy and podiatry. 

CWP Celebrates over 3000 years of staff service 
Over 100 staff who had worked for CWP for 20 years or 
more were invited to join our Chief Executive and Chair at 
the annual Recognition of Service Awards. Together 
attendees had achieved an astonishing 3,004 years of 
service in the NHS.  

 

 

Patient Safety Awards 
CWP was shortlisted for two awards by the Health Service Journal (HSJ) in the 2016 Patient 
Safety Awards. The ‘Locality Data Packs’ were shortlisted in the Best Emerging 
Product/Innovation in Patient Safety category and the CAMHS  4D Toolkit from 
www.MyMind.org.uk was also shortlisted for Best Emerging Technology. 

 

 

Greenways AIMS high  
Greenways Assessment and Treatment Unit has received 
national recognition for delivering high-quality care for 
adults with learning disabilities. The unit was presented 
with a certificate after meeting AIMS (Accreditation for 
Inpatient Mental Health Services) standards set by the 
Royal College of Psychiatrists. The accreditation 
assessed the quality of facilities, staffing, care, patient 
safety and treatment processes at the inpatient unit in 
Macclesfield. 

http://www.mymind.org.uk/
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Award for young peoples’ mental health model 
Claire Evans, Participation and Engagement Lead at CWP was named National Lead of the 
Year at the Young Advisor Awards 2016. The award comes two years after CWP became 
the first NHS Trust to sign up to the national Young Advisors scheme, which gives 15 to 24-
year-olds the chance to influence decision-making and improve community services in their 
area. 
 

Membership magazine is gold standard 
CWP Life, the Trust’s membership magazine picked up 
Gold for ‘Best Publication’ by the Chartered Institute of 
Public Relations at the North West Pride Awards 
ceremony. The magazine was commended as a great 
example of good practice with a comprehensive 
approach to research and planning and its simple, clear 
and engaging design.  

Developing local peer-led services 
Health Education England North West has awarded CWP £30,000 to invest into new peer 
support roles across the Trust. The money will be used to develop and deliver accredited 
training for over 30 peer support roles by the end of 2017. The support is in addition to 
clinical support from health professionals and will assist people with their recovery. 

Autism Champion for England 
Dr Ian Davidson, Consultant Psychiatrist for CWP, was appointed 
to the role of Autism Champion late last year by The Royal College 
of Psychiatrists to support the national ‘Think Autism’ programme. 
‘Think Autism’ a cross-government strategy led by the Department 
of Health and supported by NHS England, is set to dramatically 
improve the lives of people living with autistic spectrum disorder 
(ASD) and their families, who face many barriers to accessing 
healthcare services.  

Extension of Emotionally Health Schools  
East Cheshire school children celebrated one year of the Emotionally 
Health Schools pilot, which supports the health and wellbeing of young 
people across the borough. The project, set up by Cheshire East 
Council in partnership with CWP, Visyon, Just Drop In and the 
Children’s Society has worked to improve linked between schools and 
mental health services for young people.  The project has been 
extended for a further two years, in line with the government’s initiative 
to improve mental health in schools. 

Young People ‘Takeover’ CWP 
Young People in Cheshire and Wirral were given the opportunity to work 
alongside CWP staff and share their ideas on mental health services as part of CWP’s 
annual ‘Takeover Challenge’. Services offering mental health support for children and 
adolescents showcased their work, whilst young people hosted a question and answer 
session alongside Trust senior management. 

Recovery festival 
Patients at Limewalk House in Macclesfield shared their work 
with friends and family as part of the unit’s Recovery Festival.  
Patients also displayed arts and crafts and hosted carnival stalls. 
More than 50 people attended the festival which featured live 
music and raised £440 for CWP Charity.  
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1.1 Overview of Performance 
The section seeks to set out the principal purpose of the Trust, the key clinical and quality 
risks which the Trust faces and mitigates and an overall view on performance during the 
year.   

Chief Executive’s statement  

2016/17 has been a largely positive year for the Trust, despite the continuing challenges 
posed by the operational environment, locally and nationally.  
 
We continue to strive towards providing care in a person centred way in the right place at the 
right time for people who use our services. This was recognised by the CQC in their  
routine re-inspection of our core mental health services in autumn 2016 where the Trust 
rating remained as “good” overall with “outstanding” for care. The launch of our person 
centred framework which is made up of tools and approaches to help us practically apply 
person centred principles in all we do enables us to continue to ensure that excellent care is 
at the centre of all we do. 
 
Financially, the Trust has performed satisfactorily reporting a deficit from normal operations 
of £0.1m, which is within our agreed NHSI control total of 0.9m deficit; however the Trust is 
reporting a technical deficit for the year of £6.5m, this position includes items totalling £6.4m 
(impairment of non-current assets following revaluation and loss on disposal of assets) that 
are not part of the normal operations of CWP and they are excluded from NHSI’s financial 
assessment of the Trust.  
 
CWP ended the financial year in ‘Segment 1’ and with a Use of Resources Risk Rating 
(UoR) of 2 as assessed by our regulator NHS Improvement (NHSI). Our financial 
performance in 2016/17 is described in further detail on pages xx 
 
The Trust has also achieved all regulatory targets for 2016/17, in particular sustaining 
improvement in the targets for improving access to psychological therapies (IAPT) which was 
marginally underachieved in the latter half of 2015/16.  
 
The Trust undertook its external well led governance review during 2016/17 concluding in 
March 2017. This confirmed the Trust to be a values driven, well-led organisation 
undertaking a significant role in the local health economy. We are building upon this pleasing 
conclusion by taking forward a number of areas for further development to ensure we 
continuously improve.  
 
2017/18 and beyond are anticipated to be equally as challenging financially, however, in 
continuing to deploy our effective financial stewardship, we will seek to mitigate these risks in 
a range of ways. This will include working in working closely with partners in the local health 
economy to ensure the delivery of patient centred, effective and caring services within the 
available resource.  

About CWP: History, Statutory Background, Purpose and Activities 

Cheshire and Wirral Partnership NHS Foundation Trust (CWP) was formed in 2002 and 
achieved Foundation Trust status in June 2007.  
 
The Trust provides a range of services throughout Wirral and Cheshire, including mental 
health, substance misuse, learning disability and community physical health services. These 
services are provided in partnership with commissioners, local authorities, voluntary and 
independent organisations, people who access our services, their carers and families. The 
Trust also provides specialist services within Liverpool, Sefton, Bolton, Warrington, Halton 
and Trafford. 
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CWP has over 14,000 members and employs more than 3,000 staff across 60 sites, serving 
a population of over a million people. We provide integrated care in the community and 
within inpatient settings based on best practice and outcomes, working closely with the 
people who access our services and their carers to provide person centred care for all. Our 
services are developed and led by clinical staff and we strive for clinical excellence by 
ensuring there is a framework to deliver quality improvements, the safety of patients and 
quality outcomes for service users.  
 

In 2016/7, the Trust had an approximate annual turnover of £162.5m. Over 94.6% of the 
Trust’s income comes from a range of CCGs, NHS England and local authorities, principally 
in North West England.  

 

The Trust’s vision of ‘Leading in Partnership to improve health and well-being to provide high 
quality care’ sets out the Trust’s aspiration to achieve sustainable, patient centred care in a 
safe and quality focused way. 
 
In 2016/17, CWP has sought to progress towards this, working collaboratively with partners 
and stakeholders in the wider community. The Trust’s quality strategy is underpinned by the 
Trust’s vision, strategic objectives, forward plans and priorities.  Together with the Trust’s 
person-centred framework, this ensures that quality drives the Trust’s strategy of ensuring a 
focus on continuous improvement.  This approach is defined in greater detail in the Quality 
Account, starting on page xx. 
 
The Five Year Forward view issued by NHS England in 2014 sets out a clear direction for the 
NHS showing why change is needed and what it will look like, with a focus on prevention, 
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engaging communities and empowering patients. Practically it identifies a range of new care 
models designed to respond to the transformation needed providing a mandate for change. 
Local Sustainability and Transformation Plans (STPs) identify how this transformation will be 
taken forward and regional and local level.  
 
CWP is one of twenty NHS provider organisations within the Cheshire and Merseyside STP. 
Known as the Cheshire and Merseyside Five Year Forward View, it is the second largest in 
England and is co-terminus with one of the Cheshire and Wirral local delivery systems (LDS) 
which underpin the delivery of the Cheshire and Merseyside Five Year Forward View 
priorities.  
 
Despite the challenges of the complex local health economy, the Trust’s continued focus on 
growing and strengthening partnership arrangements is enabling a significant contribution to 
the Cheshire and Merseyside Five Year Forward View arrangements and in the delivery of 
the key priorities identified. This includes leading the mental health work stream, working 
closely with other mental health providers in the area to ensure that the aims of the national 
Five Year Forward View for mental health is implemented consistently across Cheshire and 
Merseyside. An early success from this work was the facilitation of the successful joint bid to 
support perinatal services across the region with new service going live in 2017/18. The 
Trust is playing a central role in the implementation of the regional strategy to transform care 
for people with learning disabilities. 
 
In the context of highly constrained finances coupled with the need to continuously ensure 
the quality, safety and effectiveness of care, CWP has built upon work instigated in 2015/16 
to focus on delivering safe and effective services which meet the needs of the population, 
delivered within the available resource envelope. This work concluded with the identification 
of six priority areas for delivery in 2016/17 including CAMHS tier 4 services, West Cheshire 
0-19 services, local implementation of the transforming learning disability services strategy, 
further development of integrated community health services, reviewing service provision in 
East Cheshire and delivering improvements on improving access to psychological therapies 
(IAPT). Performance against these priorities is described throughout this annual report.  
 
Our operational planning process for 2017/18 reviewed progress with these priorities and 
identified those needing a longer delivery phase. These have been further defined in the 
2017/19 Operational Plan including further development of services for children and young 
people, transforming learning disability services and mental health and physical health 
integrated care teams. Driven by the Trust’s own strategic response to the national Five Year 
Forward View, the CWP Forward View provides a blueprint for the Trust to transform care 
delivery with a focus on person centred care, better outcomes and reducing unwarranted 
variation in care. Work will continue in to 2017/18 to operationalise this strategy.  
 

Key issues and risks 

Risk management is a fundamental part of Trust business and CWP has a robust framework 
in place to mitigate those risks to delivery of its strategic objectives. The risks to the delivery 
of clinical, quality, operational and financial priorities are managed through the integrated 
governance framework.  
 

Clinical and Quality Risks  

The Trust’s highest level clinical and quality risks (rated 15-25) at the end of 2016/17 were:   
 

 Risk of harm to patients due to ligature points and environmental risks within the 
inpatient setting 

 Risk of harm due to deficits in familiarity with and staff confidence in applying safety 
critical policies, in particular the Trust’s search policy, to ensure CWP maintains safe 
environments for patients and staff 
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 Risk of cyber-attack resulting in loss of access to key systems and/ or data files with 
possible impacts on healthcare delivery, financial penalties and reputational damage 

 
Further details on the plans to mitigate these risks can be found in the Annual Governance 
Statement on page xx 
 
Financial Risks 

The Trust faces a number of financial risks in delivery of its 2017/18 plans. These include 
increasing ward staffing costs, potential loss of income generating beds and non-
achievement of the efficiency plan. Provision has been made within the financial plan to 
mitigate these risks.  

 

Going concern 

CWP continues to demonstrate a strong underlying financial position. Our Operational Plan 
is forecasting a surplus position of £1.0m for 2017/18, inclusive of £1m non recurrent 
Sustainability and Transformation funding (net break-even), and it is expected that this level 
of financial performance will be sustained in 2018/19. One of the main challenges in 
achieving this position will be the achievement of £3.2m recurrent efficiency savings carried 
forward from 2016/17.  
 
The Trust has a forecast cash balance of £7.4m at 31st March 2018 and has no concerns 
regarding the ability to service payments as and when they fall during 2017/18.  
 
The Directors’ opinion, therefore, is that the Trust is a going concern and they make the 
following disclosure as recommended by the Accounting Standards Board: ‘After making 
enquiries, the Directors have a reasonable expectation that the NHS Foundation Trust has 
adequate resources to continue in operational existence for the foreseeable future’ and for 
this reason they continue to adopt the going concern basis in preparing the accounts. 
 
The accounts included in this report have been prepared under a direction issued by NHS 
Improvement (NHSI) under schedule 7 of the National Health Service Act 2006. Please refer 
to the statement of Accounting Officer’s responsibilities on page xx 
 
Summary 
 
 
 
xxxx
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1.2 Performance Analysis 
 

Key Performance Measures 

We are required to report our performance against a list of published key national measures 
of access and outcomes against which we are judged as part of assessments of our 
governance.  
 
A monthly performance dashboard, fully aligned to deliverables of the 2016/17 Operational 
Plan, has been produced in-year to provide the Board with oversight of the Trust’s key 
priorities. Where the required performance of each priority is at risk of delivery, in-depth 
reviews are identified to ensure plans are put in place to return performance to the levels 
expected.  This has worked well in ensuring that the Board has appropriate assurance on the 
delivery of the Operational Plan and the Trust’s objectives. 
 
This dashboard was subject to an end of year review, to take account of the Operational 
Plan for 2017/18, to ensure ongoing Board scrutiny of the relevant performance indicators.  
 

NHSI Single Operating Framework Targets 2016-17 
 

Target 
Title 

Required 

Performance 

 

Actual Performance 

Care Programme Approach (CPA) 
patients receiving follow up within 7 days 
of discharge 

 

>95% 
 

98.6% 

Care Programme Approach (CPA) – 
having formal review within 12 months 

 

>95% 
 

95.8% 

Minimising delayed transfers of care 
 
 

<7.5% 0.7% 

Admissions to inpatient services had 
access to crisis resolution home treatment 
teams 

 

>95% 
 

97.8% 

Meeting commitment to serve new 
psychosis cases by early intervention 
teams 

 
>50% 

 

85.7% 

Improving Access to Psychological 
Therapies-  Patients referred within 6 
weeks 

 

 
>75% 

 

89.2% 

 

Improving Access to Psychological 
Therapies 

- Patients referred within 18 weeks 

 

 
>95% 

 

98.7% 

 
Data completeness: identifiers >97% 99.6% 

Data completeness: outcomes >50% 85.4% 

Compliance with requirements regarding 
access   to   healthcare   for   people   with   
a learning disability 

 
N/A 

 
Achieved 

Community care – referral to treatment 
information 

 

50% 
 

100% 

Community care - referral information 50% 99.9% 

Community care - activity information 50% 80.7% 

Risk of, or actual, failure to deliver 
mandatory 

services 

 

Yes/No 
 

No 
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CQC compliance action outstanding (as 

at 31 March 2017) 

 

Yes/No 
Yes – (actions due for 

completion July 2017) 

CQC       enforcement     action     within    
last     12 months (up to 31 March 2017) 

 

Yes/No 
 

No 

CQC enforcement notice currently in 
effect (as at 31 March 2017) 

 

Yes/No 
 

No 

Moderate       CQC         concerns        
or       impacts regarding the safety of 
healthcare provision (as at 31 March 
2017) 

 
Yes/No 

 
No 

Major  CQC  concerns  or  impacts 
 regarding the safety of healthcare 
provision (as at 31 March 2017) 

 
Yes/No 

 
No 

 

The Trust has achieved all regulatory targets for 2016/17, in particular sustaining 
improvement in the targets for improving access to psychological therapies (IAPT) which was 
marginally underachieved in the latter half of 2015/16.  
 
Performance on other key targets including financial and workforce related targets are 
described in other sections of this report. Further information in relation to regulatory ratings 
can be found within the regulatory ratings section of the Accountability Report starting on 
page xx.  

 
The position of the Trust at the 31 March 2017 
The Trust ended the financial year in ‘Segment 1’ and with a Use of Resources Risk Rating 
(UoR) of 2 as assessed by our regulator NHS Improvement (NHSI). Segmentation and the 
UoR replaced both the governance rating and the Financial Sustainability Risk Rating 
metrics in October 2016.  Providers are assigned a segment according to the scale of issues 
faced by the Trust and are rated on a scale of 1-5 where segment 1 identifying providers with 
maximum autonomy to segment 5 for those in special measures.  Performance against both 
risk rating metrics are shown on page xx. 
 
In 2016/17, NHSI introduced individual control totals for all Foundation Trusts to achieve by 
year-end. CWP accepted a control total of £0.9m deficit. Although the Trust is reporting a 
technical deficit for the year of £6.5m, this position includes items totalling £6.4m (impairment 
of non-current assets following revaluation and loss on disposal of assets) that are not part of 
the normal operations of CWP and they are excluded from NHSI’s financial assessment of 
the Trust. This meant that through robust monitoring and careful use of available resources 
that the Trust reported a deficit from normal operations of £0.1m, which is within our agreed 
NHSI control total of 0.9m deficit. This position was improved as a result of the receipt of 
additional sustainability and transformation fund (STF) funding at year-end.   
 
A key feature of our financial performance was the ability of the Trust’s services to deliver a 
very challenging efficiency programme during 2016/17. Whist this was not achieved in full, 
an appropriate level of contingency was factored into plans which provided the cover for the 
outstanding gaps. Efficiency savings are a fundamental part of NHS contracts going forward 
into 2017/18 and beyond. The Trust was also successful in managing the financial risks 
posed to ensure these did not have a detrimental effect on the overall financial performance. 
 
The Trust was able to take advantage of £3.1m of CQUIN (Commission for Quality and 
Innovation) non-recurrent funding to invest in a wide range of service quality enhancements 
outlined in the Quality Account. 
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Looking forward, there are no financial implications of any significant changes in the Trust’s 
objectives and activities, or its investment strategy for 2017/18. 
 
The Trust’s performance on recognised financial metrics is shown in the tables below: 
 
Financial Sustainability Risk Rating – Performance to 30 September 2016 (4 = lowest 
risk, 1 = highest risk) 
 

Financial criteria Metric Performance Rating 

Capital Servicing 
Capacity 

Capital Service Cover (times) 1.6 times 2 

Liquidity Liquidity Ratio (days) (8.4) days 2 

Income and 
Expenditure Margin 

Surplus as % of total operating 
and non-operating income (excluding 

severance costs) 
(0.4) % 2 

Income and 
Expenditure  Margin 
Variance 

Income and expenditure margin 
% variance against annual plan 

(excluding severance costs) 
0.7% 4 

Overall Rating   3 

 
Use of Resources Risk Rating – Performance to 31 March 2017 (1 = lowest risk, 4 = 
highest risk) 
 

Financial criteria Metric Performance Rating 

Capital Servicing 
Capacity 

Capital Service Cover (times) 2.8 times 1 

Liquidity Liquidity Ratio (days) (6.5) days 2 

Income and 
Expenditure Margin 

Surplus as % of total operating 
and non-operating income (including 

severance costs) 
(0.0)% 3 

Income and 
Expenditure  Margin 
Variance 

Income and expenditure margin 
% variance against annual plan 

(including severance costs) 
0.5% 1 

Agency Expenditure 
Agency expenditure % variance 

against agency ceiling 
(42.3)% 1 

Overall Rating   2 

 
Income 
Although overall income has increased in 2016/17 by 0.6% in comparison with 2015/16, this 
financial year has seen a national inflator of 1.1% applied, and this has been offset by small 
gains and losses in year on various contracts. 
 
Running costs 
The Trust’s running costs increased in line with inflation and other NHS specific cost 
pressures. In addition and in line with movements to income, additional costs in relation to 
CQUIN projects, new service developments and efficiency schemes have contributed to in- 
year expenditure movements. 
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Fixed assets  
The net book value of property, plant and equipment has decreased by £6.5m during the 
year from £76.3m to £69.8m. There has been a £5.4m investment of which £4.3m relates 
specifically to the construction of the Trusts CAMHS T4 unit (Ancora House), operational 
since summer 2016. Depreciation for the year totals £2.4m. The Trust also commissioned a 
full valuation of its Land and Buildings at 31st March 2017. This resulted in an impairment of 
£9.6m (of which £6.3m was charged to operating expenses and £3.3m to revaluation 
reserve). A detailed analysis of this can be found in note xx of the accounts. 
 
Cash position 
The Trust ended the year with cash, bank balances and investments of £9.5m. Although, 
this represents a similar cash and bank balances held at the end of the previous year, this 
represents a significantly improved position on that planned for the year. 
 
Pensions and other retirement benefits 
The Trust’s accounting policies for pensions and other retirement benefits for staff can be 
found in note 1.3 to the Accounts. Details of the remuneration and pension benefits of senior 
managers can be found in the Remuneration Report on pages xx 
 
Significant Events 

There have been no significant events with material consequences for the Trust in 2016/17.  
 

Overseas Operations 

Cheshire and Wirral Partnership NHS Foundation Trust had no overseas operations in 
2016/17. 
 

Care Quality Commission (CQC) inspection 

Cheshire and Wirral Partnership NHS Foundation Trust is required to register with the Care 
Quality Commission and its current registration status is registered and licensed to provide 
services.  The Trust has no conditions on its registration.  
   
The Trust has participated in one investigation or review by the Care Quality Commission 
during 2016/17, which was a routine re-inspection of core mental health services. 
  
In October 2016, mental health services were re-inspected in five core services that the Care 
Quality Commission identified as having areas which required improvement during the 
Trust’s comprehensive inspection undertaken in June 2015, as well as re-assessing core 
services overall. The Care Quality Commission also inspected our Substance Misuse 
Services in East Cheshire for the first time.  
 
Results of the re-inspection were published on 3 February 2017. All re-inspected services 
were rated as "good" overall; the Care Quality Commission reports detail where 
improvements have been noted. Following the re-inspection, the Trust rating has not 
changed, remaining as “good” overall with “outstanding” for care. 
 
The areas re-visited were: 

 Forensic inpatient /secure wards 

 Acute wards for adults of working age and psychiatric intensive care units  

 Community-based mental health for adults of working age  

 Community-based mental health services for older people 

 Specialist community mental health services for children and young people 
 
The ‘area for improvement’ identified from the re-inspection is an area of continuous 
improvement in relation Mixed sex guidance implementation within the "safe" key question 
for acute adult and psychiatric intensive care units.  A robust action plan was developed in 
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response to the regulatory actions identified which has been agreed with the Care Quality 
Commission and subsequently implemented. All actions are on track and due to be 
completed by 31 July 2017.  
 

 
  
CWP physical health services have not yet received a re-inspection by the Care Quality 
Commission. 
 
Environmental Matters 
CWP continues to be fully committed to reducing the impact of its activities on the 
environment. Examples of practical environmental projects which were ongoing in 
2016/17 include: 

 ‘Warpit’ - CWP’s  online resource re-use portal designed to make effective use of 
furniture, consumables and  equipment  assets declared ‘surplus’ to needs 

 Internal recycling and trading of items have saved costs for CWP teams instead of 
purchasing new goods 

 Partnering with local charities and donating items that would have been deemed as 
waste 

 Close working with general waste contractors by developing and introducing 
segregated waste options for internal recycling points in many areas of the Trust.   

 Healthcare/clinical waste is sent for treatment by alternative technologies enabling 
energy to be derived from the process and resold back to the market 

 
These projects continue to develop and engage all staff in the process of reducing 
environmental impacts. Waste figures continue to reduce as more waste is recycled through 
effective segregation of waste materials and 98% of general waste is recycled. Residual 
waste is converted to energy by waste technology and the Trust also continued to donate 
surplus waste furniture items to 12 registered charities in 2016/17.  
 

Sustainable Development Management Plan 

CWP’s Sustainable Development Management Plan 2015-2020 sets out our response to the 
NHS Carbon Reduction Strategy and demonstrates the Trust’s commitment to sustainability 
through environmentally responsible working practices and how we will achieve and 
measure these. The Plan sets out a number of key priorities including energy usage, 
procurement and food, transport and access, water usage, waste management and ensuring 
the best design of the built environment. In 2016/17 the Trust continued to progress towards 
achieving these ambitions. Progress against the plan is reviewed annually by the Operational 
Board.  
 

Social, Community and Human Rights Issues 

The Trust reiterates its commitment to social responsibility, human rights and playing a 
positive role in the community, through the services we offer and through our staff as 
members of the community. CWP remains committed to delivering personal, fair and diverse 
services for communities and recognises the different needs of communities and always look 
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to develop services in line with this principle to ensure the care we provide is accessible to 
all. 
 
The Trust believes passionately in creating positive and diverse workplaces for all our staff. 
We recognise the value that employees from all backgrounds bring to their role and the 
importance of teams reflecting the diversity of the community they serve.  
 
A four year equality and diversity action plan sets out our key objectives and the measures 
the Trust will use to monitor delivery. The equality champions network within each locality 
actively promote equality and diversity within their areas and support the delivery of the 
equality objectives which are:  
 

 Equality Delivery System 2 (EDS2): The EDS2 is a public commitment of how NHS 
organisations plan to meet the needs and wishes of both local people and staff and 
how they will meet the duties placed on them by the Equality Act 2010.  It also sets 
out how differences between people will be recognised and how any gaps and 
inequalities will be identified and addressed  
 

 Workforce Race Equality Standard (WRES): From 1 April 2015, the Trust has been 
required to demonstrate how we are addressing race equality issues in a range of 
staffing areas, through the new nine-point Workforce Race Equality Standard 
(WRES) metric. The Trust WRES action plan demonstrates progress against a 
number of indicators of workforce equality which is reviewed annually by the Board of 
Directors 
 

 Accessible Information Standard: From 1st August 2016 onwards, all organisations 
providing NHS care or adult social care are legally required to follow the Accessible 
Information Standard. The standard aims to make sure that people who have a 
disability, impairment or sensory loss are provided with information that they can 
easily read or understand and with support so they can communicate effectively with 
health and social care services. The Trust has promoted the accessible information 
standard to all services and ensures information is easily accessible to all  

 
The Trust continues to provide a full range of interpreting and translation services for non-
English speaking service users and carers who need communication support, including 
Black and Minority Ethnic (BME), deaf/blind, deaf and visually impaired and learning 
disabilities service users and carers. The Trust monitors the usage of interpretation and 
translation services on a quarterly basis and review this usage on an annual basis.  

 
The Disability Confident Employer Scheme aims to help CWP successfully employ and 
support disabled people and those with ongoing health conditions. It promotes positive 
attitudes, behaviours and cultures, not just in our immediate business but in our external 
networks and in the community. In November 2016 the Trust transferred over from the 
Positive about Disabled People 2 Ticks Accreditation to the Disability Confident Employer 
Scheme Level 2. 
 
The Trust also maintains the Mindful Employer Charter which provides employers with easy 
access to information and support in relation to supporting staff that experience stress, 
anxiety, depression and other mental health conditions. 
 
Equality and Diversity (E&D) continues to be a key feature of the induction programme for 
new staff. Existing staff undertake regular training programmes to maintain awareness of 
equality and diversity issues which may impact in their roles.  
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Trust staff also receive equality and diversity information and training sessions provided by 
various third sector organisations and groups who are representatives of the diverse 
community that the Trust services. These include deaf awareness, transgender, hate crime, 
gypsy travellers, and learning disabilities. These sessions have provided an opportunity for 
staff to develop their knowledge and understanding of various groups. It has also enabled 
these representatives to extend their knowledge and understanding of CWP’s services. 

 

NHS Constitution 
The NHS Constitution sets out the principles and values of the NHS in England, bringing 
together the standards that staff, patients and the public can expect of the NHS. It sets out 
the rights of patients, public and staff and the pledges that the NHS has made. It also 
explains the responsibilities of the public, patients and staff to ensure that the NHS operates 
fairly and effectively. All NHS bodies (and private and third sector providers supplying NHS 
services) are bound by law to take account of this Constitution in their decisions and actions. 
 
CWP upholds the NHS Constitution and entirely supports its principles and values. We are 
already committed to treating our patients with dignity and respect, following the highest 
standards of care, all of which are included in the NHS Constitution. Moving forward 
adherence to the values set out in the NHS Constitution will be monitored by the Patient 
Experience subcommittee. 

 

 

Signed  
 

 

 

 

Sheena Cumiskey – Chief Executive 
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2.1 Directors Report 

Board Membership 

The Board of Directors hold the collective responsibility for setting the strategic direction and 
organisational culture ns for the effective stewardship of the Trust business. As such it is 
responsible for determining the Trust’s strategy and business plans, budgets, policy 
determination, audit and monitoring arrangements. It is also responsible for all regulatory and 
control arrangements, senior appointments and dismissal arrangements and approval of the 
annual report and accounts. It acts in accordance with the requirements and ensures 
compliance against the Foundation Trust Provider Licence. The Corporate Governance 
Manual sets out the schedule of matters reserved for Board.  
 
Paragraph 26 and Annex 7 of the Trust’s constitution and Section G4 of the Provider Licence 
set out the circumstances that would disqualify an individual from holding a Director position 
on the Board. 
 
In accordance with the Trust Constitution, the Directors of Cheshire and Wirral Partnership 
NHS Foundation Trust and their positions during 2016/2017 are set out below.  
 

Mike Maier Chair – appointed June 2016.   

Previously - Independent Non-Executive Director and Deputy Chair - 

appointed March 2011, re-appointed March 2014.  

Experience 

 30 years experience in industry, chiefly in international 

manufacturing in the building products and ophthalmic 

sectors 

 Former European Finance Director, Pilkington Group Ltd 

 Former Head of Finance Shared Services, Yodel 

 Significant experience in mergers and acquisitions, 

restructuring, internal controls, systems development, 

strategic planning and cash management 

 

Qualifications & Memberships 

 BA Hons Economics  

 Qualified Chartered Accountant 

 

 
mike.maier@cwp.nhs.uk 

Tel: 01244 397371 

 

Rebecca Burke-

Sharples 

Independent Non-Executive Director – appointed August 2014 

Senior Independent Director – appointed January 2017 

Experience 

 Retired NHS Chief Executive with over 32 years of 

experience, as a nurse and manager  

 Member of the Bristol Royal Infirmary Independent Public 

Enquiry panel 

 Previously undertaken national policy work in the field of 

Paediatric Intensive Care Nursing 

 Awarded the CBE in 2002 for services to Nursing and 

Healthcare management 

  

mailto:mike.maier@cwp.nhs.uk
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Qualifications & Memberships 

 Fellow of Liverpool John Moores University 

 Vice Chair of Chester Zoo (NEZS) – 2009 - 2017 

Rebecca.BurkeSharples@c

wp.nhs.uk 

Tel: 01244 397371 

 

Andrea Campbell Independent Non-Executive Director – appointed January 2017 

 

Experience 

 Retired NHS Executive Director of Commissioning 
25+years of experience at senior level in health and 
social care 

 Management consultant 13+ years working on national 
policy development,  strategic planning,  policy 
implementation,   third sector organisational support for 
service improvement. 

 Board of two third sector organisations supporting people 
with dementia and people with learning disabilities 

 Previous NHS non-executive director experience 
 

Qualifications & Memberships 

 MA Social & Public Policy – Leeds University 

 
andrea.capmbell@cwp.nhs.uk 

Tel: 01244 397371 

 

Dr James 

O’Connor 

Independent Non-Executive Director – appointed May 2014 

Experience 

 General Practitioner since 1978 retired in 2012 

 Medical Director of Community Services, intermediate 

care and PCT from 2000 retired in 2012 

 Numerous other roles including Clinical Assistant in 

Medicine for the Elderly and rehabilitation, Local medical 

committee secretary and national representative of 

Clinical Leaders in the North West 

 

Qualifications & Memberships 

 MB ChB, DRCOG 

 BMA Member 

 
james.oconnor@cwp.nhs.uk 

Tel: 01244 397371 

 

Edward Jenner Independent Non-Executive Director – appointed January 2017 

 

Experience 

 25 years senior executive experience in Unilever plc and 

latterly Waterford Wedgwood plc 

 Directorships in Finance, HR, Information Technology, 

Strategic Planning, Restructuring, Property Development 

 20 years non-executive director experience including 

being the Chairman of a Building Society 

 Chairs of several Audit and Remuneration Committees 

 

Qualifications & Memberships 

 B.Sc. (hons) 
 

mailto:Rebecca.BurkeSharples@cwp.nhs.uk
mailto:Rebecca.BurkeSharples@cwp.nhs.uk
mailto:andrea.capmbell@cwp.nhs.uk
mailto:james.oconnor@cwp.nhs.uk
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 FCMA edward.jenner@cwp.nhs.uk 

Tel: 01244 397371 

 

Lucy Crumplin Independent Non-Executive Director – appointed August 2013. 

Reappointed July 2016.  

Experience 

 More than ten years management consultancy 

experience for public and private sector clients working 

for KPMG, PA Consulting Group, Hedra plc and 

independently 

 Business change and project management experience 

 Former Chief Human Resources Officer for a Local 

Authority 

 Director, Tiger Bright Ltd – HR and management 

consultancy service 

 Experience as a school governor 

 

Qualifications & Memberships 

 English Literature and Psychology, BA Hons 

 Human Resources Consulting, MSc 

 Chartered Institute of Personnel and Development 

(CIPD) qualified 

 Prince 2 (Project Management) Registered Practitioner 

 
lucy.crumplin@cwp.nhs.uk 

Tel: 01244 397371 

 

 

Sarah McKenna 

(nee Reiter) 

Independent Non Executive Director – appointed December 2015 

Experience 

 Work across both the public and private sectors in 

roles in Asia, Australia and the UK.   

 strong public service mindset, having held policy 

posts within healthcare during periods of major 

reform including the decentralisation of mental health 

in Australia and later serving as Deputy Chief of Staff, 

for the Victorian Government overseeing unparalleled 

infrastructure investment.  

 Regional leadership of one of the world’s largest 

marketing professional services groups, FutureBrand, 

and successfully founding the Northeast based 

management consultancy Evidence to Action. 

 

Qualifications & Memberships 

 MA, Political and International Affairs, University of 

New England, NSW, Australia 

 Practicing Management Consultant Certification 

(Singapore) 

 BA, Victoria University, Melbourne, Australia 

 
sarah.mckenna cwp.nhs.uk 

Tel: 01244 397371 

 

 

mailto:edward.jenner@cwp.nhs.uk
mailto:lucy.crumplin@cwp.nhs.uk
mailto:James.OConnor@cwp.nhs.uk
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Sheena 

Cumiskey 

Chief Executive - appointed February 2010 

Experience 

 Over 30 years experience in the NHS, 21 years at Chief 

Executive level 

 Former Chief Executive of both commissioning and 

provider organisations 

 Worked at strategic and operational levels within the 

NHS 

 Chair of North West Leadership Academy Board  

 Named as CEO of the Year at the 2015 Health Service 

Journal (HSJ) Awards 

 Member of the NHS Employers Policy Board 

 

Qualifications & Memberships 

 BA Hons 

 General Management Training Scheme graduate 

 Member of the Institute of Health Service Managers 

 
sheena.cumiskey@cwp.nhs.uk 

Tel: 01244 3973710 

 
 
 

Dr. Faouzi Alam Consultant Psychiatrist and Joint Medical Director (Effectiveness and 

Medical Workforce) – appointed October 2013 

Experience 

 21 years’ experience as a Doctor 

 

Qualifications & Memberships 

 MD, specialist in renal medicine 

 MRC Psych 

 CCT in Adult and Liaison Psychiatry 

 

 
faouzi.alam@cwp.nhs.uk 

Tel: 01244 397267 

    
 
 
 
 
 
 
 
 
 
 
 

mailto:sheena.cumiskey@cwp.nhs.uk
mailto:faouzi.alam@cwp.nhs.uk
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Avril Devaney  Director of Nursing, Therapies and Patient Partnership - appointed 

January 2003 

Experience 

 Over 30 years’ experience working in NHS 

 15 years’ experience at Board level 

 Received the Queen’s Nursing Institute Award for 

Innovation in 1999  

 Led the development of Patient and Public Involvement 

and CWP Challenging Stigma Campaign since 2004 

 Received MBE in January 2016 for services to nursing of 

people with mental health problems’ 

 

Qualifications & Memberships 

 Registered Nurse (Mental Health) 

 Diploma in Counselling 

 MSc in Health and Social Care (research subject): 

Nursing Leadership and Organisational Change) 

 Member of Local Safeguarding Children Boards 

 Chair of National Mental Health Nurse Directors Forum 

 Received Honorary MA from University of Chester in 

March 2014 for services to CWP and mental health care 

in Uganda 

 Trustee on The Jamie Devaney Memorial Fund – 

supporting mental health care in Uganda 

 Honorary  Visiting Professor – University of Chester 

 
avril.devaney@cwp.nhs.uk  

Tel: 01244 397374 

 

 

Dr. Anushta 

Sivananthan 

Consultant Psychiatrist and Joint Medical Director (Compliance, Quality 

& Assurance) – appointed August 2010 

Experience 

 Over 15 years as Consultant Old Age Psychiatrist 

 Clinical Director for Older Peoples’ Services, West 

Cheshire 

 Trust-wide Clinical Director for Adult Services 

 College Tutor, West Cheshire 2002 – 2004 

 Deputy Convenor, Royal College of Psychiatrists 2004 – 

2006 

 Programme Director, Old Age Psychiatrists at Mersey 

Deanery 

 Cochrane reviewer in collaboration with Evidence Based 

Practice Centre at CWP 

 

Qualifications & Memberships 

 MBChB 

 MRCPsych 

 Diploma in Geriatric Medicine 

 North West Leadership Award (2013) for Quality and 

Innovation 

 
anushta.sivananthan@cwp.n

hs.uk 

Tel: 01244 397374 

mailto:avril.devaney@cwp.nhs.uk
mailto:anushta.sivananthan@cwp.nhs.uk
mailto:anushta.sivananthan@cwp.nhs.uk
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Andy Styring Director of Operations - appointed May 2009 

Experience 

 Lifelong experience of living with and alongside people 

with learning disabilities 

 35 years as a nurse, teacher and senior manager in 

services for children and adults with learning disabilities 

 Several senior clinical posts in children’s and adults 

learning disability services spanning career 

 Board level posts at acting and substantive level in 

mental health and learning disability services 

 Former Healthcare Commission associate 

 Member of local Safeguarding Children’s Boards 

 Member of Learning Disability Partnership Boards 

 Member of Executive Commissioning Group for mental 

health and learning disability services across Cheshire 

and Wirral 

 Wide ranging expertise in strategic service development 

and change management 

 Former staff governor 

 

Qualifications & Memberships 

 Registered nurse (learning disabilities) 

 

 
 

andy.styring@cwp.nhs.uk 

Tel: 01244 397267 

 

 

 

Tim Welch   Director of Finance – appointed April 2013 

Experience 

 Over 20 years in the NHS experience  

 Previously Deputy Chief Executive and Director of 

Finance at Blackpool Teaching Hospitals NHS 

Foundation Trust and, 

 Director of Finance at City & Hackney Teaching Primary 

Care Trust 

 Started career as a graduate financial management 

trainee 

 

Qualifications & Memberships 

 Fellow of the Chartered Institute of Public Finance and 

Accountancy 

 BSc (Hons) Biochemistry 

 
tim.welch@cwp.nhs.uk 

Tel: 01244 397377 

 

 

 

 

mailto:andy.styring@cwp.nhs.uk
mailto:tim.welch@cwp.nhs.uk
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David Harris Director of People and Organisational Development – appointed 

September 2014. Appointed Executive Director September 2016 

Experience 

 23 years of working in a range of public sector 

organisations 

 Particular experience in the development, 

implementation and management of organisational 

change. 

 Former member of the Civil Service Fast Stream 

Scheme 

 

Qualifications & Memberships 

 MA (Cantab) 

 Chartered Fellow of the Charted Institute of 

Personnel and Development 

 AQuA Fellow in Improvement Science 

 Advanced Diploma in Executive Coach Mentoring 

 Qualified Coach-Mentor Supervisor 

 Accredited Human Systems Dynamics Practitioner 

 
david.harris@cwp.nhs.uk 

Tel: 01244 393106 

 

 
 

Changes to the Board during 2016/2017 

David Eva completed his final terms of office as Trust Chairman on 31 May 2016.  
 
Following a rigorous selection process with the support of an external search adviser (Diane 
Charnock Consulting), the Nominations and Remuneration Committee selected a candidate 
for recommendation for appointment to the Council of Governors.  
 
The Council of Governors subsequently formally approved the appointment of Mike Maier, 
formally Deputy Chairman as Trust Chairman at their meeting on 12 April 2016. Mike Maier 
took up the position of Chair with effect from the 1 June 2016 for a three year term of office.  
Non-Executive Director and Senior Independent Director Fiona Clark completed her final 
terms of office on 31 December 2016. This followed a short extension to her tenure 
recommended by the, the Nominations and Remuneration Committee and approved by the 
Council of Governors in April 2016. This was approved in view of exceptional circumstances 
at the time, including the recent appointment of the new Chair and to maintain Board stability 
during this time.  
 
In September 2016, the Nominations and Remuneration Committee of the Council of 
Governors also undertook a recruitment process to appoint two new Non-Executive 
Directors. With the support of external advisers (Gatenby Sanderson), following a rigorous 
search process, Edward Jenner and Andrea Campbell were appointed to the Board as Non-
Executive Directors, with effect from 1 January 2017, each for a three year term of office.  
 
The Committee also reviewed performance of Non-Executive Director Lucy Crumplin prior to 
the end of her first terms of office in August 2016. The review concluded to recommend the 
reappointment of Lucy Crumplin for a second term of office, for a three year period, to 
conclude in August 2019. This was approved by the Council of Governors in July 2016.  
 
The Nominations and Remuneration Committee of the Board of Directors reviewed the 
composition of Executive Directors in 2016/17 to ensure the appropriate skills and 
experience is in place to respond to system challenges. As a result, the Nominations and 

mailto:david.harris@cwp.nhs.uk
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Remuneration Committee agreed that the Director of People and Organisational 
Development should have an executive portfolio in reflection of the significant workforce 
transformation challenges ahead. This was agreed by the Board of Directors in September 
2016 and was enabled by a constitution change enacted by the Council of Governors in 
September 2016.  
 
The significant commitments and interests of the Chair and the other Directors are detailed in 
the pen portraits shown on pages xx and within the Board of Directors Register of Interests. 
Members of the public can gain access to the Board of Directors’ and Council of Governors’ 
Register of Interests at www.cwp.nhs.uk. 
 

All Directors have been assessed in accordance with the ‘fit and proper persons’ regulations 
for Directors (Health and Social Care Act 2008 – Regulated Activities Regulations 2014). The 
Trust conducts an annual audit of compliance which includes a self-declaration from all 
Directors.  
 
Directors can be contacted by email, via details on the Trust’s website www.cwp.nhs.uk, or 
via the Head of Corporate Affairs on 01244 397469. 
 
Balance, completeness and appropriateness of the Board 

There is clear division of the responsibilities of the Trust Chairman and Chief Executive 
which is reviewed annually.  
 
Non-Executive Directors are appointed for a term of three years unless otherwise terminated 
earlier by either party in accordance with Paragraph 21 of the Trust Constitution.  
Continuation of a Non-Executive Directorship is contingent on satisfactory performance.   
 
Non-Executive Directors may be re-appointed at intervals of no more than three years.  In 
accordance with the Code of Governance, Non-Executive Directors who have been in office 
for six years or more are subject to annual review undertaken by the Nominations 
Committee.   Annual reviews also consider the continued independence of Non-Executive 
Directors. All Non-Executive Directors are considered to be independent. Independence of 
Non Executives is tested prior to appointment and reappointment.    
 
The procedure for the removal of Non-Executive Directors by the Council of Governors is set 
out in Paragraph 21 of the Trust’s constitution. 
 
Following review, the Trust confirms the balance, completeness and appropriateness of the 
membership of the Board. The Board has prepared a number of self-certification statements 
relating to clinical quality, service performance, risk management processes, compliance 
with the Licence and board roles, structures and capacity. The latter states that the Board: 
 

 Is satisfied that all Directors are qualified to discharge their functions effectively, 
including setting strategy, monitoring and managing performance and ensuring 
management capacity and capability 

 Confirms it has a selection process and training programmes in place to ensure Non-
Executive Directors have appropriate experience and skills 

 Confirms that the management team has the capability and experience necessary to 
deliver its strategic and operational plans, and that a management structure is in 
place to deliver strategic objectives for the next five years 

 

 

 

 

http://www.cwp.nhs.uk/
http://www.cwp.nhs.uk/
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Board performance and significant commitments 

The Trust undertook an external well led governance review in accordance with NHS 
Improvement’s, (formerly Monitor) publication ‘Well-Led framework for governance reviews: 
guidance for NHS foundation Trust’s Updated April 2015’.  The review, which concluded in 
March 2017, was jointly facilitated by AQUA and Mersey Internal Audit Agency (MIAA). MIAA 
has an established relationship with the Trust as its internal auditor. However in view of the 
fact that the review was to be jointly facilitated, with AQUA taking the role of lead facilitator, 
along with both organisations utilising a range of associates working independently of the 
internal audit function, this demonstrates sufficient assurance to ensure independence.   
 

The overall conclusion from the review is that the Trust is well-led. The organisation was 
noted by the reviewers as being ‘above all, a values-driven organisation and this has 
substantially been achieved through Board leadership and the setting of the tone at the top.’  
 
The review found the Board open to the necessity for transformation with a clear 
commitment to quality, safety, patient experience, improvement and robust risk management 
and governance processes.  
 
Secondary governance arrangements, in particular the operation and effectiveness of the 
Council of Governors  were highlighted as very strong reflecting the investment of time by 
the leadership team in training, support and relationship building. The Trust is considered to 
be focused upon growing and strengthening partnership arrangements and contributing fully 
in the Sustainability and Transformation Plan arrangements, identified as an asset in the 
system leadership setting. 
 
Areas for development were highlighted by the review include strategy development, 
capacity building, quality improvement-led efficiency and further development of information 
and business intelligence.  
 

Following completion of the review, the Chairman of the Trust has written to NHS 
Improvement to advise them of the review findings.  Further work is now being taken forward 
to respond to the areas for development and improvement and the Board will review the 
progress at regular intervals during the year.  
 

All committees and sub-committees of the Board undertake an annual review of 
effectiveness to review the adequacy of the corporate governance framework and committee 
structure. This informs any changes to the committee structure, corporate governance 
manual and integrated governance framework which are also reviewed annually. The 
2016/17 review approach builds upon the well led governance review process to ensure a 
responsive governance structure is in place to manage and mitigate risk. A specific review of 
committee effectiveness is undertaken by the Audit Committee, the Quality Committee and 
the Operational Board.  
 
Executive and Non Executives Directors all receive annual individual appraisals. Non-
Executive Directors with terms of office of six years or more are also subject to review by the 
Nominations and Remuneration Committee of the Council of Governors.  The appraisal of 
the Chair is led by the Senior Independent Director in a process agreed and supported by 
the Council of Governors.  

 
Board committees 
The Board has a number of statutory and assurance Committees. Attendance by Board 
members at these meetings and those of the Board are shown below.  
 



34 
 

Director 
Board of 

Directors 

Audit 

Committee 

Quality 

committee 

Operational 

board 

Non-Executive Directors 

Burke-Sharples, 

Rebecca 
11 of 12 7 of 7 3 of 6 

 

Clark, Fiona 
(term ended 31 Dec 2016) 

8 of 9 
 

3 of 4 

O’Connor,  Dr James 10 of 12 5 of 7 6 of 6 

Crumplin, Lucy 11 of 12  6 of 6 

Jenner, Edward 2 of 3 2 of 2  

Campbell, Andrea 3 of 3   

Eva, David 
(Term ended 31 May 16 ) 

2 of 2 
 

  

Maier, Mike 
(Chair from 1 June 2016) 

12 of 12 
 

2 of 2  

McKenna (née 

Reiter), Sarah 
10 of 12 4 of 7   

Executive Directors 

Alam, Dr Faouzi  
(Joint Medical Director) 

10 of 12   8 of 11 

Cumiskey, Sheena 11 of 12 1 of 1* 4 of 6 9 of 11 

Devaney, Avril 8 of 12  4 of 6 5 of 11 

Harris, David 8 of 12  1 of 6 5 of 11 

Sivananthan, Dr 

Anushta  
(Joint medical Director) 

11 of 12  6 of 6 6 of 11 

Styring, Andy 10 of 12  4 of 6 9 of 11 

Welch, Tim 10 of 12 5 of 7 3 of 6 11 of 11 

*Sheena Cumiskey is only required to attend Audit Committee on an annual basis.  

 

Nominations and Remuneration Committee of the Board of Directors  

The Trust has two Nominations and Remuneration Committees. Both are chaired by the 
Trust’s Chairman, Mike Maier. The Nominations and Remuneration Committee of the Board 
comprises of all Non-Executive Directors and the Chief Executive (unless the position of 
Chief Executive is being appointed to). This Committee met once in 2016/17.  
 
Further information on the work of this Committee and Director attendance can be found in 
the Remuneration Report on page xx . More details on the Nominations and Remuneration 
Committee of the Council of Governors can be found on page xx. 
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Audit Committee 
The over-arching aim of the Audit Committee is to provide one of the key means by which 
the Board ensures effective internal control arrangements are in place. In addition, the 
Committee provides independent scrutiny upon the executive arm of the Board.  
 
As defined within its terms of reference, the Committee is responsible for reviewing the 
adequacy of effectiveness of governance, risk management and internal control 
arrangements covering both clinical and non-clinical areas.  The Audit Committee is also 
required to consider any significant issues in relation to the financial statements, operations 
and compliance and how these issues have been addressed.  
 
From 1 April until 31 May 2016/17, the Chair of the Audit Committee was Non-Executive 
Director Mike Maier. From 1 June 2017, following Mike Maier’s appointment as Trust 
Chairman, Rebecca Burke-Sharples was appointed the Chair of the Audit Committee.  The 
Committee’s Non-Executive membership consists of Dr Jim O’Connor, Sarah McKenna and 
from 1 January 2017, Edward Jenner.  
 
Edward Jenner will assume the position of Audit Committee Chair from 1 July 2017.  
 
The attendance of Audit Committee members at its meetings is shown in the table on page 
xx 
 
This year the Audit Committee has again focused on the work of the internal and external 
audit teams including anti-fraud and the implementation of the Trust’s Integrated Governance 
strategy (means of internal control and risk management). Additionally, the Committee has 
reviewed financial reporting. The Committee has reviewed the controls and assurances of 
key strategic risks on a quarterly basis.  
 
The Audit Committee received assurance on compliance with the NHS Foundation Trust 
Code of Governance which provided evidence of compliance against all provisions within the 
code and has also received assurance on compliance with the Trust Provider Licence.  
 
The Committee considers that it has fully and effectively discharged its duties under the 
Terms of Reference extended to it by the Trust Board. The terms of reference are reviewed 
annually and were most recently reviewed at the March 2017 meeting.  
 

 Financial Reporting 
 
In order to undertake the principle duties assigned to them, Audit Committee members have 
specifically discussed and reviewed financial reporting and possible financial statement risks 
and mitigations.  
 
The Trust is required under International Accounting Standard 1 to draw attention to key 
areas of the financial statements where the underlying estimates, judgements and 
assumptions used in exercising professional judgement may create a significant risk of 
causing material uncertainty at the end of the reporting period (31 March 2017).  
 
When recording income, expenditure and the carrying values of assets and liabilities, 
management will make a series of informed and complex estimates, assumptions and 
judgements based on the key information available at the time. This is the basis upon which 
a number of significant values are reported within the financial statements. 
 
At its meeting in February 2017, the Audit Committee was presented with management 
responses to a summary of generic financial risks which may be subject to estimation 
technique, judgement and uncertainty used in the preparation of the Trust’s financial 
statements. The key risks and management responses to those risks centre around the 
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accounting treatment of property, plant and equipment and material provisions held within its 
financial statements. An overview of the main risks and management responses is set out 
below. 
 
Risk 
The value of the Trust’s Land and Buildings recorded in its Statement of Financial Position 
as at the 31st March 2017 is materially under or overstated. 
 
Management Response 
The Trust commissioned a full detailed revaluation of its Land and Buildings at the 31st 
March 2017. The effects of this revaluation are reflected within each of the primary 
statements and detailed within the notes to the Financial Statements.  
 
Risk 
Not all provisions are recorded in the Statement of Financial Position, and of those that are 
recorded, the quantitative assessment is not based on sound judgement. 
 
Management Response 
A review of obligations which have not been settled at the reporting date are reviewed and 
assessed against IAS 37. Other risk areas covered included creditors, income, payroll and 
financial statement disclosures. 
 
As part of its responsibilities to monitor operational and compliance matters, during the year, 
the Audit Committee has also reviewed the strategic risk register on a quarterly basis and 
has recommended areas for further scrutiny to the Quality Committee. This has included the 
length of time taken to fully model individual risks.  The Chair of Quality Committee became 
a member of the Audit Committee in 2016/17 to enhance and formalise the co-working of the 
two Committees.  
 
The Committee has maintained regular oversight of the Trust’s financial position. The 
Committee has also monitored issues impacting on the Trust’s cash position as the year has 
progressed. The Trust ended the year with cash, bank balances and investments of £9.5 
representing a significantly improved position on that planned for the year. 
 
The Committee reviewed a number of other matters during 2016/17 including the clinical 
audit plan (healthcare quality improvement plan), the Trust response to the National Data 
Guardian review recommendations, the Trust’s approach to the external well-led governance 
review and matters of locality assurance.  
 

 Internal Audit  
 
The Trust’s internal auditors for the reporting period were Mersey Internal Audit Agency 
(MIAA). Their remit is to provide assurance to management that system controls exist and 
are performing well enough to identify, manage and mitigate any risk of error or fraud.  
 
The Internal Audit Plan work programme is informed by, and constructed through, a 
combination of intelligence gathering around both organisational and clinical risk issues as 
determined by the Trust Risk Register and Assurance Framework. The Audit Committee is 
satisfied that the programme of reviews for the coming year adequately addresses the 
strategic priorities of the Trust, is driven by the Board assurance framework and reflects an 
appropriate balance between clinical and operational (including financial) risk factors. 
 
The Audit Committee has received an update on the progress of the internal audit plan at 
each meeting. 
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In 2016/17, 13 audits were undertaken which provided an assurance opinion. 12 were found 
to be significant assurance and 1 was limited assurance.  MIAA have also have undertaken 
advisory reviews such as the cyber security baseline technical controls assessment and a 
review of Complex Case Management  (Out of Area Placements) and as such these 
provided guidance to the trust on future actions but did not  provide with a specific level of 
assurance.  Following receipt of audit reports, the Committee has directed audit resources to 
complete follow-up reviews and to perform detailed reviews into specific issues and high risk 
areas where considered necessary.   
 

 External Audit 
 
The Trust’s external auditor for the period April 2016 to March 2017 has been KPMG.  In 
their engagement letter KPMG state that their liability and that of their members, partners 
and staff (whether in contract, negligence or otherwise) shall not exceed £2m in the 
aggregate.  
 
It is the Trust’s policy to ensure that the external auditor’s independence has not been 
compromised where work outside of the audit code for NHS Foundation Trusts has been 
purchased from them. Any work of more than £5k falling into this category is approved by the 
Audit Committee.  The Trust’s auditor has not provided any non-audit services to the Trust 
during 2016/17 which required additional payment.  
 
The effectiveness of the external audit process is held annually following the conclusion on 
the audit.  This is led by the Director of Finance and other key officers.  
 
In January 2017, the Audit Committee reviewed the performance of the external auditor 
ahead of the end of the initial thee year contract and the Committee recommended that the 
Council of Governors approved the invocation of the two year contract extension.  This was 
agreed by the Council of Governors meaning that the current external auditor contract will 
conclude at the end of 2018/19.     
 

Board statement 

The Directors consider that the annual report and accounts, taken as a whole, is fair, 
balanced and understandable and provides the information necessary for patients, 
regulators and other stakeholders to assess Cheshire and Wirral Partnership NHS 
Foundation Trust’s (CWP) performance, business model and strategy.  Ref to companies act 

Stakeholder relations and significant partnerships and alliances entered into by the 
Trust 

 

The Trust continues to work in close partnership with a wide range of organisations across 
the NHS, local authorities and the third sector in terms of direct service delivery. The Trust 
continues to utilise the formal joint venture partnership with Ryhurst Limited, ‘Villicare’ and  

2016/17 saw the opening of Ancora House, 
the new CAMHS unit providing state of the art 
CAMHS facilities for young people 
experiencing a range of mental health 
conditions.  
 
 In 2017/18, Villicare will continue to support 
the Trust in providing high quality, effective 
estates management and support to drive 
transformation in other strategic areas such as 
information management and technology.   
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2016/17 also saw the Trust becoming a partner in the Central Cheshire Integrated Care 
Partnership (CCICP), supporting the delivery of integrated community mental and physical 
health services in Central Cheshire together with Mid Cheshire NHS Foundation Trust and 
South Cheshire GP Alliance Limited.  
 
The Trust also established Nevexia, a company limited by shares, with the Trust acting as 
the 100% shareholder to enable the national and global marketing and commercialisation of 
its intellectual property and the sharing of innovative products, the net profits from which are 
distributed back to CWP. Incorporated on 19th January 2017, this company remains in its 
formative stages with no trading activities in 2016/17. A business plan is in development for 
2017/18.   
 
All partnership arrangements have representation from the Trust’s Board of Director and 
have defined reporting into the CWP governance structure, enabling line of sight to the 
Board of Directors.   
 
Charging for information 
The Trust continues to comply with the cost allocation and charging requirement set out in 
HM Treasury and Office of Public Sector Information guidance. 
 

Political donations 
The Trust has not made any political donations and there have been no important events 
since the end of the financial year. The Trust does not provide any services outside of the 
UK. 
 

Better payment practice code 

The Trust adopts a Better Payment Practice Code in respect of invoices received from NHS 
and non-NHS suppliers. We are required to pay all undisputed invoices within 30 calendar 
days of receipt of goods, or a valid invoice (whichever is later), unless other payment terms 
have been agreed. To meet compliance with this target at least 95% of invoices should be 
paid within 30 days, or within the agreed contract term. The Trust’s performance against 
target is summarised in the table below. 

 
 

 
Item 

Number 

2016/17 

£000's 

2016/17 

Number 

2015/16 

£000's 

2015/16 

Total non-NHS trade invoices paid in period 20,550 29,641 24,652 34,227 

Total non-NHS trade invoices paid within target 19,277 27,942 21,780 31,586 

Percentage of non-NHS trade invoices paid  
94% 

 
94% 

 
88% 

 
92% within target 

 
Enhanced Quality Governance Reporting  

The key elements that underpin the Trust’s quality governance arrangements include the 
review of early warning frameworks by the Board of Directors to identify the potential for 
deteriorating standards in the quality of care and to give a detailed view of the Trust’s overall 
performance.  This includes assessment of the quality of performance information through 

Total NHS trade invoices paid in period 

Total NHS trade invoices paid within target 

Percentage of NHS trade invoice paid 

within target 

1,625 

1,474 

11,173 

10,570 

1,418 

1,287 

10,589 

9,752 

 
91% 

 
95% 

 
91% 

 
92% 
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the review of a monthly performance dashboard report detailing the Trust's quality and safety 
performance by reporting on compliance in achieving key local and national priorities. 
 
In 2016/17 assurance was obtained on: 

 Compliance with Care Quality Commission (CQC) registration requirements through 
a re-inspection (of mental health services and substance misuse services) in October 
2016 

 The requirements of the NHS Improvement’s, (formerly Monitor) well-led framework.  
The review, which concluded in March 2017, gave the overall conclusion that the 
Trust is well-led 

 Evidence underpinning corporate governance statements approved by the Board in 
June 2016 

 

The Annual Governance Statement on pages xxx provides a full description of the 
arrangements in place to govern service quality.  
 
The Quality Account, found from page xx onwards, contains more detail about CWP’s 
performance and achievements in relation to quality during 2016/17.  
 
Income disclosures - required by Section 43(2A) of the NHS Act 2006 
Overall income has increased in 2016/17 by 0.6% in comparison with 2015/16. This financial 
year has seen a national inflator of 1.1% applied to the organisation’s contracts, which has 
been offset by small gains and losses in year on various contracts.   
 
Section 43 (2A) of the NHS Act 2006 (as amended by the Health and Social Care Act 2012) 
requires that the income from the provision of goods and services for the purposes of the 
health service in England must be greater than its income for any other purposes. The 
Foundation Trust can confirm that this requirement has been met and that 100% of the 
income received relates to the provision of goods and services for the health service.  
 
Disclosure to the Auditors 
Each individual who is a member of the Board at the time the Directors’ Report was 
approved confirms: 

 So far as the director is aware, there is no relevant audit information of which 
Cheshire and Wirral Partnership NHS Foundation Trust’s external auditors are 
unaware; and 

 That the 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 Cheshire and Wirral Partnership NHS Foundation Trust’s external auditors are 
aware of that information 

 

Council of Governors 

The Council of Governors (COG) is responsible for fulfilling its statutory duties which 
principally are holding the Non-Executive Directors to account, appointing, removing and 
deciding the term of office (including remuneration) of the Chair and Non-Executive Directors 
(NEDs), approving the appointment of the Chief Executive, appointing and removing the 
Trust’s external auditors, receiving the annual report and accounts and auditor’s report, and 
expressing a view of the Board’s forward plans.  The Governors are also responsible for 
communicating with members and ensuring that the interests of the community served by the 
Trust are appropriately represented.  
 
The Trust continues to support Governors to develop and improve ways of communicating 
with Members and providing opportunities for members to feed in information to influence 
and shape Trust plans. An annual training programme, offering a range of internal and 
external training opportunities is also in place for Governors.  
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Many Trust Governors are active in their local area and promote a dialogue between 
members, Governors and the Trust. The Governor question time at COG meetings is often 
well utilised by governors as a vehicle for member queries and feedback. Governors are able 
to communicate the views of members and the public to the Board of Directors via Council of 
Governors meetings and Board to CoG Sessions.  The CWP life magazine is also used as a 
communications channel for Governors and Members.  
 
Governors regularly attend public Board meetings, receiving a copy of the agenda in 
advance of the meeting.  
 

Members may also contact Governors via the Governor email account 
governor@cwp.nhs.uk  
 
The names and contact details of our current Governors can be found on the Trust website 
www.cwp.nhs.uk. Please also refer to the Membership section of this report for further 
information on the work of the Membership and Development Sub Committee of the Council 
of Governors.   
 
The Council of Governors meets at least three times per year in public.  The significant 
commitments and interests of the Governors are detailed on the Council of Governors 
Register of Interests. This is available on the Trust website - www.cwp.nhs.uk.   
 
The composition of the Council of Governors from the 22 September 2016 following the 
Annual Members Meeting is: 
 

 Public – 6 Governors (1 vacancy)  

 Service users and carers – 12 Governors 

 Staff  - 7 Governors 

 Partnership – 7 Governors (1 vacancy) 

 

The table below gives the names of those who occupied a position of Governor between 1st 
April 2016 and 31st March 2017 including how they were appointed or elected and how long 
their appointments are for. It also states the number of Council of Governors’ meetings that 
were held and individual attendance by Governors at those meetings. 
 
Between April 2016 and March 2017 the Council of Governors met on five occasions and 
attendance is indicated on the table below. 
 

Public 

Governors 

(elected) 

Area 
First 

appointed 

Most 

recent / 

Current 

Tenure 

Notes 

Council of 

Governors 

meetings 

attended 

2016/17 

Agar,  

Richard 
Wirral 

September 

2014 
2014 - 2017  5 of 5 

Mayne, 

Stanley  
Wirral 

November 

2012 
2015 - 2018  5 of 5 

Robertson, 

Rob  

Cheshire West 

and Chester 

 

May 2012 

 

2014 - 2017 
 5 of 5 

Robinson, 

Michael  

Cheshire West 

and Chester 
May 2012 2014 - 2017  2 of 5 

mailto:governor@cwp.nhs.uk
http://www.cwp.nhs.uk/
http://www.cwp.nhs.uk/
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Public 

Governors 

(elected) 

Area 
First 

appointed 

Most 

recent / 

Current 

Tenure 

Notes 

Council of 

Governors 

meetings 

attended 

2016/17 

Walker, 

Robert 
Cheshire East June 2015 2014 - 2017 

Elected in 

by-election 
3 of 5 

Wilkinson, 

Peter  
Cheshire East 

December 

2011 
2014 - 2017  3 of 5 

 

 

 

 

Service user and carer 

Governors (elected) 

First Appointed 

Most 

Recent / 

Current 

Tenure 

Notes 

Council of 

Governors 

meetings 

attended 

2016/17 

Crouch, Brian David 
 

December 2013 2016 - 2019  3 of 5 

Hall, Helen January 2015 2013 - 2016 Elected in 
by-election 

1 of 3 

Jarrold, Phil 
 

December 2010 2013 - 2016  1 of 2 

Lynch, Chris 
 

September  
2014 

2014 - 2017  5 of 5 

McGrath, Ann 
 

February 2011 2014 - 2017  5 of 5 

McQuarrie, Ferguson 
 

October 2013 2016 - 2019  4 of 5 

Usherwood, Anna 
(Lead Governor) 
 

September 2008 2014 - 2017  5 of 5 

Archer, Gladys 
 

October 2015 2015 - 2018  4 of 5 

Arrowsmith, Charlotte 
 

October 2015 2015 - 2018  2 of 5 

King, Emma 
 

June 2016 2016 - 2019  3 of 4 

Cairns,Gordon 
 

June 2016 2014 - 2017 Elected in 
by-election 

3 of 4 

Bull, David 
 

September 2016 2016 - 2019  1 of 1 

Brassington, Michael 
 

September 2016 2016 - 2019  1 of 1 

Millar, Keith 
 

September 2016 2016 - 2019  1 of 1 
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Staff 

Governors 

(elected) 

Class 
First 

Appointed 

Most 

Recent / 

Current 

Tenure 

Notes 

Council of 

Governors 

meetings 

attended 

2016/17 

Bullen, Kathy 
Clinical 

Psychology 
September 

2014 
2014 - 2017  5 of 5 

Doble, Jill Therapies October 2013 2016 - 2019  4 of 5 

Mook, Phillip Non-Clinical 
September 

2014 
2014 - 2017  2 of 5 

Shaw, Janie Nursing 
September 

2014 
2015 - 2018  4 of 5 

Edwards, Ken Nursing 
September 

2007 (first tenure) 
2016-2019  

1 of 3 
 

Raju, Keerthy Medical October 2015 2014 - 2017 
Elected in 
by-election 

4 of 5 

Agnihotri, 
Deepak 

Therapies May 2016 2016 - 2019  3 of 3 

 

 

Partnership 

Governors 

(appointed) 

Organisatio

n 
First Appointed 

Most 

Recent / 

Current 

Tenure 

Notes 

Council of 

Governors 

meetings 

attended 

2016/17 

Durham, Liz 
Cheshire 

East Council 
January 2016 2016 - 2019  0 of 5 

Gilchrist, Phil  
Wirral 

Council 
October 2010 2016 - 2019  5 of 5 

Lea, 

O’Mahoney, 

Maurice  

Staff side October 2010 2013-2016 
Term ended 

Sept 2016 
2 of 5 

Smith, Pam  

West 

Cheshire 

CCG 

March 2014 2016-2019  2 of 5 

Stewart, Iain  Wirral CCG December 2013 2016-2019  
1 of 5 

 

Boyle, Sean Staff Side January 2017 2017 - 2020  
1 of 5 

 

Pollard, 

Graham 
Universities  April 2016 2016 - 2019  

 

3 of 5 

 

Gahan, Carol 

Cheshire 

West and 

Chester 

Council 

June 2015 2015 - 2018  4 of 5 
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Members of the Board of Directors regularly attend meetings of the Council of Governors in 
order to understand Governors’ views and to ensure continued development of the 
relationships between Board members and Governors. The Chief Executive has a standing 
invitation to attend all meetings of the Council. All Directors receive the Council’s papers for 
review and are invited to attend to present reports on topical issues.  
 
Directors, and in particular Non-Executives also come together regularly with Governors and 
Members at consultation, information and training events and seminars.  Directors and Non-
Executive Directors also regularly attend sub-committee meetings of the Council of 
Governors as well as attending other meetings such as locality forums.  
 
Directors’ attendance at meetings of the Council of Governors during 2016/17 is shown 
below.   
 

Director 
Council of Governors meetings 

attended - 2016/17 

Non-Executive Directors 

Burke-Sharples, Rebecca 2 of 5 

Clark, Fiona (term ended 31 Dec 2016) 3 of 4 

Crumplin, Lucy 2 of 5 

Eva, David (Chair) (term ended 31 May 2016) 1 of 1 

Maier, Mike (became Chair June 2016) 5 of 5 

O’Connor, Dr James 4 of 5 

McKenna (née Reiter), Sarah 0 of 5 

Jenner, Edward 1 of 1 

Campbell, Andrea 1 of 1 

Executive Directors 

Alam, Dr Faouzi/ Sivananthan  Dr Anushta - joint 

Medical Directors* 
3 of 5 

Cumiskey, Sheena (Chief Executive) 4 of 5 

Devaney, Avril  1 of 5 

Harris, David 0 of 5 

Styring, Andy 2 of 5 

Welch, Tim 3 of 5 

*Attendance combined for joint Medical Directors 

 

Governors have not exercised their power under paragraph 10C** of schedule 7 of the NHS 
Act 2006 to require one or more of the directors to attend a governors’ meeting for the 
purpose of obtaining information about the foundation trust’s performance of its functions or 
the directors’ performance of their duties (and deciding whether to propose a vote on the 
foundation trust’s or directors’ performance), during the financial year.  
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The Nominations and Remuneration Committee of the Council of Governors  

This Committee is chaired by the Trust’s Chair, Mike Maier. In 2016/17, the Committee’s 
members were: 
 

Governor  
 

Constituency  Attendance 

Usherwood, Anna  
 

Service User/Carer  5 of 5 

Crouch, Brian  
 

Service User/Carer 3 of 5 

Gilchrist, Phil  
 

Partnership 4 of 5 

Lea-O’Mahoney, Maurice 
(member until December 2016) 
 

Partnership 1 of 3 

Boyle, Sean  
(member from January 2017) 

 

Partnership 
 

0 of 2 

Robertson, Rob  
 

Public 5 of 5 

Doble, Jill  
(member until December 2016) 
 

Staff 
 
 

2 of 3 

Edwards, Ken  
(member from January 2017) 

Staff 
 

1 of 2 

 
The Committee met on five occasions. The purpose of these meetings was to oversee the 
appointment of two Non-Executive Directors, and undertake annual reviews of current Non-
Executive Directors. The Committee also met to review the Chairman’s appointment process 
concluded in March 2016 to consider learning for future appointments.  
 
The members of the Nominations and Remuneration Committee act on behalf of the Council 
of Governors. However, all decisions are presented to and agreed by the full Council.  
Further provisions as the appointment and removal of the Chair and other Non-Executive 
Directors are set out in Annex 7 of the Trust’s Constitution.  
 
The Directors report describes the process undertaken to appoint and reappoint to Non-
Executive Director positions during the year starting on page xx 
 

 

 

Membership & Engagement 

Trust has continued to build on its commitment to 
establish a representative Foundation Trust membership, 
where members are informed about the organisation and 
have the opportunity to engage with the Trust and 
become involved. This makes CWP a stronger, more 
responsive and better organisation. Staff, service user, 
carers and the general public are eligible to join the Trust 
as members. Membership is divided into three groups, 
known as constituencies: 
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 Service Users and Carers 

 Public 

 Staff 
 
Anyone aged over 11 or over is eligible to join the Trust as a member. 
 
Service users and carers 
Service users who are over the age of 11 and have received care or treatment from the Trust 
in the past 12 months, or carers of people who have accessed Trust services in the past 12 
months, are eligible to join the Trust as a ‘service user/carer’ member. People who have 
received care or treatment from the Trust more than 12 months ago, or cares for someone 
who has, are eligible to join the Trust as general public members. 
 
Public 
Staff from partner organisations, statutory, community or voluntary groups are welcome to 
join as individual members of the public. Within the public constituency, members join into a 
sub division, known as classes, which are based on the geographic boundaries of the three 
localities served by the Trust. There is also an ‘out of area’ class. Public members are 
assigned to one of the following classes dependent upon the area in which they live: 
 

 Wirral 

 Cheshire West 

 Cheshire East 

 Out of area 
 
Staff 
The Trust has put arrangements in place for staff to automatically become members 
because we would like staff to be as fully involved in the organisation as possible. However, 
staff are able to opt-out if they prefer.  
 
Staff join one of the following classes of the constituency: 
 

 Medical 

 Nursing - registered and non-registered 

 Therapies 

 Non-clinical staff 

 Clinical psychology 
 
Number of members 
At the end of March 2017 the Trust had 14,466 members. Membership is broken down into 
the following constituencies and classes: 
 
1,785 service user and carers 
 
9,209 public members: 

 2,753 Wirral 

 2,938 Cheshire West  

 2,087 Cheshire East  

 1,431 Out of area 
 
3472 staff members: 

 1720 nursing (registered and non-registered) 

 933 non-clinical (including volunteers) 
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 478 therapies 

 228 clinical psychology 

 113 medical 
 
The membership strategy 
The Communications and Engagement Strategy 2014/17 encompasses both the 
involvement and membership strategies. The Council of Governors has a Membership and 
Development Sub-Committee to oversee membership development and they review the 
membership profile annually and agree the target areas for recruitment and engagement. 
The Committee also receives regular reports on engagement activities, such as the annual 
members’ meeting, CWP Life magazine and wider involvement activities. 
 
A core objective of the strategy is ‘involvement’ which includes three campaigns to raise 
awareness of involvement opportunities and increase participation in underrepresented 
areas; to support people to access suitable and fulfilling roles that make a difference; and to 
identify two-way communication to enable governors to engage with members. 
 
The overall aim is to maintain overall numbers of members but particularly target the 
following areas: 
 

 Service users and carers 

 People in Cheshire East 

 Males (all ages) 

 Young people aged 11-16 

 Older people aged 60 and over 
 
This year, 37 service user/carers were recruited. Whilst CWP’s membership is broadly 
representative of the diverse communities it serves, there is a continued commitment to 
engage further with minority ethnic communities and other harder to reach groups including 
the gypsy / traveller communities, lesbian, gay, bisexual and transgender (LGBT) 
communities and also those who have sensory difficulties. 
 
Membership engagement 
CWP has several programmes of work that use a variety of approaches to communicate, 
consult and engage with members. The aim is to ensure that members, governors, 
volunteers and involvement representatives feel informed and engaged so they can be 
meaningfully involved in the Trust. 
 
Involvement 
In the last year, 13 new people have signed up to  involvement. 
There has also been a greater interest in people seeking to 
become governors with more nomination requests than previous 
years, more frequently contested seats and reduced number of 
vacant seats on the Council of Governors. 
 
Patient and public involvement 
Each locality now has a dedicated participation team to promote and support local 
involvement in services and drive membership recruitment. Members have been provided 
with information on the range of different opportunities to get involved with the Trust. There 
are currently 298 members signed up as Involvement Representatives who are engaged in a 
wide range of activities such as project groups, audits and inspections and staff  
recruitment.  
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Communications 
Last year CWP launched its new membership magazine ‘CWP Life’. The magazine was 
designed and produced in collaboration with people who access our services, carers, staff 
and our governors. This year CWP Life won the Chartered Institute of Public Relations 
Award for Best Publication. The magazine was commended for its clear design and co-
production.  

 
Young Advisors 

CWP was the first NHS Trust to establish a group of Young 
Advisors. These are  people aged between 15 and 24, who 
stimulate social action by showing community leaders and 
decision makers how to engage young people in community 
life, local decision making and improving services. 
 
Over the last six years, following the development of a 
dedicated Participation Development Worker post in Central 

and East Cheshire, the involvement of young people that both access our services and those 
across the wider community has increased to one that is embedded in our day to day 
practices. A large part of this success was born out of the development of our young 
people’s Listen Up! involvement groups which enabled them to work with young people to 
identify key themes and areas for service development and to provide them with training to 
enable their involvement in our recruitment and selection processes. This success led to the 
additional funding being received to create additional capacity and further training to develop 
a second cohort of CWP Young Advisors across Central, East and West Cheshire.  
 
Recent work by the Young Advisors includes a commission from Central and East Young 
People’s Substance Misuse Services, where the Young Advisors used a variety of 
engagement methods to hear the voices of local young people across Central and East 
Cheshire to inform the design of the service. The Young Advisors completed this piece of 
work, supported by the Young Advisors Co-ordinator, from planning stages to conducting 
focus groups and questionnaires, to writing a report of their findings for the commissioners. 
 
Last year, the Young Advisors completed a piece of work to address an issue they have 
highlighted from the outset of their involvement work. This concerned the lack of awareness 
of mental health issues and how to address young people presenting to A&E in crisis, to a 
GP surgery with mental health issues, or having a stay on a paediatric ward because of 
mental health difficulties. This work was commissioned by Eastern Cheshire CCG and has 
involved the planning and delivery of 14 training sessions, co-produced with clinicians from 
Eastern Cheshire CAMHS. 
 
The Young Advisors have also worked with leads in the Emotionally Healthy Schools project 
pilot across Cheshire, delivering training to professionals around their experiences and 
advising on how to treat a young person when they have presented with mental health 
issues or self-harmed. As the success of CWP Young Advisors grows we hope to engage 
many more young people across Cheshire to take part in this participation and recovery 
model. 
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2.2 Remuneration Report 

Annual Chair’s statement on remuneration 

There were no major decisions or substantial changes to senior managers’ remuneration in 
2016/17.  
 
Senior manager remuneration policy 

The Remuneration and Terms of Service Committee determines the remuneration of all 
members of the Trust’s Executive Management Team. The Committee is required to ensure 
levels of individual remuneration are sufficient to attract, retain and motivate directors of the 
quality required to run the Trust successfully, but without paying more than is necessary for 
that purpose. In ensuring that, the Committee considers the recommendations made by 
national pay review bodies, local pay market forces and, from time to time, commissions its 
own benchmarking review. Within the Trust, executive pay is fixed at specified pay points: 
there is no pay band or incremental pay progression. 
 
As at 31 March 2017, there is no obligation for the Trust regarding early termination of 
executive team members' contracts. 
 
The Trust’s normal practice is that all Executive team members are employed on indefinite 
contracts with a notice period of three months (six months for the Chief Executive). The Trust 
has adopted the Agenda for Change pay structure and job evaluation processes. This has 
been taken into account in determining Directors remuneration. The Consultation and 
Negotiation Partnership Committee (CNPC) undertake the role of consulting with employees 
on matters of pay and remuneration. 
 
Performance objectives are determined for the Chief Executive and each other executive 
management team member annually. Each executive team member receives an annual 
appraisal and regular management reviews to ensure objectives are achieved.  
 

Nominations and Remuneration Committee of the Board  
 
Membership of the Nominations and Remuneration Committee comprises the Trust Chair 
and all Non-Executive directors. The Chief Executive attends the Committee in an advisory 
capacity, except for meetings that consider her own remuneration or terms and conditions of 
service. The pay of executive team members is not performance related. 
 
There is no performance related pay or any other components included in any remuneration 
packages for Trust senior managers and none of the CWP Executive Directors serve as a 
Non-Executive Director elsewhere. 
 
One meeting of the Nominations and Remuneration Committee of the Board were held 
during 2016/17, with committee members attendances as follows: 
 

Director 
Nominations and Remuneration 

Committee of the Board 

Maier, Mike 1 of 1 

Burke-Sharples, Rebecca  1 of 1 

Crumplin, Lucy 0 of 1 

O’Connor, Dr James 1 of 1 

McKenna, Sarah 1 of 1 

Jenner, Edward 0 of 0 

Campbell, Andrea 0 of 0 

Clark, Fiona 0 of 1 
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The Director of People and Organisational Development has also been in attendance at the 
Committee to provide advice and expert guidance. 
 

Fair Pay Disclosure 
The 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. The remuneration of the highest-paid director in the financial year 
2016/17 was £170,530. This is 6.2 times the median remuneration of the workforce, which 
was £27,361. 
 
In 2016/17, there were no employees who received remuneration in excess of the highest-
paid Director (3, 2015/16). 
 

 31 March 2017 31 March 2016 

Band of Highest Paid Directors Total 
Remuneration 170-175 165-170 

Median Total Remuneration (£) £27,361 £27,090 

Ratio 6.2 6.2 

 
There are three executives who were paid more than £142,500 in 2016/17. For the purposes 
of this disclosure, pay is defined as salary and fees, all taxable benefits and any annual or 
long term performance related bonuses (of which there were none during the year). 
 
The annual earnings of the three executives above who have exceeded the £142,500 
threshold reflect the going market rate and additional payments for clinical related activities. 
The Trust is satisfied that this remuneration is reasonable given the exceptional 
requirements of the respective roles following the applied level of scrutiny of the Trusts 
Nominations and Remuneration Committee. 
 
Service Contract obligations 
There are no obligations to the Trust set out in service contracts. 
 
Payment for loss of office 
As described above, in addition to the notice period agreed for executive directors and the 
chief executive, there is a locally agreed policy on notice periods for senior managers. Band 
8 and 9 Senior Managers are required to provide a notice period of 3 months. There have 
been no payments for loss of office in year.   
 
Payment for past senior managers 
There have been no pay obligations for past senior managers in 2016/17. This was also a nil 
return in 2015/16. 
 
 

Statement of consideration of employment conditions elsewhere in the Foundation 
Trust. 
Any decision on senior manager remuneration is taken in the context of employment 
conditions elsewhere in the Trust 
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Late Payment of Commercial Debt (Interest) Act 1998 
The Trust did not incur any charges for late payment of commercial debt (interest) Act 
1998 during the financial year (£86.87 - 2015/16). 
 
Consultations 
There were no public consultations undertaken in 2016/17.  
 
Pension Liabilities 
For the year ending 31 March 2017, there were 6 early retirements (31 March 2016 - 6 early 
retirements) from the NHS Foundation Trust on the grounds of ill health. The additional 
pension liabilities of these ill health retirements will be £344,762 (year ended 31 March 2016 
£354,464). The cost of these ill health retirements will be borne by the NHS Business 
Services Authority – Pensions Division. 
 
Data loss and confidentiality breaches (required as part of NHS Information 
Governance rules)  
Information on data loss and confidentiality breaches can be found in our Annual 
Governance Statement on page xx. 
 
Payment of governor expenses 
At the 31 March 2017, 15 governors received expenses totaling £4,216.07. This compares to 
13 governors receiving expenses totaling £4,786.07 in 2015/16. 
 
Note to the Remuneration Table 
The Remuneration table below comprises both payments to (Salary and Fees) and benefits 
received in the year (Taxable Benefits) or accruing (Pension Related Benefits) to Senior 
Managers. Taxable benefits and pension related benefits are not payments to Senior 
Managers in the year. 
 
Salary is the gross salary paid/payable to the senior manager. Taxable benefits are the gross 
value of benefits before tax. The value shown in pension related benefits is the annual 
increase in pension entitlement from participating in the NHS Pension Scheme. The annual 
increase is derived from estimated increases in pension and lump sum entitlement, 
calculated independently of the Trust by the NHS Pensions Scheme. 
 
Notes to the Remuneration table describe any part year effects of individuals being included 
within the Senior Managers Remuneration Table and the HMRC method of calculating 
Pension Related Benefits. 
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Senior Managers Remuneration and Pension Entitlements 

The Remuneration Report for Senior Managers           

2016/2017 (a) (b) (c) (d) (e) (f) 

Name and title Salary 
Expense Payments 

(taxable) 
Performance Pay 

and Bonuses 

Long Term 
Performance Pay 

and Bonuses 

All Pension 
Related Benefits 

Total  

  
(bands of 

£5,000) 
(to the nearest £100) (bands of £5,000) (bands of £5,000) (bands of £2,500) 

(a to e) 
(bands of £5,000) 

S Cumiskey -  Chief Executive 145-150 0 0 0 32.5-35 180-185 

T Welch - Director of Finance 125-130 100 0 0 45-47.5 170-175 

A Devaney - Director of Nursing 90-95 9,100 0 0 0 95-100 

A Styring - Director of Operations 95-100 0 0 0 0 95-100 

A Sivananthan - Medical Director 170-175 0 0 0 75-77.5 245-250 

F Alam - Medical Director 145-150 0 0 0 75-77.5 220-225 

D Harris - Director of People & Org. Dev. 85-90 0 0 0 27.5-30 110-115 

D Eva - Non Executive Director 5-10 0 0 0 0 5-10 

F Clarke - Non Executive Director 5-10 500 0 0 0 5-10 

E Jenner - Non Executive Director 0-5 0 0 0 0 0-5 

J O'Connor - Non Executive Director 10-15 0 0 0 0 10-15 

R Burke-Sharples - Non Executive Director 10-15 0 0 0 0 10-15 

L Crumplin - Non Executive Director 10-15 0 0 0 0 10-15 

M Maier - Non Executive Director 35-40 0 0 0 0 35-40 

S McKenna - Non Executive Director 10-15 0 0 0 0 10-15 

A Campbell - Non Executive Director 0-5 0 0 0 0 0-5 

Please Note:  

D Eva left the Trust on 31
st
 May 2016. David  Eva was replaced as Chairman by Mike Maier on 1

st
 June 2016. 

Fiona Clarke left the Trust on 31
st
 December 2016. Both Mike Maier and Fiona Clarke were replaced by Edward Jenner and Andrea Campbell on 1

st
 January 2017.     
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The Remuneration Report for Senior Managers           

2015/2016                                                                  (a) (b) (c) (d)    (e) (f) 

Name and title 

Salary & Fees 
 
 

(bands of 
£5,000) 

Taxable Benefits 
 
 

(to the nearest 
£100) 

Annual 
Performance 

Related Benefits 
 

(bands of £5,000) 

Long Term 
Performance 

Related Benefits 
 

(bands of £5,000) 

Pension Related 
Benefits* 

 
 

(bands of £2,500) 

Total 
 
 

(bands of £5,000) 

S Cumiskey -  Chief Executive 145-150 0 0 0 5-7.5 150-155 

T Welch - Director of Finance 120-125 2,300 0 0 17.5-20 145-150 

A Devaney - Director of Nursing 80-85 8,000 0 0 0 85-90 

A Styring - Director of Operations 95-100 0 0 0 0 95-100 

A Sivananthan - Medical Director 165-170 0 0 0 105-107.5 275-280 

F Alam - Medical Director 135-140 0 0 0 5-7.5 145-150 

D Harris - Director of People & Org. Dev. 80-85 0 0 0 77.5-80 160-165 

S.Scorer – Interim Director of Nursing 45-50 1,400 0 0 77.5-80 125-130 

D Eva - Non Executive Director 40-45 0 0 0 0 40-45 

F Clarke - Non Executive Director 10-15 600 0 0 0 10-15 

R Howarth - Non Executive Director 5-10 0 0 0 0 5-10 

J O'Connor - Non Executive Director 10-15 0 0 0 0 10-15 

R Burke-Sharples - Non Executive Director 10-15 0 0 0 0 10-15 

L Crumplin - Non Executive Director 10-15 300 0 0 0 10-15 

M Maier - Non Executive Director 15-20 0 0 0 0 15-20 

S.Reiter – Non Executive Director 5-10 0 0 0 0 5-10 

Please Note:  
For the period 17/08/2015 to 11/03/2016, S Scorer temporarily occupied the role of Director of Nursing during a period of planned absence, for the current Director of Nursing 
Avril Devaney. Payments to the host trust Tees, Esk & Wear Valleys NHS Foundation Trust totalled £68,295 including on-costs. 
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Total Pension Entitlements Disclosure of Senior Managers 

Pension Benefits Disclosure Table                

2016/2017 (a) (b) (c) (d) (e) (f) (g) (h) 

Name and title Real increase 
in pension at 
pension age 

 
 
 
 
 
 

(bands of 
£2,500 £000) 

Real Increase 
in pension 

lump sum at 
pension age 

 
 
 
 
 

(bands of 
£2,500 £000) 

Total accrued 
pension  at 

pension age 
at 31 March 

2017 
 
 
 
 

(bands of 
£5,000 £000) 

Lump sum at 
pension age 

related to 
accrued 

pension at 31 
March 2017 

 
 
 

(bands of 
£5,000 £000) 

Cash 
Equivalent 
Transfer 

Value at 1 
April 2016 

 
 
 
 
 

£000 

Real increase 
in Cash 

Equivalent 
Transfer 

Value 
 
 
 
 
 

£000 

Cash 
Equivalent 
Transfer 

Value at 31 
March 2017 

 
 
 
 
 

£000 

Employers 
Contribution 

to 
Stakeholder 

Pension 
 
 
 
 
 

£000 

S Cumiskey -  Chief Executive 0-2.5 5-7.5 55-60 175-180 1,098 81 1,179 0 

T Welch - Director of Finance 2.5-5 0-2.5 35-40 100-105 516 49 564 0 

A Devaney - Director of Nursing 0-2.5 0-2.5 45-50 135-140 823 21 844 0 

A Sivananthan - Medical Director 2.5-5 12.5-15 55-60 170-175 912 98 1,010 0 

F Alam - Medical Director 2.5-5 2.5-5 20-25 45-50 246 56 302 0 

D Harris - Director of People & 
Organisational Development  

0-2.5 0-2.5 35-40 0 386 31 416 0 
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Pension Benefits Disclosure Table                

2015/2016   

Name and title Real 
increase in 
pension at 

age 60 
 
 
 
 
 

(bands of 
£2,500) 

£000 

Real 
Increase in 

pension 
lump sum at 

age 60 
 
 
 
 

(bands of 
£2,500) £000 

Total 
accrued 

pension at 
age 60 at 31 
March 2016 

 
 
 
 

(bands of 
£5,000) £000 

Lump sum at 
age 60 

related to 
accrued 

pension at 31 
March 2016 

 
 
 

(bands of 
£5,000) £000 

Cash 
Equivalent 
Transfer 

Value at 1 
April 2015 

 
 
 
 
 

£000 

Real 
increase in 

Cash 
Equivalent 
Transfer 

Value 
 
 
 
 

£000 

Cash 
Equivalent 
Transfer 

Value at 31 
March 2016 

 
 
 
 
 

£000 

Employers 
Contribution 

to 
Stakeholder 

Pension 
 
 
 
 
 

£000 

S Cumiskey – Chief Executive 0-2.5 2.5-5 55-60 170-175 1,051 34 1,098 0 

T Welch - Director of Finance 0-2.5 0 35-40 95-100 493 17 516 0 

A Devaney - Director of Nursing 0 0 45-50 135-140 811 3 823 0 

A Sivananthan - Medical Director 5-7.5 17.5-20 50-55 155-160 767 136 912 0 

F Alam - Medical Director 0-2.5 0 10-15 35-40 190 10 202 0 

D Harris - Director of HR & Organisational 
Development 

2.5-5 0 35-40 0 329 52 386 0 

S Scorer – Interim Director of Nursing 2.5-5 10-12.5 20-25 60-65 328 80 412 0 

Note 1: Pension related benefits shows the annual increase in pension entitlement, expressed in bands of £2,500. The figure includes those benefits accruing from 
membership of the NHS pension scheme, calculated using the method set out in s229 of the Finance Act 2004. 

The calculation shows the increase in the annual rate of pension and the amount of lump sum that would be payable to those named above, if they were entitled to access 
their pension at the 31March 2017 compared to the 31March 2016 (after adjusting for inflation and multiplying by a standard capitalisation factor) less any contributions made 
by the Executive or any transferred in amounts 

Signed : 

 

 

 

Sheena Cumiskey – Chief Executive
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2.3 Staff Report 

Trust Employees – staff numbers 
 

Analysis of average staff numbers 

The table below providers an overview of average staff numbers for 2016/17 and for comparison, 
2015/16.  
 

Average number of employees (WTE basis) 
Permanent 

Number 

Other 

Number 

2016/17 

Total 

Number 

2015/16 

Total 

Number 

Medical and dental  135 0 135 134 

Administration and estates  684 0 684 695 

Healthcare assistants and other support staff  212 0 212 226 

Nursing, midwifery and health visiting staff  1,442 0 1,442 1,444 

Scientific, therapeutic and technical staff  434 0 434 507 

Healthcare science staff 63 0 63 0 

Social care staff  4 0 4 3 

Agency and contract staff 0 25 25 41 

Bank staff 0 166 166 181 

Other 0 0 0 0 

Total average numbers 2,975 191 3,166 3,231 

Of which: 
    

Number of employees (WTE) engaged on capital 

projects 
0 0 0 0 

 

The tables below set out a breakdown of the numbers of Trust staff by gender at the 2016/17 year end; 
 

Staff Category Female Male Grand Total 

Executive Directors 3 4 7 

Other Senior Managers 4 3 7 

Other Employees 2714 692 3406 

Grand Total 2721 699 3420 

 

Staff Category Female Male 

Executive Directors 42.86% 57.14% 

Other Senior Managers 57.14% 42.86% 

Other Employees 79.68% 20.32% 

Grand Total 79.56% 20.44% 

 

Sickness absence data 

At 5.36% the Trust overall level of sickness absence for 2016/17 was lower compared to the 2015/16 
figure of 5.37%. 

 



56 
 

Staff Costs 
An analysis of staff costs is set out below. To delineate, staff ‘permanently employed’ are those defined 
as those staff with a permanent contract directly with the Trust (including Executive Directors but 
excluding Non-Executive Directors). Staff defined as ‘other’ are those engaged on the objectives of the 
Trust that do not have permanent (UK) contact of employment with the Trust. This includes employees 
on short term contracts of employment, agency/temporary staff, locally engaged staff overseas and 
inward secondments from other organisations.  

 

Staff costs 
Permanent 

(£000) 

Other  

(£000) 

2016/17 

Total  

2015/16 

Total  

Salaries and wages 104,682 703 105,386 106,387 

Social security costs  9,186 - 9,186 7,122 

Employer's contributions to NHS pensions  12,663 - 12,663 12,548 

Pension cost - other - - - - 

Other post-employment benefits - - - - 

Other employment benefits - - - - 

Termination benefits - 1,699 1,699 518 

Temporary staff - 1,925 1,925 3,196 

Salaries and wages 104,682 703 105,386 106,387 

Total gross staff costs 126,531 4,328 130,859 129,771 

   
   Staff policies and actions 

 

Policies in relation to disabled people 
The Trust seeks to support job applicants and staff who have a disability – our commitment is set out in 
our approach to recruitment and we are proud that the Trust has been assessed and awarded Level 2: 
Disability Confident Employer. This means we have signed up to interviewing all disabled applicants who 
meet the minimum criteria for a job vacancy and that we will make every effort when employees become 
disabled to make sure they stay in employment. Training and systems are in place for Recruiting 
Managers to ensure they know how they can best support disabled applicants throughout the 
recruitment and selection process. 
 
We have also renewed our Charter for Employers who are positive about mental health. Our 
Occupational Health and Staff Support teams continue to support individuals and advise managers 
about how to make reasonable adjustments to keep people in work.  
 
Revisiting our commitment to employing reservists 
The Trust has also reconfirmed its commitment to become a supportive employer of reservists and is 
pleased to have signed up to the prestigious Armed Forces Covenant which highlights our support for 
both reservists and veterans.  There will be a programme of awareness-raising moving forward into next 
year that highlights the benefits of supporting reservists and those who have served in the Armed 
Forces. 
 
Information to and consultation with employees 
The annual staff survey continues to be one of the key mechanisms to engage with staff and all staff 
are given an opportunity to respond, rather than a representative. Staff are to respond either by email or 
paper copy.  
 
Please refer to pages XX to XX for more detail on this year’s staff survey results. 
 
The Trust continues to use the staff Friends and Family Test which shows that the majority of 
respondents would recommend CWP as a place to work and to receive care. 
 
Our partnership agreement with staff side colleagues’ remains strong and is a priority for the Trust. 
Formal meetings with staff side colleagues take place at the regular Consultation and Negotiation 
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Partnership Committee and these are supplemented with regular informal meetings. Staff side 
colleagues are represented at a range of Trust governance committees and attend local management 
meetings as well as informal meetings. 
 
Staff have continued to contribute to the weekly e-bulletin and the locality newsletter, trialled in Wirral, 
which has received positive feedback with staff clearly appreciating the direct communication from 
services.   
 
A year on, CWP Life, the Trust magazine has been very positively received and in November it was 
awarded Gold for ‘Best Publication’ by the Chartered Institute of Public Relations at the North West 
PRide Awards Ceremony. The magazine was commended as a great example of good practice with a 
comprehensive approach to research and planning and its simple, clear and engaging design. The 
magazine is co-created by health care professionals, patients and carers to promote local support 
available and shine a light on real life experiences of people living with health conditions.  
 
Several events have also been held this year to engage people and share good practice across the 
Trust. These include the annual members meeting and Best Practice Event in New Brighton, at which 
over 200 people attended. The event was an exhibition of the most innovative, exciting and inspiring 
work carried out by the Trust over the past year. The number of entries received from staff for the Big 
Book of Best Practice almost doubled compared with the previous year. 
 
The Trust also launched its person centred framework in March 2017 – which aims to instil a shared 
understanding about how we can best connect with people as unique individuals with their own 
strengths, abilities, needs and goals. Co-produced by people who access services, their carers, families 
and staff colleagues, the eight overarching principles celebrate and support us all as unique individuals. 
 
For the fourth year running, CWP celebrated “Takeover Day” where a range of local services offering 
mental health support for children and adolescents showcased their work with young people over the last 
12 months. The day finished with young people hosting a question and answer session alongside Trust 
senior management to talk about the issues important to them. 
 
More than 100 CWP staff have also enjoyed a series of Health and Wellbeing events hosted by the 
Trust’s Occupational Health department. The events form part of CWP’s Health and Wellbeing Strategy, 
part of the Trust’s ‘Our People’ campaign, which ensures CWP is the best possible organisation for staff, 
carers and service users to work and receive care. Colleagues were encouraged to take part in new 
initiatives, and to come up with healthy living ideas of their own. 
 
Staff have also benefitted from a new ‘Mindfulness’ programme. The programme, run by the Trust’s 
Central and East Cheshire Recovery College, includes a range of courses and activities, including 
Zumba, Pilates, Indian Head Massage and Reflexology. More than 200 CWP staff have attended at least 
one aspect of the programme, with 67% reporting a decrease in stress after attending sessions.  
 
Schwartz Rounds continue to be run with success. This is a multidisciplinary opportunity for clinical and 
non-clinical staff to discuss emotive and social issues that can arise in patient care. 
 
CWP have also worked with Skills for Health to offer local people the chance to gain hands-on work 
experience within the health sector by taking part in a 14 week pre-employment programme. The pre-
employment scheme is an excellent programme that is beneficial to both employers and individuals 
trying to get back into work 
 
2016/17 has also seen the development of the Trust ‘Big Conversation’ programme. In the past few 
months a number of workshops have been held with staff on enabling their voice to be heard more loudly 
and clearly so that staff feel that they are truly involved in shaping the future direction of the Trust.  
 
Details of any consultations with staff  
There have been a number of consultations with staff during the year as a result of service changes.  
These include: 
 

http://www.cwp.nhs.uk/news-and-blogs/news/sheenas-blog-being-person-centred/
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 Administration Review   
 
Wirral Locality completed a major review of administration services this year.  Staff were fully engaged in 
the review and helped shape the delivery model.  Administration staff now operate in ‘Hubs’ which 
service each of the locality teams.  A similar review has commenced in West Locality using a similar 
model of staff engagement. 
 

 Improving Access to Psychological Therapies (IAPT) in East Cheshire  
 
This service was put out to tender by the East Cheshire Clinical Commissioning Group. The contract was 
awarded to Big Life Group resulting in 21 staff transferring their employment out of the Trust in February 
2017 in line with the Transfer of Undertakings (Protection of Employment) Regulations 2006 (TUPE). 
 

 Learning Disabilities Transforming Care Programme  
 
Options and plans for transforming services and support for people with learning disabilities, autism or 
both a learning disability and autism remain at the pre-consultation stage, with options for possible public 
consultation being discussed with a range of stakeholders. CWP is part of the Cheshire & Mersey 
Transforming Care Partnership which is working to implement the national plan set out in Building the 
Right Support, published by NHS England in October 2015. 
 

 East Cheshire Facilities Department 
 
A service review was undertaken which led to changes to job roles, rota and supervision arrangements. 
A staff consultation was undertaken involving 13 staff and the changes were successfully implemented. 
 

 Redesigning Adult and Older People’s Mental Health Services in East and South Cheshire  
 
Staff are being kept updated on proposals to redesign services aimed at providing strong community 
services with early intervention and high quality inpatient facilities.  Potential options are currently being 
discussed with key stakeholders prior to formal consultation taking place later in 2017 

 
Modern Slavery 2015 
The Board of Directors approved and published a statement recognising the principles of the Modern 
Slavery Act 2015. This sets out the Trust’s commitments to the highest level of ethical standards and 
sounds governance arrangements to fully support the government’s objectives to eradicate modern 
slavery and human trafficking.  
 
CWP has identified possible supply chain risks relating to slavery and human tracking and has set out 
mitigations to avoid these including provisions in tender documentation to exclude any bidder previously 
convicted of offences under the Modern Slavery Act 2015, imposition conditions in existing contracts for 
termination in the event of breaches of the Modern Slavery Act 2015, training staff in the principles of the 
Act and raising awareness of the statement and the Trust’s commitment to the principles therein.  
 
Health and safety and occupational health and wellbeing 
One of the Trust’s four strategic People and Organisational Development objectives is to provide a 
workplace where people can be at their best 
 
The health & wellbeing of CWP staff is of paramount importance to the Trust instigating a health needs 
assessment of the workforce undertaken in June 2016, which became the basis for the development and 
launch of CWP’s Workforce Health and Wellbeing Strategy 2016-19.  
 
As part of this strategy, a range of wellbeing activities were implemented to allow staff to engage in 
workplace initiatives as part of an effective work-life balance and ultimately to encourage better health 
both inside and outside of work with the aims of preventing  sickness, stress and other related absence.  
 
A range of activities have been provided in 2016/17 including ‘Dry January’, pedometer challenges, 
Dechox (health eating events), staff health checks and health promotion events, the Great Cycle 
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Challenge, a Walking Group, Weight Management Classes and mindfulness classes. The flu campaign 
has seen a 32% increase in vaccinations since 2015.  
 
CWP has worked in partnership with the Countess of Chester Hospital and the Land Trust to provide a 
green space for staff and local residents to exercise via the Countess of Chester Country Park. The 
Trust also continues to work with the Calouste Gulbenkian Foundation to deliver a project specifically 
created for our staff aged 50 and over ‘Later Life Transitions – Working Longer and Living Life to the 
Full.’  
 
During 2016/17 the Trust conducted an in-depth review into attendance levels to better understand the 
factors and initiatives which were helping or hindering staff in being present, productive and happy in 
their work. The output of this exercise will be monitored via the Health and Wellbeing subgroup, which 
oversees the implementation of the Wellbeing Strategy and reports into the Trust’s People and 
Organisational Development Sub-Committee. 
 
A range of work has been undertaken to improve approaches to health and safety in the Trust. These 
include: 

 Health, Safety & Security (HSS) Assessments – 28 have been carried out with no major 
issues reported 

 Cardinus Workstation Programme was launched in November 2015, 2800 members of staff 
were invited to take part, and 79% have now been completed. Standard and specialised 
equipment is accessible to all staff 

 There has been a reduction in RIDDOR incidents reported to Health and Safety Executive (HSE) 
for the third consecutive year and this was the lowest number since recording commenced. 

 Central Alert System (CAS) - received 97 alerts compared to 129 of the previous year 
 
Health and Safety issues in the Trust are monitored by the Health and Safety sub-committee meeting. In 
2016/17 the sub Committee was reconfigured and will now meet twice a year with work being taken 
forward in localities in the intervening periods. 
 

Anti-Fraud  

As described in the Audit Committee report, the Trust’s anti-fraud services are provided by MIAA. The 
Accountable Officer for anti-fraud is the Director of Finance. There were a number of investigations 
within the 2016/17 financial year, which were investigated in accordance with the Trust's anti-fraud, 
bribery and corruption policy.  
 
The Trust's anti-fraud work plan for 2016/17 included work across four areas of anti-fraud activity as 
directed by NHS Protect. The Trust actively encourages its staff to use the raising and escalating 
concerns policy where they have concerns. This policy reflects the Sir Robert Francis review 
recommendations to have policies in place to create and honest and open reporting culture in the NHS.   
 
The Audit Committee review and receive assurances on the delivery of the anti-fraud service. This is 
described on page xx 
 

Expenditure on consultancy  

Consultancy costs for 2016/17 totalled £93,000. Costs in 2015/16 were £100,000. 

 
Reporting high off- payroll engagements 
Off-payroll arrangements are those where individuals, either self-employed or acting through a personal 
service company, are paid more than £220 per day and the engagement lasts longer than six months. 
The Trust is working to ensure that any off payroll arrangements are in line with NHS Improvement 
guidelines. 
 
All off-payroll engagements are subject to internal discussion regarding the appropriate treatment of 
income tax, national insurance and superannuation contributions. 
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From April 2017, the government has made public sector bodies and agencies responsible for operating 
the tax rules that apply to off payroll working in the public sector.  This is a major change in the tax and 
NI treatment of off payroll engagements. The Trust’s policy on disclosure of off-payroll engagements is to 
include only those engagements which temporarily cover substantive posts within the Trust’s staffing 
structure.  
 
The disclosures below relate specifically to General Practitioners (GP’s) in the Trust’s Out of Hours 
Service. The Trust applied HMRC’s guidance and modelled the arrangement through HMRC’s 
Employment Status Indicator toolkit. 
 
The Trust is required to disclose details of any highly paid and/or senior off-payroll engagements in the 
following categories: 
 
1. For all (new and existing) off-payroll engagements as of 31 March 2017, for more than £220 
per day and that last for longer than six months; 
 

 Number of 
engagements 

Number of existing engagements as of 31 
March 2017 65 

Of which: 
 

Number that have existed for between one and two years at the time of reporting 
2 

Number that have existed for between two and three years at the time of reporting 
11 

Number that have existed for between three and four years at the time of reporting 
14 

Number that have existed for four or more years at the time of reporting 
38 

Number that have existed for less than one year at the time of reporting 
0 

 
2. For all new off-payroll engagements, or those that reached six months in duration, between 
01 April 2016 and 31 March 2017, for more than £220 per day and that last for longer than six 
months. 
 

 Number of 
engagements 

Number of new engagements, or those that reached six months in duration 
between 01 April 2016 and 31 March 2017 2 

Number of the above which include contractual clauses giving the trust the right to 
request assurance in relation to income tax and national insurance obligations 0 

Number for whom assurance has been requested 
0 

Of which:  

Number for whom assurance has been received 
0 

Number for whom assurance has not been received 0 

Number that have been terminated as a result 
of assurance not being received 0 
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3. Off-payroll engagements of board members, and/or senior officials with significant 
financial responsibility, between 1 April 2016 and 31 March 2017 
 

 
Number of 

engagements 

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

 
0 

Number of individuals that have been deemed "board members and/or senior 
officials with significant financial responsibility".  This figure should include both off-
payroll and on-payroll engagements. 

 
16* 

*D Eva left the Trust on 31st May 2016. David Eva was replaced as Chairman by Mike Maier on 1st June 2016. 
Fiona Clarke left the Trust on 31st December 2016. Both Mike Maier and Fiona Clarke were replaced by Edward Jenner and 
Andrea Campbell on 1st January 2017. 

 

 

Exit Packages 

 

Reporting of compensation schemes - exit packages 2016/17 
Within the period 1 April 2016 until 31 March 2017, 17 exit packages totaling £414,000 were agreed. 
The 17 packages included 12 compulsory redundancies totaling £322,000. The number of other 
departures agreed included 5  voluntary redundancy totaling £92,000. 
 

 

Number of  

compulsory 

redundancies 

Number of 

other 

departures 

agreed 

Total 

number 

of exit 

packages 

Exit package cost band (including any special payment 

element)    

<£10,000 4 2 6 

£10,001 - £25,000 3 1 4 

£25,001 - 50,000 3 2 5 

£50,001 - £100,000 2 0 2 

£100,001 - £150,000 0 0 0 

£150,001 - £200,000 0 0 0 

>£200,000 0 0 0 

Total number of exit packages by type 12 5 17 

Total resource cost (£) 

£322,000 £92,000 

 

£414,000 

 

Exit packages: other (non-compulsory) departure payments 

Within the period 1 April 2016 until 31 March 2017, 5 exit packages totaling £92,000 were agreed. All 5 
payments related to voluntary redundancy. 
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  2016/17 2015/16 

  
Payments 

agreed 

Total  

value of 

agreements 

Payments 

agreed 

Total  

value of 

agreements 

  Number £000 Number £000 

Voluntary redundancies including 

early retirement contractual costs 
5 92 1 68 

Mutually agreed resignations 

(MARS) contractual costs 
- - 2 36 

Early retirements in the efficiency 

of the service contractual costs 
- - - - 

Contractual payments in lieu of 

notice  
- - - - 

Exit payments following 

Employment Tribunals or court 

orders 

- - - - 

Non-contractual payments 

requiring HMT approval 

- - - - 

Total 5 92 3 104 

Of which:     

Non-contractual payments 

requiring HMT approval made to 

individuals where the payment 

value was more than 12 months’ of 

their annual salary 

-  -  -  -  

 

Staff Survey 
 
Commentary 
The annual staff survey continues to be one of the key mechanisms to engage with staff and for the 
fourth year running the Trust has opted to survey all staff rather than a representative sample. 
 
CWP was pleased to be ranked top of all mental health, learning disability and community Trusts based 
on feedback from staff who took part in the 2016 NHS Staff Survey. More staff at CWP recommended 
the Trust as place to work and receive care, and said that patient care was the Trust’s top priority.  
 
The staff survey enables us to help our people to be the best that they can be. It does this by providing 
data for us to monitor staff satisfaction and opinion annually across a range of measures and by enabling 
us to benchmark ourselves against other similar NHS organisations.  
 
This year’s survey was accessible to all employees in the last quarter of 2016 and the results were 
collated by the approved external contractors at Quality Health. Our use of Quality Health to receive the 
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questionnaire data and translate it into anonymised Trust information ensures its confidentiality and 
impartiality. This information was made available to us in phases throughout February and March 2017. 
 
This year, the vast majority of surveys were emailed to staff; this was the first time the staff survey has 
been conducted in this way. Staff in roles with limited access to emails, such as estates and facilities, 
were provided with a paper-based copy. Staff could also opt for a paper based version of the survey if 
they so wished.  
 
The range of measures used include core questions set by the Care Quality Commission (CQC) on: 
Personal Development; Your Job; Your Managers; Your Organisation; Your Health, Wellbeing and 
Safety at Work; Occupational Health; Leadership and Career Development; and Patient Experience. 
Together with bespoke questions specifically commissioned by CWP relating to trust values, person-
centred and health and wellbeing. 
 
The results received show us the Trust-wide picture. This data is interrogated further to enable all 
employees to see the results of their collective feedback both Trust-wide and at locality level.  
 
In addition to this, significant work is being delivered across the Trust as part of our overall People and 
Organisational Development Strategy that addresses many of the issues highlighted through the Staff 
Survey. Our firm intention is to link this action more overtly to staff survey responses so that staff can 
see what is being done as a result of the feedback they give us. 
 
Focus will be placed on the role of our managers, from Board to line manager level, to ensure that they 
appreciate the important role they play as messengers for the Trust. Consistent, repeated messages via 
our managers strengthens messages, gives credibility and confidence, and begins to create line of sight 
for all staff between their actions, the actions they see others take, the Trust’s strategy and our direction 
of travel.  
 
Our programme of engagement – Big Conversation - will build on these findings and insight to provide a 
calendar of regular opportunities for staff to connect with colleagues, contribute to improvements in their 
area and hear when changes have been made.  
 
In this way, we seek to enable our people to be the best that they can be, to drive better two-way 
communication, to increase engagement and involvement, and to increase staff satisfaction and positive 
opinion. 
 
Summary of performance – results from the 2016 NHS staff survey 
The Trust undertook a full census staff survey again in 2016.  The response rates compared with 
2015 are as below: 
 

Response rate 

 2015 2016 Trust improvement/ 
deterioration  

 CWP CWP Benchmarking group 
(Combined MH/LD and 
community trusts) average 

 

Response rate 49% 47% 44% -2% 

 
Based on staff responses across a number of questions in the NHS staff survey, the overall measure of 
CWP staff engagement score out of 5.00 (the higher score the better) was an improvement on 
2015/16, as below: 
 

Overall staff engagement  

 2015 2016 Trust improvement/ 
deterioration  

 CWP CWP Benchmarking group 
(Combined MH/LD and 
community trusts) average 
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Staff 
engagement 
score  

3.82 3.89 3.80 +0.07 

 
Accepting that significant statistical change is one of 5% or more, the results of the latest survey show 
that there is only one area that has declined significantly since 2015 survey.  
 

Most declined area 

 2015 2016 Trust improvement/ 
deterioration 

 CWP CWP Benchmarking group 
(Combined MH/LD and 
community trusts) average* 

 

Staff having any 
non-mandatory 
training, learning or 
development in the 
past 12 months. 

79% 74% Within the average range when 
compared to sector 

-5% 

 
The summary below shows the overall most improved scores of the 2016 Staff Survey.  
 

Most improved scores  

 2015 2016 Trust 
improvement/ 
deterioration 

 CWP CWP Benchmarking group 
(Combined MH/LD and 
community trusts) average* 

 

I often/always look 
forward to coming 
to work 

56% 62% Within the average range 
when compared to sector 

+6% 

I am treated fairly 
when involved in an 
error or near miss 

49% 55% Within the average range 
when compared to sector 

+6% 

The organisation 
takes action to 
ensure errors or 
near misses are 
avoided in future. 

69% 75% Higher than average when 
compared to sector 

+6% 

We are given 
feedback about 
changes made in 
response to near 
misses/errors. 

58% 65% Higher than average when 
compared to sector 

+7% 

I would feel secure 
about raising 
concerns around 
unsafe practice. 

70% 76% Higher than average when 
compared to sector 

+6% 

The Trust would 
address my 
concerns. 

59% 66% Higher than average when 
compared to sector 

+7% 

Training helped to 
deliver a better 

79% 84% Within the average range 
when compared to sector 

+5% 
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patient / service 
user experience 

The values of the 
organisation were 
discussed during 
my appraisal 

75% 82% Within the average range 
when compared to sector 

+7% 

Staff saying they 
have worked 
additional paid 
hours 

25% 20% Within the average range 
when compared to sector 

-5% 

*Comparator data taken from Quality Health – National Staff Survey 2016 

 
This year’s survey recorded improved scores in 63 areas of the questionnaire and there are 9 ‘significant 
improvements’ since the previous survey. Most importantly, even more staff said that they would 
recommend our Trust as a place to work or receive care. 
 
The Trust has seen the largest marked improvements within the domain of health, wellbeing and safety 
at work. The majority of improvements in this area concern how incidents and near misses/errors are 
handled and what action is taken to prevent further occurrences.  

 
While there has been a decline in those reporting they have had any non-mandatory training, learning 
or development, there are positive improvements related to quality of workforce training and 
development, specifically how it has enabled staff to undertake their role and the impact this has had 
upon patient care. 
 
 
 

Top five ranking scores 

 2015 2016  

 CWP CWP National 
2016 average 
for combined 
MH/LD and 
community 
trusts 

Trust 
improvement/ 
deterioration 

Organisation and management 
interest in and action on health and 
wellbeing 

3.83 3.88 3.74 +0.05 

Support from immediate managers 3.90 3.99 3.88 +0.09 

Percentage of staff believing that the 
organisation provides equal 
opportunities for career progression or 
promotion 

92% 91% 88% +1% 

Percentage of staff experiencing 
harassment, bullying or abuse from 
staff in last 12 months 

19% 16% 21% -3% 
(improvement) 

Recognition and value of staff by 
managers and the organization 

3.59 3.66 3.55 +0.07 
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Bottom 5 ranking scores  

 2015 2016  

 CWP CWP National 2016 
average for 
combined 
MH/LD and 
community 
trusts 

Trust 
improvement/ 
deterioration  

Percentage of staff reporting good 
communication between senior 
management and staff 

29% 30% 35% +1% 

Percentage of staff satisfied with the 
opportunities for flexible working 
patterns 

55% 56% 58% -1% 

Percentage of staff experiencing 
physical violence from patients, 
relatives or the public in last 12 
months 

17% 16% 15% -1% 

Percentage of staff appraised in last 
12 months 

89% 91% 92% +2% 

Effective use of patient / service user 
feedback  

3.62 3.68 3.68 +0.04 

 
Future priorities and targets 
The priority for the Trust going forward will be to continue to build on the overall positive results set out 
above and celebrate the successes, and to ensure that locality data is analysed in a meaningful way and 
action plans are developed and owned.  
 
An annual programme of engagement – Big Conversation - is currently being planned for 2017/18 which 
will take the results of the 2016 Staff Survey directly to front line staff to gain their views and identify 
priority areas within localities. Big Conversation engagement events are anticipated to take place from 
May 2017.  Staff will be provided with regular updates “We Said – We’re Doing” throughout the year, 
through briefs and locality newsletters. These will be monitored by locality senior management who will 
be responsible for providing updates to the People and OD Sub-Committee. 
 
The following have been identified as priority areas to address at a Trust-wide level.  

 Celebrate the positive responses and in particular areas in which the Trust is higher than average 
for sector – explore how these can be ‘amplified’ for further success using a ‘We said, we did’ 
approach 

 Communication and engagement between senior managers and staff – with particular emphasis 
on involving staff in decision making process and providing feedback on outcome 

 Identify areas where staff have reported violence and harassment, bullying or abuse (HBA) from 
patients, managers and other staff, cross referencing against local reporting process to drill down 
potential service areas 

 Take action to improve awareness of the need to report incidents of harassment, bullying and 
abuse and ensure that staff are aware of the process around this and support available through 
the Freedom to Speak Up Guardian. Whilst this is a priority, staff reporting having experienced 
HBA is low, has reduced from 2015 survey and is lower than the sector 

 Review the provision of non-mandatory training for staff through implementation of a Training 
Needs Analysis to identify and prioritise training requirements 

 Ensure that Patient Experience Data is regularly shared with staff to highlight areas which are 
positive (and should be celebrated) as well as areas for improvement 
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These actions will form part of our overall People and OD Strategy delivery plans. Progress against 
plans will be monitored via the People & OD Sub-Committee with periodic reporting to Operational Board 
and Trust Board to highlight areas of progress / escalate concerns. 
 

2.4 NHS Foundation Trust Code of Governance 
 
Cheshire and Wirral Partnership NHS Foundation Trust has applied the principles of the NHS 
Foundation Trust Code of Governance on a comply or explain basis.  The NHS Foundation Trust Code 
of Governance, most recently revised in July 2014, is based on the principles of the UK Corporate 
Governance Code issued in 2012.  The Trust has complied with the Code and all required disclosures 
can be found within this Annual Report. The Code is reviewed annually by the Audit Committee to 
ensure compliance and to identify any areas for development or further scrutiny.  
 

 

 

2.5 NHS Improvement’s Single Oversight Framework 
 
NHS Improvement’s Single Oversight Framework provides the framework for overseeing providers and 
identifying potential support needs. The framework looks at five themes: 
 

 Quality of care 

 Finance and use of resources 

 Operational performance 

 Strategic change 

 Leadership and improvement capability (well-led) 
 
The Single Oversight Framework applied from Quarter 3 of 2016/17. Prior to this, Monitor’s Risk 
Assessment Framework (RAF) was in place. Information for the prior year and first two quarters relating 
to the RAF has not been presented as the basis of accountability was different. This is in line with NHS 
Improvement’s guidance for annual reports. 
 
Segmentation 
Under the Single Oversight Framework, NHS Improvement (NHSI) classifies Trusts according to the 
level of support required. Segmentation reflects NHSI’s judgement of the seriousness and complexity of 
the issues facing particular Trust’s. Trusts are classified from 1 to 4. 1 being Trust’s having maximum 
autonomy. 4 being Trust’s placed in special measures. 
 
As at the 31 March 2017, Cheshire and Wirral Partnership NHS Foundation Trust was classified within 
segment 1 (having maximum autonomy) by NHS Improvement.   
 
Current segmentation information for NHS trusts and foundation trusts is published on the NHS 
Improvement website. 

 
Finance and use of resources 
The finance and use of resources theme is based on the scoring of five measures from ‘1’ to ‘4’, where 
‘1’ reflects the strongest performance. These scores are then weighted to give an overall score. Given 
that finance and use of resources is only one of the five themes feeding into the Single Oversight 
Framework, the segmentation of the trust disclosed above might not be the same as the overall finance 
score here. 
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Area Metric 2016/17 Q3 

score 

2016/17 Q4 

score 

 
Financial 

sustainability 

Capital servicing 

capacity 

3 1 

Liquidity 3 2 

Financial 

efficiency 

Income and 
Expenditure  margin 

3 3 

 
Financial 

controls 

Distance from 

Financial Plan 

1 1 

Agency spend  1 1 

Overall scoring 2 2 

 

2.6 Statement of Accounting Officers Responsibilities 

Statement of the chief executive's responsibilities as the accounting officer of Cheshire and 
Wirral Partnership NHS Foundation Trust 

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. 
 
NHS Improvement, in exercise of the powers conferred on Monitor by the NHS Act 2006, has given 
Accounts Directions which require Cheshire and Wirral Partnership 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 Cheshire and Wirral Partnership NHS foundation trust and of its income and expenditure, total 
recognised gains and losses and cash flows for the financial year. 
 
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: 
 

 Observe the Accounts Direction issued by NHS Improvement, including the relevant 

accounting and disclosure requirements, and apply suitable accounting policies on a 

consistent basis 
 

 Make judgements and estimates on a reasonable basis 
 

 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 
 

 Ensure that the use of public funds complies with the relevant legislation, delegated 

authorities and guidance and 
 

 Prepare the financial statements on a going concern basis 
 
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 
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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. 
 
To the best of my knowledge and belief, I have properly discharged the responsibilities set out in the 
NHS Foundation Trust Accounting Officer Memorandum. 
 

Signed 

  

 

 

 

Sheena Cumiskey - Chief Executive  

 

Date: xx May 2017 
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2.7 Annual Governance Statement 
 
Scope of responsibility  
As Accounting Officer, I have responsibility for maintaining a sound system of internal control that 
supports the achievement of the 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  
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 ongoing process 
designed to identify and prioritise the risks to the achievement of the policies, aims and objectives of 
Cheshire and Wirral Partnership NHS Foundation 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 Cheshire and Wirral Partnership NHS 
Foundation Trust for the year ended 31 March 2017 and up to the date of approval of the annual report 
and accounts.  
 
Capacity to handle risk  
The Trust has an integrated governance framework in place, which incorporates the risk management 
process for the Trust.  This document acts as guidance and as a framework for all staff to operate within 
by describing the management of risk appropriate to their authority and duties.  At an executive 
leadership level, the Chief Executive has delegated the operational responsibility for oversight of the risk 
management process to the Medical Director (Compliance, Quality and Regulation), whilst each 
executive director is accountable for managing the strategic risks that are related to their portfolio.  
Executive directors, as strategic risk owners, can discharge responsibility to risk leads within their 
portfolio, for example associate directors or other senior managers.  The process for the management of 
risk locally involves each locality having their own risk registers, with the accountable officers for risk 
management being the Clinical Director and Service Director of each locality.  The locality risk register is 
reviewed within the local governance structure, with risks managed and monitored within the locality but 
escalated appropriately, dependent on the severity of the risk and the framework set out in the Trust’s 
integrated governance strategy.  The Operational Board receives an in-depth review of the locality risk 
registers every two months as part of its business cycle. 
 
The committees of the Board are responsible for overseeing strategic risks outlined within the strategic 
risk register and corporate assurance framework and therefore provide additional assurance on the risk 
management process.  The Quality Committee has overarching responsibility for the risk management 
process and therefore reviews the strategic risk register at each meeting.  The Quality Committee will 
refer any risks to the Operational Board as appropriate, particularly where there are identified resource 
requirements to address the risk/s.  The Audit Committee is responsible for oversight and internal 
scrutiny of the risk management process and discharges these functions through the use of internal and 
external auditors. The internal audit plan is developed in collaboration with the strategic risk register and 
corporate assurance framework.  In addition, the Audit Committee receives the strategic risk register and 
corporate assurance framework four times per year, as well as undertaking periodic reviews of risk 
treatment processes for individual risks on an escalation/ enquiry basis. 
 
As well as guidance in the integrated governance strategy, training is provided to staff to equip them with 
the skills to manage risk appropriate to their authority and duties, as identified in the Trust’s training 
needs analysis.  As part of leadership development, including through various forums in the Trust (e.g. 
Board development sessions, the Clinical Engagement & Leadership Forum and Quality Committee) 
there are regular risk management topics that are discussed as part of learning and awareness for the 
Board of Directors and senior managers.  Risk management and awareness training sessions to other 
staff are delivered as part of the Trust’s essential learning programme.   
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It is recognised that sound risk management requires the identification, celebration and building on 
evidence of success, therefore the Trust supports staff to learn from best practice.  A learning from 
experience report is produced three times a year which reviews learning from incidents, complaints, 
concerns, claims, compliments and other sources of feedback.  Additionally, a quality improvement 
report is produced three times a year which provides a highlight of what the Trust is doing to 
continuously improve the quality of care and treatment that its services provide to people who access its 
services.  These reports are received at the Board of Directors meeting, the Quality Committee and 
locality governance meetings. 
 
The risk and control framework  
The Trust’s risk management strategy is an integral component of the overarching integrated 
governance strategy.  The key elements include: 

 A corporate assurance framework that is used by the Board of Directors as a planned and 
systematic approach to the identification of risk (or change in risk), evaluation and control of risk/s 
that could hinder the Trust achieving its strategic objectives.  The assurance framework 
document contains information regarding internal and external assurances that strategic 
objectives are being met 

 Each organisational strategic objective in the corporate assurance framework features and 
identifies risks which the organisation is engaging with at any one time, which is indicative of the 
Trust’s risk appetite.  The Board of Directors, in accepting new risks to organisational strategic 
objectives, assesses, evaluates (through its receipt, review and approval of the corporate 
assurance framework) and determines its appetite for the risks by review of risk treatment 
(control) plans against target risk ratings where applicable 
 

Under the NHS Improvement (in exercise of the powers conferred on Monitor) ‘Risk assessment 
framework’, NHS Foundation Trust Boards are required to carry out governance reviews every three 
years.  The Board has this year commissioned a governance review of its quality governance 
arrangements in accordance with NHS Improvement’s good practice guidance against the following 
domains: 

 Strategy 

 Capabilities and culture 

 Processes and structure 

 Measurement 
 

This review independently tested the outcomes being achieved against the ten questions associated with 
these domains, with comparative analysis against the Board’s self-assessment.  This concluded that the 
Board’s self-assessment was congruous with the assessment results of the independent review across 
all questions, excepting ‘does the Board have a credible strategy to deliver high quality, sustainable 
services to patients and is there a robust plan to deliver?’, which the Trust rated as ‘green’ as opposed to 
‘green/ amber’.  The review rating therefore concluded the Trust to have seven ‘green’ ratings and three 
‘green/ amber’ ratings.  This review has provided the Board with assurance over the effective oversight 
of the care provided throughout the Trust. 
 
The key elements that underpin the Trust’s quality governance arrangements include: 
 

 The review of early warning frameworks by the Board of Directors to identify the potential for 
deteriorating standards in the quality of care and to give a detailed view of the Trust’s overall 
performance.  This includes assessment of the quality of performance information through the 
review of a monthly performance dashboard report detailing the Trust's quality and safety 
performance by reporting on compliance in achieving key local and national priorities 

 For 2016/17 in particular, assurance was obtained on compliance with Care Quality Commission 
(CQC) registration requirements through a re-inspection (of mental health services and 
substance misuse services) in October 2016, complemented by the comprehensive CQC-led 
inspection in June 2015 for both mental health and community physical health services, to check 
and confirm that fundamental standards of quality and safety are being met.  Routine assurance 
on compliance with CQC registration compliance requirements is also received through CQC 
Mental Health Act 1983 monitoring and review visits throughout the year.  The Trust also has an 
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internal compliance visit programme in place to routinely assess compliance with these standards 
of quality and safety.  Collectively these assurance mechanisms have confirmed that the 
Foundation Trust is fully compliant with the registration requirements of the Care Quality 
Commission and is rated as “Good” overall and “Outstanding” for caring 

 
For the year ended 31 March 2017 and up to the date of approval of the annual report and accounts, 
NHS Improvement has placed the Trust in “segment 1”, meaning that it is has judged the Trust as 
needing the least level of oversight to maintain its CQC rating of “Good”.  This judgment is made 
quarterly based on the Trust’s performance in relation to five themes (quality of care, finance and use of 
resources, operational performance, strategic change and leadership and improvement capability).  
 
Risks to data security are managed and controlled by the processes outlined within the Trust’s 
information governance policy, which is scrutinised annually via the Information Governance Toolkit as a 
mandatory annual assessment of information governance performance.  The ‘Information governance’ 
section of this statement provides further information.  Additionally, a baseline technical controls 
assessment relating to the cyber risks to data security was completed by the internal auditors to assess 
the maturity of the Trust’s controls and informed a number of opportunities for improvement which were, 
and continue to be taken forward through the Trust’s corporate assurance framework (as detailed 
below). 
 
The Trust’s major (including significant clinical) risks at the year ended 31 March 2017 (with a risk score 
of 15 – 25), how they are being managed and mitigated are: 
 

 Risk of harm to patients due to ligature points and environmental risks within the inpatient setting 
 
Each ward area has a full environmental risk assessment report and a colour coded ligature map 
which risk rates areas of the inpatient setting.  Locality risk registers are monitoring these risks for 
impact locally whilst the strategic risk register receives assurances from the Trustwide Suicide 
Prevention Clinical Environmental Group.  This year has also seen the development of a risk 
dashboard and snapshot reports to better manage and mitigate this risk. 

 

 Risk of harm due to deficits in familiarity with and staff confidence in applying safety critical 
policies, in particular the Trust’s “search” policy, to ensure CWP maintains safe environments for 
patients and staff 
 
There is a Trustwide programme of workshops in place to raise awareness of search processes 
and procedures and to discuss solutions to the challenges faced by inpatient staff in managing 
this risk.  Detection devices are being explored as a potential means of identifying and locating 
risk devices.  Further, there is a joint work programme between the police and the Trust to 
undertake security reviews of all inpatient environments.  

 

 Risk of cyber-attack resulting in loss of access to key systems and/ or data files with possible 
impacts on healthcare delivery, financial penalties and reputational damage 
 
There has been investment in perimeter protection during 2016/17, as a recommendation of the 
internal auditors, with other recommendations being taken forward by the records and information 
systems group (for example implementation of intrusion prevention software) and through the 
development of strategic plans by the Board. 

The organisation’s major risks and other risks detailed in the Trust’s strategic risk register at year-end 
also form the Trust’s future risks.  How these will be managed and mitigated are detailed above and in 
the Trust’s corporate assurance framework and operational plan for 2017/19.  At the end of this reporting 
period, two risks were being scoped as potential future risks.  These were the risk of impact on patient 
care due to the staffing pressures in community mental health teams Trustwide; and the risk of the 
Trust’s workforce not having sufficient capability (capacity, confidence, competence) and resilience to 
deliver place-based systems of care.  These will be scoped in accordance with the Trust’s integrated 
governance strategy and if they are deemed to meet the threshold for being a risk to the Trust’s strategic 
objectives, will be treated/ mitigated through the Trust’s corporate assurance framework process.   
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Outcomes against the management and mitigation of these risks are/ will be assessed by the Board by 
receipt of controls, assurances, and risk treatment plans to address gaps – to review the adequacy of 
assurances provided to mitigate the impact of the risks.  The Quality Committee undertakes individual in-
depth reviews of selected strategic risks, the controls and assurances in place, mitigations identified, and 
the impact of these on the residual risk rating and outstanding controls and assurances ahead of 
reaching any identified target risk rating.  The Audit Committee also contributes to assessment against 
the management and mitigation of risks by reviewing the effectiveness of the Trust’s integrated 
governance arrangements and internal control across whole of the Trust (supported by periodic reviews 
of risk treatment processes for individual risks on an escalation/ enquiry basis, as described previously).   
 
The Board undertakes a twice yearly self-assessment of its compliance with NHS Improvement’s (in 
exercise of the powers conferred on Monitor) provider licence conditions for foundation trusts.  This 
includes the licence provision for NHS foundation trust governance arrangements (condition 4).  This 
confirms compliance with this condition as at the date of this statement and it is anticipated that 
compliance with this condition will continue for the next financial year.  The principal control measures in 
place are the effective operation of the Trust’s integrated governance strategy, the operation of which is 
assessed annually by the Trust’s Quality Committee in reviewing its effectiveness over the previous 
year, and validation of the annual corporate governance statement, as required by NHS foundation trust 
condition 4(8)(b).  These control measures ensure that the Trust is able to assure itself of compliance in 
relation to: 
 

 The effectiveness of governance structures; 

 The responsibilities of directors and sub committees; 

 Reporting lines and accountabilities between the Board, its sub committees and the executive 
team; 

 The submission of timely and accurate information to assess risks to compliance with the Trust’s 
licence; and  

 The degree and rigour of oversight the Board has over the Trust’s performance 
 
Risk management is embedded in the activity of the organisation and integrated into core Trust business 
in the following ways: 
 

 The Trust’s performance improvement/ review framework is an integral component of the 
overarching integrated governance strategy, which describes the accountability arrangements 
and the actions that will be taken should risk/ performance issues be judged as requiring 
escalation 

 Ongoing review and scrutiny of trustwide and locality risk registers 

 Promotion of an open, fair and just culture, with support for staff to report actual and potential 
incidents/ errors so that learning and improvement can take place, informed by appropriate 
investigation 

 Learning from incidents through aggregated analysis, regular feedback to staff and review of 
lessons learned.  This is supported by the Trust’s learning from experience report to monitor 
incident reporting and includes quantitative and qualitative analysis of numbers, types and 
severity of incidents reported per clinical speciality and location 

 Ensuring risk assessments are conducted consistently, as outlined in the integrated governance 
framework 

 Having a robust annual healthcare quality improvement programme informed by risk. 

 Ensuring that equality assessments are conducted on all new service developments and Trust 
policies 

 
The Trust’s incident reporting and management policy describes how incident reporting is handled 
across the Trust, including how incident reporting is openly encouraged.  The Trust has embedded the 
principles of ‘Being Open’ (National Patient Safety Agency, 2009) guidance into Trust practice and the 
contractual/ regulatory ‘Duty of Candour’ (Specific Condition 35, Standard NHS Contract/ Regulation 20 
of the Health and Social Care Act). 
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Public stakeholders are involved in managing risks which impact on them in the following ways: 

 Forward planning events, which encourage engagement in setting strategic priorities 

 Consultation with public stakeholders on major service redesigns 

 Involvement of the Foundation Trust membership and Council of Governors membership 

 Patient and public involvement in the committees and subsidiary committees within the 
governance structure 

 Learning from experience where feedback is received from comments, concerns, complaints and 
compliments received from both patients and public stakeholders 

 
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.  
 
Control measures are in place to ensure that all the organisation’s obligations under equality, diversity 
and human rights legislation are complied with.  
 
The Foundation 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 economy, efficiency and effectiveness of the use of resources  
The Board reviews the financial position of the Trust on a monthly basis.  This includes the achievement 
of efficiency targets.  The Trust has assessed its financial performance during the year against NHS 
Improvement key ratios such as the Financial Sustainability Risk Rating and latterly the Use of 
Resources metrics.  There is a scheme of delegation in place and the key sub committees of the Board 
as part of the governance structure.  The Trust also utilises internal audit to review business critical 
systems over a rolling programme using a risk based approach. 
 
Information governance  
The Information Governance toolkit is subject to annual internal audit. This was recently completed and 
a significant assurance opinion was issued for the fifth consecutive year. 
 
There have been no serious incidents relating to information governance in 2016/17 that were reportable 
to the Information Commissioner’s Office (ICO) as a Level 2 incident in the Information Governance 
Incident Reporting Tool.   
 
Annual Quality Report  
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 Annual Reporting Manual.  
 
In order to assure the Board that the annual Quality Report (also known as the Quality Account) presents 
a balanced view and that there are appropriate controls in place to ensure the accuracy of data, the 
following steps have been put in place: 
 

 Development of the quality priorities contained within the annual Quality Report are based on 
feedback received throughout the year from people who access and deliver the Trust's services 
and the Trust’s wider stakeholder groups.  These quality priorities are integrated with the Trust’s 
forward planning processes to allow consultation and effective communication across the Trust 
and wider stakeholder groups.  It also ensures a robust audit trail to document the process of 
setting quality priorities, including being able to evidence feedback and constructive challenge 
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 The receipt of Quality Improvement Reports by the Board to evaluate progress towards delivery 
of the quality priorities.  Through the governance review of its quality governance arrangements, 
which the Board has this year commissioned, it has identified how quality drives the overall Trust 
strategy 

 

 This is supported by a review by Board of the corporate performance dashboard report and 
exception reporting from the Quality Committee of quality performance issues (aligned to the 
quality of care domains defined by the CQC) detailed in the Trust’s locality data packs.  The 
Quality Committee includes in its business cycle a review of the Quality Improvement Report and 
is the delegated committee that identifies any necessary action plans required to manage the 
risks associated with the delivery of the quality priorities.  The Quality Improvement Report is also 
shared widely with partner organisations, governors, members, local groups and organisations, 
as well as the public 

 

 The Chief Executive confirms that on behalf of the Board the information presented in the Quality 
Report is accurate 

 

 The Board ensures that the governance processes around the presentation and scrutiny of the 
Quality Report are robust and as per regulations, receiving independent/ external audit 
assurance of this.  The Chairman and Chief Executive confirm, on behalf of the Board, that to the 
best of their knowledge and belief that the directors have complied with their responsibilities and 
requirements in preparing the Quality Report 

 

 The limited assurance report audit conducted by the independent auditors to the Council of 
Governors on the annual Quality Report includes a review and report against the Trust’s policies 
and plans in ensuring quality of care provided, systems and processes, people and skills, and 
quality metrics focussing on data collection, use and reporting 

 
The Trust ensures the quality and accuracy of elective waiting time data by: 

 Undertaking weekly reviews of waiting lists, including cleansing, to ensure clinical 
appropriateness 

 Service-led task and finish groups to validate waiting list data 

 A suite of reports that enable managers to have oversight of a team’s capacity and demand 

 Undertaking data quality checks 
 
The risks to the quality and accuracy of this data are the potential for inaccurate data capture, which is 
being mitigated through the work of task and finish groups to improve the effectiveness of clinical and 
administrative processes. 
 
Review of effectiveness 
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 this 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 result of my 
review of the effectiveness of the system of internal control by the Board, the audit committee and the 
quality committee, and a plan to address weaknesses and ensure continuous improvement of the 
system is in place.  
 
In accordance with Department of Health requirements, the Director of Internal Audit has provided me 
with an overall assessment of compliance with the Assurance Framework requirements.  Based upon 
the review conducted, it is concluded that: “The organisation’s Assurance Framework is structured to 
meet the NHS requirements, is visibly used by the Board and clearly reflects the risks discussed by the 
Board”.  The review has given assurance that: 
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1. The structure of the Assurance Framework meets the requirements. 
2. There is Board engagement in the review and use of the Assurance Framework. 
3. The quality of the content of the Assurance Framework demonstrates clear connectivity with the 

Board agenda and external environment. 
 
This review has been presented in a report to the Audit Committee and the Board.  It details that the 
Assurance Framework is reflective of the NHS and external environment.  It also details that the Audit 
Committee and Quality Committee both discuss the Assurance Framework and the appropriateness of 
the risks within.  
 
The review of the Assurance Framework across the year, alongside the Board minutes, has identified 
the following area for development: 

 The organisation should ensure clarity in Board and committee minutes as to whether it is the 
Board Assurance Framework or risk register that is being considered by members at a given time 

 
Conclusion 
Following my review of the effectiveness of internal control, I conclude and confirm that no significant 
internal control issues have been identified and that the internal control system supports the 
achievement of the NHS Foundation Trust’s strategic plans and objectives.  
 
 
Signed 
 
 
 

Chief Executive  

XX May 2017 
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2.8 Auditors Opinion and Certificate  
 

INDEPENDENT AUDITOR’S REPORT TO THE COUNCIL OF GOVERNORS OF CHESHIRE AND 

WIRRAL PARTNERSHIP NHS FOUNDATION TRUST ONLY 

 

 
 
 
 

 



Cheshire and Wirral Partnership NHS Foundation Trust

Annual accounts for the year ended 31 March 2017



Signed …………………………………………….

Name Sheena Cumiskey

Job title Chief Executive

Date 24 May 2017

Foreword to the accounts

Cheshire and Wirral Partnership NHS Foundation Trust

These accounts, for the year ended 31 March 2017, have been prepared by Cheshire and Wirral 

Partnership NHS Foundation Trust in accordance with paragraphs 24 & 25 of Schedule 7 within the 

National Health Service Act 2006.



Statement of Comprehensive Income

2016/17 2015/16

Note £000 £000

Operating income from patient care activities 3 153,921 153,964 

Other operating income 4 8,615 7,624 

Total operating income from continuing operations 162,537 161,588 

Operating expenses 5 (166,820) (160,140)

Operating surplus/(deficit) from continuing operations (4,283) 1,448 

Finance income 10 28 64 

Finance expenses 11 (123) (68)

PDC dividends payable (2,052) (2,284)

Net finance costs (2,147) (2,288)

Gains/(losses) of disposal of non-current assets 12 (40) - 

Surplus/(deficit) for the year from continuing operations (6,470) (840)

Surplus/(deficit) on discontinued operations and the gain/(loss) on disposal 

of discontinued operations - (1,152)

Surplus/(deficit) for the year (6,470) (1,992)

Other comprehensive income

Will not be reclassified to income and expenditure:

Impairments (3,341) - 

Revaluations 922 - 

Total comprehensive income/(expense) for the period (8,889) (1,992)



Statement of Financial Position

31 March 2017 31 March 2016

Note £000 £000

Non-current assets

Intangible assets - - 

Property, plant and equipment 14 69,824 76,346 

Other investments 17 1 1 

Total non-current assets 69,825 76,347 

Current assets

Inventories - - 

Trade and other receivables 19 6,785 7,101 

Non-current assets for sale and assets in disposal groups 20 750 260 

Cash and cash equivalents 21 9,484 9,535 

Total current assets 17,019 16,896 

Current liabilities

Trade and other payables 22 (15,019) (14,088)

Other liabilities 23 (2,007) (1,607)

Borrowings 24 (13) (6)

Provisions 26 (2,074) (889)

Total current liabilities (19,113) (16,590)

Total assets less current liabilities 67,731 76,653 

Non-current liabilities

Borrowings 24 (128) (134)

Provisions 26 (702) (729)

Total non-current liabilities (830) (863)

Total assets employed 66,901 75,790 

Financed by 

Public dividend capital 36,181 36,181 

Revaluation reserve 7,307 10,090 

Income and expenditure reserve 23,413 29,520 

Total taxpayers' equity 66,901 75,790 

The notes on pages X to X form part of these accounts.

Name Sheena Cumiskey

Position Chief Executive

Date 24 May 2017

The financial statements on pages XXX to XXX were approved by the Board on XXth May 2017 and signed on its 

behalf by Sheena Cumiskey, Chief Executive.



Statement of Changes in Equity for the year ended 31 March 2017

Public 

dividend 

capital

Revaluation 

reserve

Available for 

sale 

investment 

reserve

Other 

reserves

Merger 

reserve

Income and 

expenditure 

reserve Total

£000 £000 £000 £000 £000 £000 £000 

Taxpayers' and others' equity at 1 April 2016 - brought forward 36,181 10,090 - - - 29,519 75,790 

At start of period for new FTs - - - - - - - 

Surplus/(deficit) for the year - - - - - (6,470) (6,470)

Impairments - (3,341) - - - - (3,341)

Revaluations - 922 - - - - 922 

Transfer to retained earnings on disposal of assets - (166) - - - 166 - 

Other reserve movements - (198) - - - 198 - 

Taxpayers' and others' equity at 31 March 2017 36,181 7,307 - - - 23,413 66,901 

Statement of Changes in Equity for the year ended 31 March 2016

Public 

dividend 

capital

Revaluation 

reserve

Available for 

sale 

investment 

reserve

Other 

reserves

Merger 

reserve

Income and 

expenditure 

reserve Total

£000 £000 £000 £000 £000 £000 £000 

Taxpayers' and others' equity at 1 April 2015 - brought forward 36,181 10,359 - - - 31,242 77,782 

Prior period adjustment - - - - - - - 

Taxpayers' and others' equity at 1 April 2015 - restated 36,181 10,359 - - - 31,242 77,782 

At start of period for new FTs - - - - - - - 

Surplus/(deficit) for the year - - - - - (1,992) (1,992)

Transfer to retained earnings on disposal of assets - (36) - - - 36 - 

Other reserve movements - (233) - - - 233 - 

Taxpayers' and others' equity at 31 March 2016 36,181 10,090 - - - 29,519 75,790 



Information on reserves

Public dividend capital

Public dividend capital (PDC) is a type of public sector equity finance based on the excess of assets over liabilities at the 

time of establishment of the predecessor NHS trust. Additional PDC may also be issued to NHS foundation trusts by the 

Department of Health. A charge, reflecting the cost of capital utilised by the NHS foundation trust, is payable to the 

Department of Health as the public dividend capital dividend.

Revaluation reserve

Increases in asset values arising from revaluations are recognised in the revaluation reserve, except where, and to the 

extent that, they reverse impairments previously recognised in operating expenses, in which case they are recognised in 

operating income. Subsequent downward movements in asset valuations are charged to the revaluation reserve to the 

extent that a previous gain was recognised unless the downward movement represents a clear consumption of economic 

benefit or a reduction in service potential.

Other reserves - AHFS reserve

The balance of this reserve relates to the difference between historic cost and the revalued amount for Pine Lodge which 

is currently recorded as an asset held for sale in the Statement of Financial Position.

Income and expenditure reserve

The balance of this reserve is the accumulated surpluses and deficits of the NHS foundation trust.



Statement of Cash Flows

2016/17 2015/16

Note £000 £000 

Cash flows from operating activities

Operating surplus/(deficit) (4,283) 296 

Non-cash income and expense:

Depreciation and amortisation 5 2,390 2,154 

Net impairments charged to operating surplus/deficit 6 6,358 - 

(Increase)/decrease in receivables and other assets 695 (200)

Increase/(decrease) in payables and other liabilities 1,970 (56)

Increase/(decrease) in provisions 1,139 265 

Net cash generated from/(used in) operating activities 8,269 2,459 

Cash flows from investing activities

Interest received 28 66 

Purchase of property, plant, equipment and investment property (6,027) (10,123)

Sales of property, plant, equipment and investment property 220 - 

Net cash generated from/(used in) investing activities (5,779) (10,057)

Cash flows from financing activities

Capital element of finance lease rental payments (6) (2)

Interest paid on finance lease liabilities (104) (48)

PDC dividend paid (2,431) (2,284)

Net cash generated from/(used in) financing activities (2,541) (2,334)

Increase/(decrease) in cash and cash equivalents (51) (9,932)

Cash and cash equivalents at 1 April 9,536 19,468 

Cash and cash equivalents at 31 March 21 9,485 9,536 



Notes to the Accounts

1 Note 1 Accounting policies and other information

Basis of preparation

NHS Improvement, in exercising the statutory functions conferred on Monitor, is responsible for issuing an accounts 

direction to NHS foundation trusts under the NHS Act 2006. NHS Improvement has directed that the financial 

statements of NHS foundation trusts shall meet the accounting requirements of the Department of Health Group 

Accounting Manual (DH GAM)  which shall be agreed with the Secretary of State. Consequently, the following financial 

statements have been prepared in accordance with the DH GAM 2016/17 issued by the Department of Health. The 

accounting policies contained in that manual follow IFRS and HM Treasury’s FReM to the extent that they are 

meaningful and appropriate to NHS foundation trusts. The accounting policies have been applied consistently in dealing 

with items considered material in relation to the accounts. 

Accounting convention

These accounts have been prepared under the historical cost convention modified to account for the revaluation of 

property, plant and equipment, intangible assets, inventories and certain financial assets and financial liabilities.

Going concern

These accounts have been prepared on a going concern basis. After making enquiries, the Board of Directors have a 

reasonable expectation that the NHS foundation trust has adequate resources to continue in operational existence for 

the foreseeable future. For this reason, they continue to adopt the going concern basis in preparing the accounts.

Critical accounting estimates and judgements

In the application of the NHS foundation trust's accounting policies, management is required to make judgements, 

estimates and assumptions about the carrying amounts of assets and liabilities that are not readily apparent from other 

sources. Such estimates and associated assumptions are based on historical experience and other factors that are 

considered to be relevant. While estimates and underlying assumptions are continually reviewed, actual results may 

differ from such estimates. Revisions to accounting estimates are recognised in the year that such revisions occur. The 

following critical judgements have been made in applying the NHS foundation trust's accounting policies:  

• Determination of an appropriate carrying value for Property, Plant and Equipment. Detailed in Note 1.6 is the basis that 

the NHS foundation trust has applied in valuing its Property, Plant and Equipment.

• Determination of an appropriate value for the NHS foundation trust's provisions. These are set out in Note 20.

The following key assumptions concerning the future and other key sources of estimation uncertainty at the end of the 

financial year, that have significant risk of causing material adjustments to the carrying value of amounts of assets and 

liabilities within the next financial year include: 

• Continuing economic conditions that may result in further impairment of the NHS foundation trust's property portfolio.

• Conditions or circumstances used in determining the NHS foundation trust's provisions proving to be incorrect.



1 Note 1.1 Interests in other entities

Charitable Funds                                                                                                                                                              

Cheshire and Wirral Partnership NHS Foundation Trust Charitable Funds balances have not been consolidated into 

these financial statements even though the NHS foundation trust is a Corporate Trustee and the Charity represents a 

subsidiary as per IFRS 10. This is due to the immaterial effect of the transactions, assets and liabilities in the year on the 

primary statements of the Trust as a whole. 

Joint operations - Villicare LLP

The Trust has a 50% equity stake in a joint operation with Ryhurst Ltd. Villicare LLP, has been established to support the 

Trust in providing high quality, effective estates management. A review of Villicare LLP's management arrangements, 

ownership structure and operations in 2015/16 concluded that the arrangement should be accounted for as a joint 

operation. This is consistent with the accounting treatment in 2015/16. Joint operations are arrangements in which the 

trust has joint control with one or more other parties and has the rights to the assets, and obligations for the liabilities, 

relating to the arrangement. The trust includes within its financial statements its share of the assets, liabilities, income 

and expenses.                                                                                                                                                                        

Nevexia Ltd

The Trust created a subsidiary company in 2016/17 of which it has 100% stake. Nevexia Ltd has been set up to provide 

innovative care solutions. At the 31st March 2017 the Trust has not consolidated any of the financial statements of 

Nevexia Ltd on the grounds of materiality. Disclosure note 18 records the summary transactions for 2016/17.

2 Note 1.2 Income

Income in respect of services provided is recognised when, and to the extent that, performance occurs and is measured 

at the fair value of the consideration receivable. The main source of income for the trust is contracts with commissioners 

in respect of health care services. 

Where income is received for a specific activity which is to be delivered in a subsequent financial year, that income is 

deferred. 

Income from the sale of non-current assets is recognised only when all material conditions of sale have been met, and is 

measured as the sums due under the sale contract.

3 Note 1.3 Expenditure on employee benefits

Short-term employee benefits

Salaries, wages and employment-related payments are recognised in the period in which the service is received from 

employees. The cost of annual leave entitlement earned but not taken by employees at the end of the period is 

recognised in the financial statements to the extent that employees are permitted to carry-forward leave into the following 

period.

Pension costs 

NHS Pension Scheme

Past and present employees are covered by the provisions of the NHS Pension Scheme. The scheme is an unfunded, 

defined benefit scheme that covers NHS employers, general practices and other bodies, allowed under the direction of 

Secretary of State, in England and Wales. It is not possible for the NHS foundation trust to identify its share of the 

underlying scheme liabilities. Therefore, the scheme is accounted for as a defined contribution scheme.

Employer's pension cost contributions are charged to operating expenses as and when they become due. 

Additional pension liabilities arising from early retirements are not funded by the scheme except where the retirement is 

due to ill-health. The full amount of the liability for the additional costs is charged to the operating expenses at the time 

the trust commits itself to the retirement, regardless of the method of payment. 

4 Note 1.4 Expenditure on other goods and services

Expenditure on goods and services is recognised when, and to the extent that they have been received, and is 

measured at the fair value of those goods and services. Expenditure is recognised in operating expenses except where 

it results in the creation of a non-current asset such as property, plant and equipment. 



# Note 1.5 Property, plant and equipment

Recognition

Property, plant and equipment is capitalised where:    

• it is held for use in delivering services or for administrative purposes

• it is probable that future economic benefits will flow to, or service potential be provided to, the trust

• it is expected to be used for more than one financial year 

• the cost of the item can be measured reliably

• the item has cost of at least £5,000, or

• collectively, a number of items have a cost of at least £5,000 and individually have cost of more than £250, where the 

assets are functionally interdependent, had broadly simultaneous purchase dates, are anticipated to have similar disposal 

dates and are under single managerial control.

Where a large asset, for example a building, includes a number of components with significantly different asset lives, eg, 

plant and equipment, then these components are treated as separate assets and depreciated over their own useful 

economic lives.

Measurement

Valuation

All property, plant and equipment assets are measured initially at cost, representing the costs directly attributable to 

acquiring or constructing the asset and bringing it to the location and condition necessary for it to be capable of operating 

in the manner intended by management.

All property, plant and equipment is measured subsequently at valuation. Fair values are determined as follows:                                                                                                                                          

                                                                                                                                                                                                      

• land and non-specialised buildings - market value for existing use

• specialised buildings - modern equivalent depreciated replacement cost

• surplus property, plant and equipment with no plan to bring back into use - fair value under IFRS 13, if it does not meet 

the requirements of IAS 40 or IFRS 5.

A full revaluation of land and buildings on a componentised 'Existing Use' basis was carried out at 31st March 2017 by the  

NHS foundation trust's valuers Cushman & Wakefield, (Member of the Royal Institute of Chartered Surveyors). Land and 

buildings are shown in the statement of financial position at their revalued amounts, being the fair value at the date of 

revaluation less any subsequent accumulated depreciation and impairment loss.

The properties have been valued using the Depreciated Replacement Cost (DRC) approach. The DRC will be subject to 

the prospect and viability of the continued occupation and use by the client. The valuer confirms that the market value for 

readily identifiable alternative uses would not be higher than the existing use value reported. Upon cessation of the 

existing use by the client the market value would be materially lower.

The DRC approach assumes that the asset would be replaced with a modern equivalent, not a building of identical design, 

with the same service potential as the existing asset. The modern equivalent may well be smaller than the existing asset, 

for example due to technological advances in plant and machinery.

Subsequent expenditure

Subsequent expenditure relating to an item of property, plant and equipment is recognised as an increase in the carrying 

amount of the asset when it is probable that additional future economic benefits or service potential deriving from the cost 

incurred to replace a component of such item will flow to the enterprise and the cost of the item can be determined 

reliably. Where a component of an asset is replaced, the cost of the replacement is capitalised if it meets the criteria for 

recognition above. The carrying amount of the part replaced is de-recognised. Other expenditure that does not generate 

additional future economic benefits or service potential, such as repairs and maintenance, is charged to the Statement of 

Comprehensive Income in the period in which it is incurred.

Depreciation

Items of property, plant and equipment are depreciated on a straight line basis over their remaining useful economic lives 

in a manner consistent with the consumption of economic or service delivery benefits. Freehold land is considered to have 

an infinite life and is not depreciated. 

Property, plant and equipment in the course of construction is not depreciated until it is brought into use, whilst that 

intended for disposal is reclassified as held for sale and depreciation ceases upon this reclassification. 

Revaluation gains and losses

Revaluation gains are recognised in the revaluation reserve, except where, and to the extent that, they reverse a 

revaluation decrease that has previously been recognised in operating expenses, in which case they are recognised in 

operating income.

Revaluation losses are charged to the revaluation reserve to the extent that there is an available balance for the asset 

concerned, and thereafter are charged to operating expenses. 

Gains and losses recognised in the revaluation reserve are reported in the Statement of Comprehensive Income as an 

item of ‘other comprehensive income’.



Impairments

In accordance with the DH GAM , impairments that arise from a clear consumption of economic benefits or of service 

potential in the asset are charged to operating expenses. A compensating transfer is made from the revaluation 

reserve to the income and expenditure reserve of an amount equal to the lower of (i) the impairment charged to 

operating expenses; and (ii) the balance in the revaluation reserve attributable to that asset before the impairment.

An impairment that arises from a clear consumption of economic benefit or of service potential is reversed when, and 

to the extent that, the circumstances that gave rise to the loss is reversed. Reversals are recognised in operating 

income to the extent that the asset is restored to the carrying amount it would have had if the impairment had never 

been recognised. Any remaining reversal is recognised in the revaluation reserve. Where, at the time of the original 

impairment, a transfer was made from the revaluation reserve to the income and expenditure reserve, an amount is 

transferred back to the revaluation reserve when the impairment reversal is recognised.

Other impairments are treated as revaluation losses. Reversals of ‘other impairments’ are treated as revaluation gains.

Non Current Assets Held for Sale

Assets intended for disposal are reclassified as ‘held for sale’ once all of the following criteria are met: 

• the asset is available for immediate sale in its present condition subject only to terms which are usual and customary 

for such sales;

• the sale must be highly probable ie:

         - management are committed to a plan to sell the asset

         - an active programme has begun to find a buyer and complete the sale

         - the asset is being actively marketed at a reasonable price

         - the sale is expected to be completed within 12 months of the date of classification as ‘held for sale’ and

         - the actions needed to complete the plan indicate it is unlikely that the plan will be dropped or significant 

changes made to it.

Following reclassification, the assets are measured at the lower of their existing carrying amount and their ‘fair value 

less costs to sell’.  Depreciation ceases to be charged. Assets are de-recognised when all material sale contract 

conditions have been met.

Property, plant and equipment which is to be scrapped or demolished does not qualify for recognition as ‘held for sale’ 

and instead is retained as an operational asset and the asset’s economic life is adjusted. The asset is de-recognised 

when scrapping or demolition occurs.

Min life Max life

Years Years

Land - - 

Buildings 1 90 

Plant & machinery 1 15 

Transport equipment 1 5 

Information technology 1 10 

Furniture & fittings 1 5 

Note 1.6 Intangible assets 

Useful Economic lives of property, plant and equipment

Finance-leased assets (including land) are depreciated over the shorter of the useful economic life or the lease term, unless the foundation trust expects 

to acquire the asset at the end of the lease term in which case the assets are depreciated in the same manner as owned assets above.

Software

Software which is integral to the operation of hardware, eg an operating system, is capitalised as part of the relevant item of property, plant and 

equipment. Software which is not integral to the operation of hardware, eg application software, is capitalised as an intangible asset when deemed 

material.

Measurement

Intangible assets are recognised initially at cost, comprising all directly attributable costs needed to create, produce and prepare the asset to the point that 

it is capable of operating in the manner intended by management.

Recognition

Intangible assets are non-monetary assets without physical substance which are capable of being sold separately from the rest of the trust’s business or 

which arise from contractual or other legal rights. They are recognised only where it is probable that future economic benefits will flow to, or service 

potential be provided to, the trust and where the cost of the asset can be measured reliably. 



Note 1.7 Inventories 

Inventories are valued at the lower of cost and net realisable value. Inventories are charged to operating expenses but 

are revalued on an annual basis for any material change.

Note 1.8 Cash and Cash Equivalents 

Cash is cash in hand and deposits with any financial institution repayable without penalty on notice of not more than 

twenty four hours. Cash equivalents are investments that mature in three months or less from the date of acquisition and 

that are readily convertible to known amounts of cash with insignificant risk of change in value. These balances exclude 

monies held in the NHS foundation trust’s bank accounts belonging to patients.                                                                                                                                                                                 

Cash balances with the Government Banking Service (GBS) are held with the Royal Bank of Scotland. Interest earned 

and interest charged on bank accounts is recorded as, respectively, finance income and finance expenses in the year to 

which they relate. Bank charges are recorded as operating expenses in the year to which they relate. 

Note 1.9 Financial assets and financial liabilities

Recognition 

Financial assets and financial liabilities which arise from contracts for the purchase or sale of non-financial items (such 

as goods or services), which are entered into in accordance with the trust’s normal purchase, sale or usage 

requirements, are recognised when, and to the extent which, performance occurs, ie, when receipt or delivery of the 

goods or services is made.

De-recognition

All financial assets are de-recognised when the rights to receive cash flows from the assets have expired or the trust has 

transferred substantially all of the risks and rewards of ownership.

Financial liabilities are de-recognised when the obligation is discharged, cancelled or expires.

Classification and measurement

Financial assets are categorised as fair value through income and expenditure, loans and receivables or available-for-

sale financial assets. The NHS foundation trust holds only loans and receivables. 

Loans and receivables

Loans and receivables are non-derivative financial assets with fixed or determinable payments which are not quoted in 

an active market. They are included in current assets.

The trust’s loans and receivables comprise: current investments, cash and cash equivalents, NHS receivables, accrued 

income and “other receivables”.

Loans and receivables are recognised initially at fair value, net of transactions costs, and are measured subsequently at 

amortised cost, using the effective interest method. The effective interest rate is the rate that discounts exactly estimated 

future cash receipts through the expected life of the financial asset or, when appropriate, a shorter period, to the net 

carrying amount of the financial asset.

Interest on loans and receivables is calculated using the effective interest method and credited to the Statement of 

Comprehensive Income.

Financial liabilities

Financial liabilities are recognised initially at fair value, net of transaction costs incurred, and measured subsequently at 

amortised cost using the effective interest method. The effective interest rate is the rate that discounts exactly estimated 

future cash payments through the expected life of the financial liability or, when appropriate, a shorter period, to the net 

carrying amount of the financial liability.

They are included in current liabilities except for amounts payable more than 12 months after the Statement of Financial 

Position date, which are classified as long-term liabilities.

Interest on financial liabilities carried at amortised cost is calculated using the effective interest method and charged to 

finance costs. Interest on financial liabilities taken out to finance property, plant and equipment or intangible assets is not 

capitalised as part of the cost of those assets.

Determination of fair value

For financial assets and financial liabilities carried at fair value, the carrying amounts are determined from discounted 

cash flow analysis.

Impairment of financial assets

At the Statement of Financial Position date, the trust assesses whether any financial assets, other than those held at “fair 

value through income and expenditure” are impaired. Financial assets are impaired and impairment losses are 

recognised if, and only if, there is objective evidence of impairment as a result of one or more events which occurred 

after the initial recognition of the asset and which has an impact on the estimated future cash flows of the asset.

For financial assets carried at amortised cost, the amount of the impairment loss is measured as the difference between 

the asset’s carrying amount and the present value of the revised future cash flows discounted at the asset’s original 

effective interest rate. The loss is recognised in the Statement of Comprehensive Income and the carrying amount of the 

asset is reduced through the use of a provision for impairment of receivables. Amounts charged to the provision for 

impairment of receivables are only written off against the carrying amount of the financial asset, when all avenues of 

recovery are deemed exhausted.



Note 1.10 Leases

Finance leases

Where substantially all risks and rewards of ownership of a leased asset are borne by the NHS foundation trust, the 

asset is recorded as property, plant and equipment and a corresponding liability is recorded. The value at which both are 

recognised is the lower of the fair value of the asset or the present value of the minimum lease payments, discounted 

using the interest rate implicit in the lease. 

The asset and liability are recognised at the commencement of the lease. Thereafter the asset is accounted for an item 

of property plant and equipment. 

The annual rental is split between the repayment of the liability and a finance cost so as to achieve a constant rate of 

finance over the life of the lease. The annual finance cost is charged to Finance Costs in the Statement of 

Comprehensive Income. The lease liability, is de-recognised when the liability is discharged, cancelled or expires.

Operating leases

Other leases are regarded as operating leases and the rentals are charged to operating expenses on a straight-line basis 

over the term of the lease. Operating lease incentives received are added to the lease rentals and charged to operating 

expenses over the life of the lease.

Leases of land and buildings

Where a lease is for land and buildings, the land component is separated from the building component and the 

classification for each is assessed separately. 

Note 1.11 Provisions 

The NHS foundation trust recognises a provision where it has a present legal or constructive obligation of uncertain 

timing or amount; for which it is probable that there will be a future outflow of cash or other resources; and a reliable 

estimate can be made of the amount. The amount recognised in the Statement of Financial Position is the best estimate 

of the resources required to settle the obligation. Where the effect of the time value of money is significant, the estimated 

risk-adjusted cash flows are discounted using the discount rates published and mandated by HM Treasury.  

Clinical negligence costs 

The NHS Litigation Authority (NHSLA) operates a risk pooling scheme under which the NHS foundation trust pays an 

annual contribution to the NHSLA, which, in return, settles all clinical negligence claims. Although the NHSLA is 

administratively responsible for all clinical negligence cases, the legal liability remains with the NHS foundation trust. The 

total value of clinical negligence provisions carried by the NHSLA on behalf of the NHS foundation trust is disclosed at 

note 26.2 but is not recognised in the NHS foundation trust’s accounts. 

Non-clinical risk pooling 

The NHS foundation trust participates in the Property Expenses Scheme and the Liabilities to Third Parties Scheme. 

Both are risk pooling schemes under which the trust pays an annual contribution to the NHS Litigation Authority and in 

return receives assistance with the costs of claims arising. The annual membership contributions, and any “excesses” 

payable in respect of particular claims are charged to operating expenses when the liability arises. 



Note 1.12 Contingencies

Contingent assets (that is, assets arising from past events whose existence will only be confirmed by one or more future 

events not wholly within the entity’s control) are not recognised as assets, but are disclosed  where an inflow of 

economic benefits is probable.                                                                                                                     

Contingent liabilities are not recognised, but are disclosed in note 22, unless the probability of a transfer of economic 

benefits is remote. 

Contingent liabilities are defined as:

• possible obligations arising from past events whose existence will be confirmed only by the occurrence of one or more 

uncertain future events not wholly within the entity’s control; or

• present obligations arising from past events but for which it is not probable that a transfer of economic benefits will 

arise or for which the amount of the obligation cannot be measured with sufficient reliability.

Note 1.13 Public dividend capital

Public dividend capital (PDC) is a type of public sector equity finance based on the excess of assets over liabilities at 

the time of establishment of the predecessor NHS trust. HM Treasury has determined that PDC is not a financial 

instrument within the meaning of IAS 32. 

A charge, reflecting the cost of capital utilised by the NHS foundation trust, is payable as public dividend capital 

dividend. The charge is calculated at the rate set by HM Treasury (currently 3.5%) on the average relevant net assets of 

the NHS foundation trust during the financial year. Relevant net assets are calculated as the value of all assets less the 

value of all liabilities, except for (i) donated assets (including lottery funded assets), (ii) average daily cash balances 

held with the Government Banking Services (GBS) and National Loans Fund (NLF) deposits, excluding cash balances 

held in GBS accounts that relate to a short-term working capital facility, and (iii) any PDC dividend balance receivable or 

payable. In accordance with the requirements laid down by the Department of Health (as the issuer of PDC), the 

dividend for the year is calculated on the actual average relevant net assets as set out in the “pre-audit” version of the 

annual accounts. The dividend thus calculated is not revised should any adjustment to net assets occur as a result the 

audit of the annual accounts.

Note 1.14 Value added tax 

Most of the activities of the NHS foundation trust are outside the scope of VAT and, in general, output tax does not 

apply and input tax on purchases is not recoverable. Irrecoverable VAT is charged to the relevant expenditure category 

or included in the capitalised purchase cost of fixed assets. Where output tax is charged or input VAT is recoverable, 

the amounts are stated net of VAT.

Note 1.15 Corporation tax

The NHS foundation trust is a Health Service body within the meaning of s519A ICTA 1988 and accordingly is exempt 

from taxation in respect of income and capital gains within categories covered by this. There is a power for the Treasury 

to disapply the exemption in relation to the specified activities of a Foundation Trust (s519A (3) to (8) ICTA 1988). 

Accordingly, the Trust is potentially within the scope of Corporation Tax but there is no tax liability arising in respect of 

the current financial year.



Note 1.16 Foreign exchange 

The functional and presentational currency of the NHS foundation trust is sterling.

A transaction which is denominated in a foreign currency is translated into sterling at the exchange rate ruling on the 

date of the transaction. At the end of the reporting period, financial assets and liabilities denominated in foreign 

currencies are retranslated at the spot exchange rate on 31 March. Resulting exchange gains or losses for either of 

these are recognised in the Statement of Comprehensive Income in the period in which they arise.

Note 1.17 Third party assets 

Assets belonging to third parties (such as money held on behalf of patients) are not recognised in the accounts since 

the NHS foundation trust has no beneficial interest in them. However, they are disclosed in a separate note to the 

accounts in accordance with the requirements of HM Treasury’s FReM . 

Note 1.18 Losses and special payments

Losses and special payments are items that Parliament would not have contemplated when it agreed funds for the 

health service or passed legislation. By their nature they are items that ideally should not arise. They are therefore 

subject to special control procedures compared with the generality of payments. They are divided into different 

categories, which govern the way that individual cases are handled. Losses and special payments are charged to the 

relevant functional headings in expenditure on an accruals basis, including losses which would have been made good 

through insurance cover had NHS foundation trusts not been bearing their own risks (with insurance premiums then 

being included as normal revenue expenditure) (see note 26.3)

However the losses and special payments note is compiled directly from the losses and compensations register which 

reports on an accrual basis with the exception of provisions for future losses.

Note 1.19 Accounting standards that have been issued but have not yet been adopted

The DH GAM does not require the following Standards and Interpretations to be applied in 2016/17. These standards 

are still subject to HM Treasury FReM adoption, with IFRS 9 and IFRS 15 being for implementation in 2018/19, and the 

government implementation date for IFRS 16 still subject to HM Treasury consideration.

IFRS 9 Financial Instruments - Application required for accounting periods beginning on or after 1 January 2018, but 

not yet adopted by the FReM: early adoption is not therefore permitted.

IFRS 15 Revenue from Contracts with Customers - Application required for accounting periods beginning on or after 

1 January 2018, but not yet adopted by the FReM: early adoption is not therefore permitted.

IFRS 16 Leases - Application requires for accounting periods beginning on or after 1 January 2019, but not yet adopted 

by the FReM: early adoption is not therefore permitted

IFRIC 22 Foreign Currency Transactions and Advance Consideration - Application required for accounting periods 

beginning on or after 1 January 2018



Note 2 Operating Segments

All activity at Cheshire  and Wirral Partnership NHS Foundation Trust is healthcare related and a large 

majority of the Trust's income is received from within UK Government departments. The main proportion of 

the operating expenses are payroll related and are for the staff directly involved in the provision of health care 

and the indirect and overhead costs associated with that provision. The Trust operates primarily in Cheshire 

and the Wirral  with some services delivered across the North West of England. Therefore, it is deemed that 

the business activities which earn the revenues for the Trust and in turn incur the expenses are one 

provision, which is it deemed appropriate to identify as a single segment, namely 'health care'.

The Trust identifies the Trust Board (which includes all Executive and Non-Executive Directors) as the Chief 

Operating Decision Maker (CODM) as defined by IFRS 8. Monthly  operating results are reported to the Trust 

Board. The financial position of the Trust in month and for the year to date are reported , along with 

projections for the future performance and position, as a position for the whole Trust rather than as 

component parts making up the whole. The Trust board does not have separate directors for particular 

service areas or divisions. The Trust's external reporting to NHSI (the regulator) is on a whole Trust basis, 

which also implies the Trust is a single segment.

All decisions affecting the Trust's future direction and viability are made based on the overall total presented 

to the Board; the Trust is satisfied that the single segment of healthcare is appropriate and consistent with the 

principles of IFRS 8.



Note 3 Operating income from patient care activities

Note 3.1 Income from patient care activities (by nature)

2016/17 2015/16

£000 £000 

Mental health services

Cost and volume contract income 4,790 4,720 

Block contract income 111,610 109,476 

Clinical partnerships providing mandatory services (including S75 agreements) 5,051 5,002 

Other clinical income from mandatory services 4,641 4,483 

Community services

Community services income from CCGs and NHS England 21,834 24,928 

Community services income from other commissioners 5,559 5,036 

All services

Other clinical income 437 319 

Total income from activities 153,921 153,964 

Note 3.2 Income from patient care activities (by source)

Income from patient care activities received from: 2016/17 2015/16

£000 £000 

CCGs and NHS England 141,769 142,141 

Local authorities 9,928 8,911 

Other NHS foundation trusts 329 349 

NHS trusts - 518 

Non NHS: other 1,896 2,045 

Total income from activities 153,921 153,964 



Note 3.3 Overseas visitors (relating to patients charged directly by the NHS foundation trust)

The trust received no income in relation to overseas visitors during the financial year 2016/17.

Note 4.1  Other operating income

2016/17 2015/16

£000 £000 

Research and development 244 236 

Education and training 3,281 3,203 

Non-patient care services to other bodies 1,585 2,171 

Sustainability and Transformation Fund income 1,696 - 

Income in respect of staff costs where accounted on gross basis 1,294 1,213 

Other income 516 800 

Total other operating income 8,615 7,624 

Note 4.2 Income from activities arising from commissioner requested services

2016/17 2015/16

£000 £000 

Income from services designated as commissioner requested services 149,425 149,968 

Income from services not designated as commissioner requested services 4,497 3,996 

Total 153,922 153,964 

Note 4.3 Profits and losses on disposal of property, plant and equipment

Under the terms of its provider license, the trust is required to analyse the level of income from activities that has arisen 

from commissioner requested and non-commissioner requested services. Commissioner requested services are defined 

in the provider license and are services that commissioners believe would need to be protected in the event of provider 

failure. This information is provided in the table below:

The Trust disposed of Field House in 2016/17. The asset was recorded as held for sale in 2015/16 and 2016/17 and was 

disposed of because it was surplus to trust requirements.



Note 5.1 Operating expenses

2016/17 2015/16

£000 £000 

Services from NHS foundation trusts 1,239 1,244 

Services from NHS trusts 1,129 1,404 

Services from CCGs and NHS England 72 330 

Services from other NHS bodies 35 291 

Purchase of healthcare from non NHS bodies 1,885 1,631 

Employee expenses - executive directors 760 795 

Remuneration of non-executive directors 119 127 

Employee expenses - staff 128,005 128,296 

Supplies and services - clinical 2,307 2,646 

Supplies and services - general 1,813 1,761 

Establishment 1,409 1,653 

Research and development 433 181 

Transport 2,209 2,418 

Premises 6,364 7,472 

Increase/(decrease) in provision for impairment of receivables 509 120 

Drug costs 1,940 2,118 

Rentals under operating leases 2,869 2,739 

Depreciation on property, plant and equipment 2,390 2,154 

Net impairments 6,358 - 

Audit fees payable to the external auditor

audit services- statutory audit 57 65 

other auditor remuneration (external auditor only) 13 12 

Clinical negligence 550 432 

Legal fees 213 226 

Consultancy costs 93 100 

Internal audit costs 67 67 

Training, courses and conferences 447 575 

Patient travel 46 49 

Redundancy 1,670 518 

Early retirements 29 - 

Hospitality 6 3 

Insurance 334 308 

Other services, eg external payroll 256 256 

Losses, ex gratia & special payments 50 132 

Other 1,124 1,169 

Total 166,801 161,292 

Of which:

Related to continuing operations 166,820 160,140 

Related to discontinued operations - 1,152 



Note 5.2 Other auditor remuneration

2016/17 2015/16

£000 £000 

Other auditor remuneration paid to the external auditor:

Audit-related assurance services 13 12 

Total 13 12 

Note 5.3 Limitation on auditor's liability

Note 6 Impairment of assets

2016/17 2015/16

£000 £000 

Net impairments charged to operating surplus / deficit resulting from:

Unforeseen obsolescence 6,198 - 

Changes in market price 160 - 

Total net impairments charged to operating surplus / deficit 6,358 - 

Impairments charged to the revaluation reserve 3,341 - 

Total net impairments 9,699 - 

The limitation on auditors' liability for external audit work is £2m (2015/16: £2m).

Net material impairment losses and/or reversals recognised for an individual asset include:                                                                                  

Bowmere Hospital £3,524k                                                                                                                                                      

Stein Centre £2,250k                                                                                                                                                                  

Soss Moss £1,190k                                                                                                                                                                    

Ancora House £2,390k                                                                                                                                                              

The losses relate to freehold land and building and were predominantly a consequence of identifiable functional and 

external obsolescence.                                                                                                                                                                 



Note 7 Employee expenses

2016/17 2015/16

Total Total

£000 £000 

Salaries and wages 105,386 106,387 

Social security costs 9,186 7,122 

Employer's contributions to NHS pensions 12,663 12,548 

Termination benefits 1,699 518 

Temporary staff (including agency) 1,925 3,196 

Total gross staff costs 130,859 129,771 

Note 7.1 Retirements due to ill-health

During 2016/17 there were 6 early retirements from the trust agreed on the grounds of ill-health (6 in the year ended 31 

March 2016).  The estimated additional pension liabilities of these ill-health retirements is £345k (£355k in 2015/16).  

The cost of these ill-health retirements will be borne by the NHS Business Services Authority - Pensions Division.

Note 1 Employee costs shown above are included within employee expenses for both executive directors and staff 

(£128.765m) research (£0.394m) redundancy (£1.670m), early retirement (£0.029m)



Note 8 Pension Liability

Cheshire and Wirral Partnership NHS Foundation Trust estimates its employer contributions for 2017/18 will be £12.8m. 

The published annual accounts of the NHS Pension Scheme in 2015/16 disclosed a liability for the whole scheme of 

£382bn a decrease of £8.6bn from the liabilities at 31 March 2015. As the Scheme is unfunded these liabilities are 

underwritten by the Exchequer. Employer contribution rates remain at 14.3% for 2016/17.



Note 9 Operating leases

Cheshire and Wirral Partnership NHS Foundation Trust as a lessee

2016/17 2015/16

£000 £000 

Operating lease expense

Minimum lease payments 2,869 2,739 

Total 2,869 2,739 

31 March 

2017

31 March 

2016

£000 £000 

Future minimum lease payments due: 

- not later than one year; 2,058 1,750 

- later than one year and not later than five years; 2,418 1,246 

- later than five years. 1,053 232 

Total 5,529 3,228 

This note discloses costs and commitments incurred in operating lease arrangements where Cheshire and Wirral 

Partnership NHS Foundation Trust FT is the lessee.

These primarily comprise leases for office equipment, premises and transport which are charged to 

operating expenses in Note 5 above. No individual leases are considered significant for separate disclosure.



Note 10 Finance income

Finance income represents interest received on assets and investments in the period.

2016/17 2015/16

£000 £000 

Interest on bank accounts 28 64 

Total 28 64 

Note 11 Finance expenditure

Finance expenditure represents interest and other charges involved in the borrowing of money.

2016/17 2015/16

£000 £000 

Interest expense:

Finance leases 104 49 

Total interest expense 104 49 

Note 12 Gains/losses on disposal/derecognition of non-current assets

2016/17 2015/16

£000 £000 

Loss on disposal of non-current assets (40) - 

Net profit/(loss) on disposal of non-current assets (40) - 



Note 13 Discontinued operations

2016/17 2015/16

£000 £000 

Operating expenses of discontinued operations - (1,152)

Total - (1,152)



Note 14.1 Property, plant and equipment - 2016/17

Land

Buildings 

excluding 

dwellings Dwellings

Assets under 

construction

Plant & 

machinery

Transport 

equipment

Information 

technology

Furniture & 

fittings Total 

£000 £000 £000 £000 £000 £000 £000 £000 £000 

Valuation/gross cost at 1 April 2016 - brought 

forward 9,928 56,854 - 9,898 863 171 2,170 481 80,365 

Additions - 587 - 4,372 98 5 149 184 5,395 

Impairments (2,516) (2,740) - - - - - - (5,256)

Reversals of impairments 84 1,831 - - - - - - 1,915 

Reclassifications - 14,188 - (14,188) - - - - - 

Revaluations (860) (8,936) - - - - - - (9,796)

Transfers to/ from assets held for sale (282) (582) - - - - - - (864)

Valuation/gross cost at 31 March 2017 6,354 61,202 - 82 961 176 2,319 665 71,759 

Accumulated depreciation at 1 April 2016 - 

brought forward - 2,098 - - 452 118 1,056 295 4,019 

Provided during the year - 1,837 - - 95 9 360 89 2,390 

Impairments 955 7,159 - - - - - - 8,114 

Reversals of impairments (27) (1,823) - - - - - - (1,850)

Revaluations (928) (9,790) - - - - - - (10,718)

Transfers to/ from assets held for sale - (20) - - - - - - (20)

Accumulated depreciation at 31 March 2017 - (539) - - 547 127 1,416 384 1,935 

Net book value at 31 March 2017 6,354 61,741 - 82 414 49 903 281 69,824 

Net book value at 1 April 2016 9,928 54,756 - 9,898 411 53 1,114 186 76,346 

Note 14.2 Property, plant and equipment - 2015/16

Land

Buildings 

excluding 

dwellings Dwellings

Assets under 

construction

Plant & 

machinery

Transport 

equipment

Information 

technology

Furniture & 

fittings Total 

£000 £000 £000 £000 £000 £000 £000 £000 £000 

Valuation/gross cost at 1 April 2015 - as 

previously stated 9,928 55,688 - 677 1,271 179 2,701 688 71,132 

Valuation/gross cost at 1 April 2015 - restated 9,928 55,688 - 677 1,271 179 2,701 688 71,132 

Additions - 1,166 - 9,221 56 - 150 37 10,630 

Disposals / derecognition - - - - (464) (8) (681) (244) (1,397)

Valuation/gross cost at 31 March 2016 9,928 56,854 - 9,898 863 171 2,170 481 80,365 

Accumulated depreciation at 1 April 2015 - as 

previously stated - 439 - - 830 117 1,372 504 3,262 

Accumulated depreciation at 1 April 2015 - 

restated - 439 - - 830 117 1,372 504 3,262 

Provided during the year - 1,659 - - 86 9 365 35 2,154 

Disposals / derecognition - - - - (464) (8) (681) (244) (1,397)

Accumulated depreciation at 31 March 2016 - 2,098 - - 452 118 1,056 295 4,019 

Net book value at 31 March 2016 9,928 54,756 - 9,898 411 53 1,114 186 76,346 

Net book value at 1 April 2015 9,928 55,249 - 677 441 62 1,329 184 67,870 



Note 15.1 Property, plant and equipment financing - 2016/17

Land

Buildings 

excluding 

dwellings Dwellings

Assets under 

construction

Plant & 

machinery

Transport 

equipment

Information 

technology

Furniture & 

fittings Total 

£000 £000 £000 £000 £000 £000 £000 £000 £000 

Net book value at 31 March 2017

Owned 6,354 61,741 - 82 414 49 790 281 69,711 

Finance leased - - - - - - 113 - 113 

NBV total at 31 March 2017 6,354 61,741 - 82 414 49 903 281 69,824 

Note 15.2 Property, plant and equipment financing - 2015/16

Land

Buildings 

excluding 

dwellings Dwellings

Assets under 

construction

Plant & 

machinery

Transport 

equipment

Information 

technology

Furniture & 

fittings Total 

£000 £000 £000 £000 £000 £000 £000 £000 £000 

Net book value at 31 March 2016

Owned 9,928 54,756 - 9,898 411 53 980 186 76,212 

Finance leased - - - - - - 134 - 134 

NBV total at 31 March 2016 9,928 54,756 - 9,898 411 53 1,114 186 76,346 



Note 16 Revaluations of property, plant and equipment

The most recent valuation took place effective on 31/03/2017 by independent valuers Cushman & Wakefield. The 

valuation was undertaken in accordance with International Financial Reporting Standards (IFRS) and the RICS Valuation 

Standards prepared on an Existing Use basis. Assets with an active market value such as land and residential 

accommodation are valued using the sales comparison method.



Note 17.1 Other investments

2016/17 2015/16

£000 £000 

Carrying value at 1 April 1 1 

Carrying value at 31 March 1 1 

Note 17.2 Joint Arrangements

Related Party Transactions 2016/17

2016/17 2016/17 2016/17 2016/17

Current Assets Current Liabilities Income Expenditure

£'000 £'000 £'000 £'000

Villicare LLP - Consisting of:

Cheshire and Wirral Partnership NHS FT 15 (14) 297 (296)

Ryhurst Ltd 15 (14) 297 (296)

Total 30 (27) 593 (592)

Related Party Transactions 2015/16

2015/16 2015/16 2015/16 2015/16

Current Assets Current Liabilities Income Expenditure

£'000 £'000 £'000 £'000

Villicare LLP - Consisting of:

Cheshire and Wirral Partnership NHS FT 333 (352) 185 (205)

Ryhurst Ltd 333 (352) 185 (205)

Total 666 (704) 370 (409)

Note 18 Subsidiaries

The Registered Address for Nevexia Ltd is Redesmere, COCH Health Park, Liverpool Road, Chester CH2 1BQ.

Cheshire and Wirral Partnership NHS Foundation Trust has a 100% shareholding in Nevexia Ltd. Its Board comprises of two 

Directors who are also Executive Directors of Cheshire and Wirral Partnership NHS Foundation Trust.

At the 31st March 2017, Cheshire and Wirral Partnership NHS Foundation Trust transferred £83,643 to Nevexia Ltd, held on the 

Trust's Balance Sheet throughout the course of the year, principally for the sale of licences which now forms part of the operations of 

the new entity.

Villicare LLP has been established as a Limited Liability Partnership (LLP) strategic estates partnership between Cheshire & Wirral 

Partnership NHS FT and Ryhurst Ltd. The partnerships primary purpose is to make available the estate needed to help CWP deliver 

efficient clinical services.

Villicare LLP's registered address and principal place of business is Rydon House, Station Road, Forest Row, East Sussex, RH18 

5DW, England.

The partnership currently has 2 subsidiaries, Villicare (Nominee No.1) Ltd and Villicare (ProjectCo. No1) LLP. It is anticipated that 

further subsidiaries will be created as and when new business opportunities arise.

The Trusts share of Villicare LLP's income, expenditure, assets and liabilities are accounted for in accordance with the relevant 

IFRS's/IAS's in the Trust's accounts.

Nevexia Limited was incorporated with Companies House on 19 January 2017. The nature of the Business is to provide innovative 

healthcare products. The Trust's equity shareholding at the 31st March 2017 was £1 (one pound).



Note 19.1 Trade receivables and other receivables

31 March 

2017

31 March 

2016

£000 £000 

Current

Trade receivables due from NHS bodies 2,789 3,398 

Other receivables due from related parties 862 1,236 

Provision for impaired receivables (653) (156)

Prepayments (non-PFI) 968 658 

Accrued income 1,661 1,321 

PDC dividend receivable 379 - 

VAT receivable 336 117 

Other receivables 443 528 

Total current trade and other receivables 6,785 7,101 

Note 1 - There were no non-current trade and other receivables.



Note 19.2 Provision for impairment of receivables

2016/17 2015/16

£000 £000 

At 1 April as previously stated 156 244 

At 1 April - restated 156 244 

Increase in provision 633 144 

Amounts utilised (12) (208)

Unused amounts reversed (124) (24)

At 31 March 653 156 

Note 19.3 Analysis of impaired receivables

31 March 

2017

31 March 

2016

Trade and 

other  

receivables

Trade and 

other  

receivables

Ageing of impaired financial assets £000 £000 

0 - 30 days 16 26 

30-60 Days 171 2 

60-90 days 27 2 

90- 180 days 21 7 

Over 180 days 419 119 

Total 653 156 

Ageing of non-impaired financial assets past their due date

0 - 30 days 1,277 2,011 

30-60 Days 141 300 

60-90 days 20 49 

90- 180 days 90 179 

Over 180 days 33 131 

Total 1,560 2,670 



Note 20 Non-current assets for sale and assets in disposal groups

2015/16

Intangible 

assets

Property, 

plant & 

equipment

Investments 

in associates 

& joint 

ventures

Investment 

properties Total Total 

£000 £000 £000 £000 £000 £000 

NBV of non-current assets for sale and assets in disposal 

groups at 1 April - 260 - - 260 260 

NBV of non-current assets for sale and assets in disposal 

groups at 1 April - restated - 260 - - 260 260 

Plus assets classified as available for sale in the year - 844 - - 844 - 

Less assets sold in year - (260) - - (260) - 

Less impairment of assets held for sale - (94) - - (94) - 

NBV of non-current assets for sale and assets in disposal 

groups at 31 March - 750 - - 750 260 

2016/17

In 2016/17 Pine Lodge was transferred from non-current assets to current assets held for sale. The asset is surplus to trust requirements following the construction of 

the trusts CAMHS Tier 4 unit (Ancora House). Pine Lodge is expected to be disposed of early summer 2017.



Note 21.1 Cash and cash equivalents movements

2016/17 2015/16

£000 £000 

At 1 April 9,535 19,468 

At 1 April (restated) 9,535 19,468 

Net change in year (51) (9,933)

At 31 March 9,484 9,535 

Broken down into:

Cash at commercial banks and in hand 136 72 

Cash with the Government Banking Service 9,348 9,463 

Total cash and cash equivalents as in SoFP 9,484 9,535 

Note 21.2 Third party assets held by the NHS foundation trust

31 March 

2017

31 March 

2016

£000 £000 

Bank balances 27 13 

Total third party assets 27 13 

Cheshire and Wirral Partnership NHS Foundation Trust held cash and cash equivalents which relate to monies held by 

the the foundation trust on behalf of patients or other parties. This has been excluded from the cash and cash 

equivalents figure reported in the accounts.

Cash and cash equivalents comprise cash at bank, in hand and cash equivalents. Cash equivalents are readily 

convertible investments of known value which are subject to an insignificant risk of change in value.



Note 22 Trade and other payables

31 March 

2017

31 March 

2016

£000 £000 

Current 

NHS trade payables 2,639 1,258 

Amounts due to other related parties 1,690 1,905 

Other trade payables 1,055 908 

Capital payables 526 1,165 

Social security costs 2,418 2,264 

Other payables 1,192 1,250 

Accruals 5,499 5,338 

Total current trade and other payables 15,019 14,088 

There are no non-current trade and other payables balances.



Note 23 Other liabilities

31 March 

2017

31 March 

2016

£000 £000 

Current 

Deferred goods and services income 2,007 1,607 

Total other current liabilities 2,007 1,607 

Note 24 Borrowings

31 March 

2017

31 March 

2016

£000 £000 

Current 

Obligations under finance leases 13 6 

Total current borrowings 13 6 

Non-current

Obligations under finance leases 128 134 

Total non-current borrowings 128 134 



Note 25 Finance leases

Obligations under finance leases where Cheshire and Wirral Partnership NHS Foundation Trust is the lessee.

31 March 

2017

31 March 

2016

£000 £000 

Gross lease liabilities 397 476 

of which liabilities are due:

- not later than one year; 112 106 

- later than one year and not later than five years; 285 370 

Finance charges allocated to future periods (256) (336)

Net lease liabilities 141 140 

of which payable:

- not later than one year; 13 6 

- later than one year and not later than five years; 128 134 

Cheshire and Wirral Partnership NHS Foundation Trust as a lessee

The lease obligation in respect of Phase one of the introduction of the provision of multifunctional devices will end in 

2020/21. Phase two will end in 2021/22.



Note 26.1 Provisions for liabilities and charges analysis

Pensions - 

early 

departure 

costs

Other legal 

claims

Equal Pay 

(including 

Agenda for 

Change)

Re-

structurings

Continuing 

care Redundancy Other Total 

£000 £000 £000 £000 £000 £000 £000 £000 

At 1 April 2016 793 156 - 272 - - 397 1,618 

Arising during the year - 117 - 1,150 - 56 195 1,518 

Utilised during the year (65) (77) - (15) - - - (157)

Reversed unused - (72) - (169) - - - (241)

Unwinding of discount 19 - - - - - - 19 

At 31 March 2017 747 124 - 1,238 - 56 592 2,757 

Expected timing of cash flows: 

- not later than one year; 64 124 - 1,238 - 56 592 2,074 

- later than one year and not later than 

five years; 268 - - - - - - 268 

- later than five years. 434 - - - - - - 434 

Total 766 124 - 1,238 - 56 592 2,776 

Note 1 - The provision for pensions is based on actuarial estimates provided by the NHS Business Services Authority - Pensions Division. 

Note 2 - The provision for legal claims is based on information provided by the NHS foundation trust's solicitors and the NHS Litigation Authority (NHSLA) and largely relates to 

excesses that are expected to be paid. Settlement of these claims is generally anticipated to be within one year. 



Note 26.2 Clinical negligence liabilities

Note 27 Contingent assets and liabilities

31 March 

2017

31 March 

2016

£000 £000 

Value of contingent liabilities 

NHS Litigation Authority legal claims (68) (84)

Gross value of contingent liabilities (68) (84)

Net value of contingent liabilities (68) (84)

Note 28 Contractual capital commitments

31 March 

2017

31 March 

2016

£000 £000 

Property, plant and equipment 363 481 

Total 363 481 

At 31 March 2017, £1,091k was included in provisions of the NHSLA in respect of clinical negligence liabilities of 

Cheshire and Wirral Partnership NHS Foundation Trust (31 March 2016: £1,275k).

NHSLA legal claims relate to a number of outstanding non clinical claims against the trust at 31st March. The calculation 

is the NHSLAs estimate of settlement based on the balance of probability. The timing of cash flows is expected to be in 

2017/18.



Note 29 Financial instruments

Note 29.1 Financial risk management

29.1 Market Risk

29.2 Credit Risk

29.3 Liquidity Risk

Liquidity risk is the possibility that the NHS foundation trust might not have funds available to 

meet its commitments to make payments. Prudent liquidity risk management includes 

maintaining sufficient cash and the availability of funding from an adequate amount of 

committed credit facilities. As stated above the majority of NHS foundation trust's net 

operating expenses are financed via NHS commissioners from resources voted annually by 

Parliament.

The NHS foundation trust presently finances its capital expenditure from internally generated 

funds or funds made available from Government, in the form of additional Public Dividend 

Capital. In addition, the NHS foundation trust can borrow, within parameters laid down by 

Monitor, the Independent Regulator, both from the Department of Health Independent Trust 

Financing Facility and commercially to finance capital schemes. No borrowing has taken 

place in the accounting year. The NHS foundation trust is currently not exposed to significant 

liquidity risk.

Market risk is the possibility that financial loss might arise as a result of changes in such 

measures as interest rates and stock market movements. The only element of financial 

assets held that are subject to a variable rate are cash at bank and current investments. The 

NHS foundation trust is not therefore exposed to significant interest rate risk. In addition all of 

the NHS foundation trust's financial liabilities carry nil or fixed rates of interest. Changes in 

interest rates can impact discount rates and consequently affect the valuation of provisions 

and finance lease obligations. The NHS foundation trust's transactions are almost all 

undertaken in sterling and so it is not exposed to foreign exchange risk and as it holds no 

equity investments in companies or other investments linked to a price index no further 

exposure arises in this respect. 

Credit risk is the possibility that other parties might fail to pay amounts due to the NHS

foundation trust. Credit risk arises from deposits with banks as well as credit exposure to the

NHS foundation trust's commissioners and other receivables. At the statement of financial

position date the maximum exposure of the NHS foundation trust to credit risk was

£16,269,000. Surplus operating cash is invested to maximise interest return. Investments are

only permitted with independently rated UK sovereign banks and there is a list of authorised

deposit takers with whom surplus funds may be invested for appropriate periods up to a

maximum of twelve months. The NHS foundation trust's banking services are provided by

the Government Banking Service and Lloyds Public Banking Group. The NHS foundation

trust's net operating expenses are incurred largely under annual service agreements with

Clinical Commissioning groups and NHS England, which are financed from resources voted

annually by Parliament. The NHS foundation trust receives cash each month based on

agreed levels of contract activity. Excluding income from local councils, which is normally

considered low risk, 1.3% of income is from non-NHS customers. 



Note 30.1 Financial assets

Loans and 

receivables

£000 £000 £000 £000 

Assets as per SoFP as at 31 March 2017

Trade and other receivables excluding non financial 

assets 5,101 - - - 5,101 

Other investments 1 - - - 1 

Cash and cash equivalents at bank and in hand 9,484 - - - 9,484 

Total at 31 March 2017 14,586 - - - 

Loans and 

receivables

£000 £000 £000 £000 £000 

Assets as per SoFP as at 31 March 2016

Trade and other receivables excluding non financial 

assets 7,100 - - - 

Other investments - - - - 

Cash and cash equivalents at bank and in hand 9,535 - - - 

Total at 31 March 2016 16,635 - - - 

Note 30.2 Financial liabilities

£000 £000 £000

141 - 

12,601 - 

2,007 - 

14,749 - 

£000 £000 £000

140 - 

14,088 - 

1,607 - 

15,835 - 

Note 30.3 Maturity of financial liabilities

£000 £000 

14,621 15,701 

14,621 15,701 Total

Assets at 

fair value 

through the 

I&E

Assets at 

fair value 

through the 

I&E

Liabilities as per SoFP as at 31 March 2017

Obligations under finance leases

Trade and other payables excluding non financial liabilities 

Total at 31 March 2017

Liabilities as per SoFP as at 31 March 2016

Trade and other payables excluding non financial liabilities 

Other financial liabilities

14,586 

In one year or less

14,088 

1,607 

15,835 

Held to 

maturity

Available-

for-sale Total

Other financial liabilities

140 

Total at 31 March 2016

Obligations under finance leases

14,749 

Other 

financial 

liabilities

Liabilities at 

fair value 

through the 

I&E Total

Total

Held to 

maturity

£000 

Available-

for-sale

12,601 

2,007 

Other 

financial 

liabilities

Liabilities at 

fair value 

through the 

I&E Total

141 

16,635 

7,100 

- 

9,535 



Note 31 Losses and special payments

Total 

number of 

cases

Total value 

of cases

Total 

number of 

cases

Total value 

of cases

Number £000 Number £000 

Losses

Cash losses 1 - 3 - 

Bad debts and claims abandoned 10 657 8 8 

Stores losses and damage to property 191 45 77 7 

Total losses 202 702 88 15 

Special payments

Ex-gratia payments 18 40 14 117 

Total special payments 18 40 14 117 

Total losses and special payments 220 742 102 132 

Compensation payments received

Note 1: One entry in the Losses and Special Payments Register exceeded £300k relating to a NHS Property Services 

category 3c bad debt provision totalling £668k.

2016/17 2015/16

NHS foundation trusts record on an accruals basis payments and other adjustments that arise as a result 

of losses and special payments. In the year to 31 March 2017 the NHS foundation trust had 220 (year 

ended 31 March 2016, 102) separate losses and special payments totalling £742,000 (year ended 31 

March 2015, £132,000). Most of these were in relation to damage and losses in respect of buildings and 

property. 



32.1 Related Party Transactions

Ultimate Parent 

During the year the NHS foundation trust has had transactions with the following related party organisations; 

Name of Related Party Relationship / Reason for Disclosure Income Expenditure Receivables Payables

£000 £000 £000 £000

Alzheimer’s Society Member of Council of Governors 4 0 0 0

Arch Initiatives Prior year comparative 111 0 0 2

Care Quality Commission Member of Council of Governors 0 0 0 0

Cheshire East UA Member of Council of Governors 3,237 120 122 99

Cheshire Police Member of Council of Governors 5 0 0 0

Cheshire West and Chester UA Member of Council of Governors 5,025 571 778 60

CLRN Commissioner 244 0 0 0

Health Education England (North West Board) Board of Directors 3,270 0 1 102

Liverpool John Moore’s University Member of Council of Governors 1 0 0 0

Making Space Commissioner 0 29 0 11

NHS Bolton CCG Commissioner 539 0 20 0

NHS Chorley and South Ribble CCG Commissioner 438 0 110 0

NHS East Lancashire CCG Commissioner 208 0 32 0

NHS Eastern Cheshire CCG Commissioner 16,520 28 30 195

NHS England Commissioner 17,075 0 983 596

NHS Halton CCG Commissioner 112 0 0 0

NHS Liverpool CCG Commissioner 363 0 9 443

NHS North Staffordshire CCG Commissioner 78 0 1 0

NHS South Cheshire CCG Commissioner 14,352 14 84 14

NHS South Sefton CCG Commissioner 1,501 0 29 0

NHS Southport and Formby CCG Commissioner 1,278 0 208 0

NHS Stockport CCG Commissioner 289 0 3 0

NHS Trafford CCG Commissioner 220 0 0 0

NHS Vale Royal CCG Commissioner 8,309 0 28 1

NHS Warrington CCG Commissioner 601 0 14 1

NHS West Cheshire CCG Member of Council of Governors 46,715 181 1,032 300

NHS Wirral CCG Member of Council of Governors 35,177 7 47 320

NIHR, Local Comprehensive Clinical Network Prior year comparative 0 0 0 0

North of England Zoological Society  (Chester Zoo) Board of Directors 0 0 0 0

Royal College of Psychiatrists Member of Council of Governors 71 0 32 0

The Walton Centre NHS Foundation Trust Board of Directors 13 0 1 0

Trafford Borough Council Prior year comparative 1,299 0 0 0

University of Liverpool Member of Council of Governors 17 0 6 0

Wirral Borough Council Member of Council of Governors 605 351 49 51

Note 4 - The Trust is the corporate trustee of CWP Charity (Registered Charity No. 1050046). The charitable fund accounts have not been consolidated into these accounts as the

transactions are considered immaterial in the context of the Trust. The provisional turnover of the charity in 2016/17 was £25,089 and its net assets were £303,592.

The Trust provides a financial administration service for the charity for which the charity paid £5,976 in 2016/17. An annual report and audited accounts of the Trust's

charity (covering the period reported in these accounts) will be available from 31 January 2018 and may be accessed via the Charity Commission website at 

www.charity-commission.gov.uk 

Note 3 - DH group bodies must disclose the Department of Health as the parent department, Cheshire & Wirral Partnership NHS Foundation Trust does not have any balances or transactions as at 31st March 2017 

Cheshire and Wirral Partnership NHS Foundation Trust is a public benefit corporation established under the NHS Act 2006. NHS Improvement, the Independent Regulator of NHS Foundation Trusts has the power to control the NHS foundation 

trust within the meaning of IAS 27 ' Consolidated and Separate Financial Statements' and therefore can be considered as the NHS foundation trust's parent. NHS Improvement does not prepare group accounts but does prepare separate NHS 

Foundation Trust Consolidated Accounts which are then included within the Whole of Government Accounts. NHS Improvement is accountable to the Secretary of State for Health. The NHS foundation trust's ultimate parent is therefore HM 

Government.   

Whole of Government Accounts (WGA) Bodies

All government bodies which fall within the whole of government accounts boundary are regarded as related parties because they are all under the common control of HM Government and Parliament. This includes, for example, all NHS 

bodies, all local authorities and central government bodies.

Year Ended 31 March 2017

Note 1 - Payments made to the key decision makers within the organisation are disclosed in the Remuneration table which is shown on pages *** and *** of the Annual Report

Note 2 - The main entities within the public sector with which Cheshire & Wirral Partnership NHS Foundation Trust has had dealings are Countess of Chester NHS Foundation Trust, East Cheshire NHS Trust, HM Revenue and Customs, Mid 

Cheshire NHS Foundation Trust, Merseycare NHS Trust, NHS Business Services Authority, NHS Litigation, NHS Pensions Agency, Royal Liverpool and Broadgreen University Hospitals, The Clatterbridge Centre NHS Foundation Trust, Wirral 

Community NHS Foundation Trust and Wirral University Teaching Hospitals NHS Foundation Trust.  These Organisations are excluded from the table above due to there being no control or influence by Cheshire & Wirral Partnership NHS 

Foundation Trust or vice versa from the entities noted. 



Note 32.2 Related parties

Name of Related Party Relationship / Reason for Disclosure Income Expenditure Receivables Payables

£000 £000 £000 £000

Alzheimer's Society Member of Council of Governors 4             0 0 0

Arch Initiatives Member of Council of Governors 193         18           41 0

Care Quality Commission Member of Council of Governors 0 78           0 0

Cheshire East UA Member of Council of Governors 3,024      193         537         83

Cheshire Police Member of Council of Governors 16           1 -          0 9

Cheshire West and Chester UA Member of Council of Governors 3,849 579         460         73

CLRN Member of Council of Governors 218         0 0 0

Countess of Chester Hospital NHSFT Member of Council of Governors 616         1,074      373         166         

East Cheshire NHS Trust Member of Council of Governors 46           1,025      8             170         

Eastern Cheshire CCG Member of Council of Governors 16,688    37 95           194         

Health Education England NW Board Board of Directors 3,173      0 37 157

HM Revenue and Customs Member of Council of Governors 0 0 117 2,264

Liverpool John Moore's University Member of Council of Governors 1 2 0 0

Making space Member of Council of Governors 0 53 0 0

Mid Cheshire Hospitals NHSFT Member of Council of Governors 32           83           19           21           

NHS Business Services Authority Member of Council of Governors 0 0 0 154         

NHS Pensions Agency Member of Council of Governors 0 19,672    0 1,726      

NIHR, Local Comprehensive Clinical Network Member of Council of Governors 0 0 8 0

North of England Zoological Society (Chester zoo) Board of Directors 0 1 0 0

Royal College of Psychiatrists Member of Council of Governors 0 38 0 13           

Royal Liverpool & Broadgreen Hospitals Member of Council of Governors 0 6 0 16           

South Cheshire CCG Member of Council of Governors 13,804    6 310         72           

The Walton Centre NHS FT Board of Directors 13           1 1             0

Trafford Borough Council Member of Council of Governors 1,325      71 107         0

Vale Royal CCG Member of Council of Governors 7,980      0 89           81           

Western Cheshire CCG Member of Council of Governors 47,178    130         1,178      454

Wirral Borough Council Member of Council of Governors 784         255         237         323

Wirral CCG Member of Council of Governors 34,084    77           257         370         

Wirral Community NHS Trust Member of Council of Governors 922         339         116         96           

Wirral University Teaching Hospital NHSFT Member of Council of Governors 44           661         41           207         

Year Ended 31 March 2016
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Introduction 
 
Quality Accounts are annual reports to the public, from providers of NHS services, about the 
quality of services they provide.  They also offer readers an opportunity to understand what providers 
of NHS services are doing to improve the care and treatment they provide. 
 
Quality in the NHS is described in the following ways: 
 
Patient safety 
This means protecting people who access services from harm and injury, and providing treatment in a 
safe environment. 
 
Clinical effectiveness 
This means providing care and treatment to people who access services that improves their quality of 
life. 
 
Patient experience 
This means ensuring that people who access services have a positive experience of their care, and 
providing treatment with compassion, dignity and respect. 
 
The aim in reviewing and publishing performance about quality is to enhance public accountability by 
listening to and involving the public, partner agencies and, most importantly, acting on feedback we 
receive. 
 
To help meet this aim, we produce Quality Improvement Reports three times a year on our priorities to 
show improvements in quality during the year.   
 

 
 
This Quality Account, and ‘easier read’ accessible versions of the Quality Account and our Quality 
Improvement Reports, are published on our website. 
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Part 1. 
Statement on quality from the 

Chief Executive of the 
NHS Foundation Trust 

 
 
As ever, I am extremely pleased to present to you our annual Quality 
Account.  At CWP, we are committed to improving the quality of the lives 
over people who access our services by providing and delivering the 
best possible of quality of care. This is our eighth year of publishing an 
annual report on the quality of our services and I hope that the following 
pages will demonstrate to you: 
 Our commitment and approach to quality improvement. 
 How we have performed against the quality improvement priorities 

for 2016/17. 
 Our quality improvement priorities for the coming year. 
 
2016/17 has been a year when we have continued our quality 
improvement journey. Key to our journey has been ensuring that our 
excellent staff who deliver our services are engaged in developing a 
person-centred culture.  At CWP, person-centredness is about 
connecting with people as unique individuals with their own strengths, 
abilities, needs and goals.  I am therefore delighted that in the results of 

the 2016 NHS Staff Survey, 88% of our staff felt that they were able to deliver a person-centred 
approach in their practice/ delivery of care. However, we are not complacent, as demonstrated by the 
launch of our new person-centred framework in March and by setting a quality improvement priority this 
year to improve on the performance in the staff survey even further.  You can read about this and the 
other quality improvement priorities we have set in Part 2 of this report.  They will provide the focus for 
our work in the coming year.  We are proud of what we have achieved so far and hope to do even more 
in 2017/18. 
 
Readers of last year’s Quality Account will recall that we received a comprehensive inspection of our 
inpatient and community mental health services and community physical health services by the Care 
Quality Commission.  This year we received a re-inspection of our mental health services and also a first 
inspection of our substance misuse services in East Cheshire.  I was delighted that all the services that 
were re-inspected, as well as our substance misuse services, were all rated as Good.  The Trust has 
sustained its rating of Good overall and Outstanding for caring.  You can read more about the re-
inspection in Part 2 of this report. 
 
Reflecting on what we have achieved since the Five Year Forward View was published in 2016, I’m 
pleased at what we have achieved in working towards this national vision through many initiatives that 
we are running locally.  One focus is providing greater mental health support, particularly for children and 
young people.  We have made great strides in our communities in this area of focus, for example: 
 In Wirral, CWP has supported over 750 school children with mental health first aid training, and the 

Trust’s Primary Mental Health Worker team works closely with schools and community providers to 
support young people’s mental health needs through training and group work. 

 In West Cheshire, young people aged between 11–19 living or attending school/ college in the area 
are able to contact the MyWell-being online team, a team of professional clinicians, for online 
support, chat and guidance around their emotional health and well-being. 

 In East Cheshire, CWP has been working in partnership with Cheshire East Council, Just Drop-In, 
The Children’s Society and Visyon to deliver the Emotionally Healthy Schools Project – an innovative 
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collaboration aiming to help six local secondary schools promote positive emotional health and well-
being to their pupils. 

 
The Board continues to be inspired by the commitment and passion of all our staff to continue to improve 
care and services for the people and communities we serve, despite the unprecedented challenge and 
change in the NHS.  The next financial year is going to continue to be challenging, but with some great 
opportunities to continue to develop and improve our services by keeping quality at the heart of all that 
we do. 
 
On behalf of the Board, to the best of my knowledge, the information presented in this report is accurate. 

 
Sheena Cumiskey 
Chief Executive 
Cheshire and Wirral Partnership NHS Foundation Trust 
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Statement from the 
Medical Director – 

Executive lead for quality 
 
 

In September, I had the great pleasure of joining over 200 people at our 
annual Best Practice showcase event, which took place this year at the 
Floral Pavilion theatre in New Brighton.  This is one of my favourite events 
of the year and it is always a delight to see so many fantastic examples of 
great work from our teams at CWP.  Over 35 services showcased their 
successful projects on the day.  Examples of these included how our 
Wirral Complex Needs Service has significantly reduced admissions to 
A&E; the involvement of young people in the development of our CAMHS 
new build Ancora House; and the Crewe Recovery Team’s partnership 
with Crewe Alexandra FC to encourage healthy living and social inclusion.  
Angie and Tony Russell, Co-Directors of the Positive Practice in Mental 
Health Collaborative, helped us kick off the day by speaking passionately 
about the importance of learning, not just from our own experiences, but 
also from those in the wider healthcare community. 
 
We recognise that delivering healthcare is not without risk and we 
acknowledge that we don’t get it right for every person every time. It is 

therefore important that we learn from our mistakes and listen to people who access our services, the 
communities we serve and our stakeholders about their personal experiences and the health needs of 
our population.  We also recognise the importance of learning from other organisations’ quality 
performance, a process known as benchmarking.  Being open to learning from others enables us to be 
the best we can be. Where we perform well, this assures the Trust and also our stakeholders, including 
the communities we serve, of the high quality of our services.  Where we perform less well, we are 
committed to understanding why so that we can identify quality improvement approaches to further 
improve our services.  In January, I presented to the Board of Directors on the results of our 
performance in the NHS Benchmarking Network’s “Mental Health Benchmarking” report for 2016.  As a 
member of this network, we work with other members to understand the variation in demand, capacity 
and outcomes within the NHS to help define “what good looks like”.  This showed that we perform well in 
relation to areas such as lengths of stay on inpatient wards and patient satisfaction, but we need to 
understand what we can do better in areas including serious incident reporting, complaints management, 
and use of community treatment orders.  As such, we have identified quality improvement projects to 
look at these areas, which we will report on to our Quality Committee in July and September. 
 
Quality improvement is now a huge part of everyone’s day to day role at CWP.  Over the last couple of 
years, a key driver to this has been our Zero Harm campaign – our dedication to supporting everyone to 
deliver the best care possible, as safely as possible, and in doing so reducing avoidable harms.  A 
shining example of this is the work of the Tissue Viability team and the pressure care Zero Harm group.  
By using structured quality improvement approaches in a consistent way, they have successfully 
sustained continuous reductions in avoidable pressure ulcers in the community, resulting in no reported 
avoidable pressure ulcers since June 2016, which is a significant achievement.  I was delighted to hear 
that they were asked to present all of their hard work at the International Forum on Quality and Safety in 
Healthcare in London in April 2017. 
 
During the year, we have started to help our staff to understand how to deliver quality improvement by 
using structured approaches, like PDSA (Plan Do Study Act) cycles.  You can read more about how we 
are doing this in Parts 2 and 3 of this report, as well as finding lots of examples of quality improvement in 
our Quality Improvement Reports, which we produce three times a year.  They can be found on our 
Internet at http://www.cwp.nhs.uk/resources/reports/. 

http://www.cwp.nhs.uk/resources/reports/
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I hope you enjoy reading our Quality Account. 

 
Dr Anushta Sivananthan 
Medical Director & Consultant Psychiatrist 
Cheshire and Wirral Partnership NHS Foundation Trust 
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Part 2. 
Priorities for improvement and 

statements of assurance 
from the board 

 

Priorities for improvement 

Quality improvement priorities for 2016/17 

 
CWP has made significant improvements towards the priorities it set in 

last year’s Quality Account. 
 

Below is a summary of how our improvements, which are presented at the Trust’s Board meetings and 
are available on the CWP website. 
 
Based on feedback from our stakeholders last year, we have tried to report at local level as well as 
Trustwide levels. 
 
We have included a glossary of some of the terms used in the report.  Annex A explains these terms. 
 

Patient safety priorities for 2016/17 
 
We wanted to: 
Demonstrate improvement in the completion and quality of handovers between wards and 
Home Treatment teams, using the ‘SBAR’ (Situation, Background, Assessment and Recommendation) 
tool to help improve communication. 
 
This is because failure in handover (the process of transferring responsibility for some or all aspects of 
care for a patient to other professionals) is a major preventable cause of patient harm and is usually due 
to poor communication. 
 
How we have shown improvement: 
 An audit of a random sample of cases from quarter 1 and quarter 4 of 2016/17 shows an increase in 
the completion of the SBAR handover tool from 55% to 75% when patients are transferred between 
wards.  The audit showed that the SBAR forms were fully completed with risk assessments and physical 
health information. 
 
 Home Treatment teams are consistently using an electronic form called the “Gateway Assessment 
form” to improve the transfer of patients from the community into inpatient settings.  
 
We wanted to: 
Demonstrate improvement in the Trustwide incident reporting profile, in line with the Heinrich model.  
 
How we have shown improvement: 
 Overall results show a significant improvement in reporting proportionately more low harm and no 
harm incidents (grades D and E), in line with the Heinrich model, to give a better chance of identifying 
and preventing hazards before they result in more serious harm incidents. 

 Physical health community care teams have a different reporting profile because policy requires 
pressure ulcer incidents to be reported as either grade B or C depending on their severity. Whilst this 



 

9 
 

means their profile will be made up of more of these incidents, these teams can and do benchmark 
against each other and other services in the Trust. 

 For 2017/18, CWP is looking to develop the Heinrich model (which is based on health and safety 
accident reporting) to reflect incident reporting profiles that are more appropriate to healthcare provider 
services.  
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Clinical effectiveness priority for 2016/17  
 
We wanted to: 
Demonstrate improvement in the use of service-level health related outcome ratings. 
 
How we have shown improvement: 
 Outcome ratings, such as the Health of the Nation Outcome Score (HoNOS), enable teams to assess 
the impact of the care and treatment they have provided.  From December 2016, the Locality Data Packs 
(LDPs) produced by the Trust’s Quality Surveillance team now show the change in HoNOS score 
between admission and discharge, for every patient discharged from the ward. 

 The LDPs for Child & Adolescent Mental Health teams now show the percentage of children with Goal 
Based Outcomes, patient reported outcome measures (PROMs) or patient reported experience 
measures (PREMs). 

 Improving the use of outcome ratings by now including them in LDPs means that throughout 2017/18, 
teams can use this information to identify where they can further improve the effectiveness of the care 
they provide. 
 

Patient experience priority for 2016/17  
 
We wanted to: 
Demonstrate an increase in the uptake of the Friends and Family Test (FFT). 
 
How we have shown improvement: 
 Between February and March 2017, Trustwide we received 568 FFT responses, with an overall score 
of 55% of people saying they would be extremely likely to recommend our services to friends and family.  

 A total of 403 comments were received as part of these responses. 61% of people who went on to 
comment said they were extremely likely to recommend our services to friends and family. 

 Starting in April 2017, the Patient and Carer Experience team will be attending team meetings to 
discuss the support they need to further increase uptake of the FFT, targeting Central & East Cheshire 
initially as this is where there is most room for improvement. 

 
 

Quality improvement priorities for 2017/18 

 
Our priorities have been developed and chosen based on: 
 Identified risks to quality, which includes feedback such as complaints and learning from 

investigations into serious incidents. 
 What is important to people who access our services, people who deliver our services and 

stakeholders such as commissioners. 
 National priorities. 
 
The quality priorities identified for achievement in 2017/18 have been set out in the Trust’s plans, 
including how they link to the Trust’s corporate and locality strategic objectives.  This allows our quality 
priorities to be consistently consulted on and effectively communicated across the Trust and wider 
stakeholder groups. 
 

 Apr – May 2016 Feb – Mar 2017 Change 

Central & East Cheshire 153 94 -39% 

West Cheshire 254 280 +10% 

Wirral  123 148 +20% 

Not specified 32 46 +44% 

Trustwide 562 568 +1% 
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Our approach to Quality Improvement  
We are looking at quality in more detail to better demonstrate our aspiration of achieving equity of care 
through quality improvement.  We are using well-known national and international definitions of quality 
(including those from the Institute for Healthcare Improvement, the World Health Organization, and the 
Department of Health) to help us do this, as detailed in the chart below.   

 
Q U A L I T Y  

      
Patient 
safety 

Clinical effectiveness Patient experience 

Safe Effective Affordable Sustainable Acceptable 
 

Accessible 
 

Achieving Equity and Person-centred Care through CO-PRODUCTION, CO-DELIVERY, 
QUALITY IMPROVEMENT & WELL-LED SERVICES 

Delivering 
care which 
minimises 

risks 
 

Delivering 
care that 
follows an 
evidence 
base and 
results in 
improved 

health 
outcomes, 
based on 
people’s 
needs 

Delivering 
care in a way 

which 
maximises 

use of 
resources 

and 
minimises 

waste 
 

Delivering care 
that can be 

supported within 
the limits of 

financial, social 
and 

environmental 
resources 

Delivering 
care which 
takes into 

account the 
preferences 

and 
aspirations of 

people 

Delivering care 
that is timely, 

geographically 
reasonable, and 

provided in a place 
where skills and 
resources are 
appropriate to 
meet people’s 

needs 

“Being 
treated in a 

safe 
environment” 

“Receiving care which will help me recover” “Having a positive experience” 

 
“Being 

protected 
from harm 
and injury” 

“Having an improved quality of life after 
treatment” 

“Being treated with compassion, 
dignity and respect” 
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Our patient safety priority for 2017/18 
Measure Increase in the identification of patients taking monotherapy or combination 

antipsychotic treatment, in which daily doses exceed the recommended maximum 
limits (according to the British National Formulary) to improve monitoring of the 
associated risks. 

Rationale There are greater risks, including serious physical side-effects, associated with 
antipsychotics taken in high doses or in combination (Royal College of Psychiatrists, 
2014). 

Baseline An audit in quarter 1 of the number of patients recorded as having an alert stating 
“High Dose Antipsychotic Therapy (HDAT) prescribing” and evidence that the HDAT 
checklist has been completed. 
Population = inpatients and those under the care of community teams. 

Improvement 
target 

a/ An incremental increase (from quarter 2 onwards) in the number of patients who 
have a documented HDAT – an improvement target will be set at the end of quarter 1 
once the baseline is known. 
b/ An 80% rate of completion of the HDAT checklist by quarter 4. 

Source HDAT alert and checklist reporting dataset obtained from the Trust’s electronic patient 
records system, extracted by the Information Team on a monthly basis. 

 
Our clinical effectiveness priority for 2017/18 

 

Our patient experience priority for 2017/18  
Measure Improvement in embedding a person-centred culture across the organisation. 

Rationale In March 2017, the Trust implemented a person-centred framework.  CWP defines 
person-centredness as “connecting with people as unique individuals with their own 
strengths, abilities, needs and goals”.  This priority will demonstrate how the 
framework is helping to improve the organisation’s person-centred culture. 

Baseline The percentage of staff responding positively in the NHS Staff Survey that they were 
able to deliver a person-centred approach in their practice/ delivery of care. 
For 2016 this was 88%.  

Improvement 
target 

90% or more staff responding positively in the NHS Staff Survey that they are able to 
deliver a person-centred approach in their practice/ delivery of care. 

Source NHS Staff Survey 2017. 

 
How progress to achieve the quality improvement priorities will be reported: 
Progress against the delivery of the quality improvement priorities will be reported to the Trust’s Quality 
Committee and regular updates will be included in our Quality Improvement Report which is reported to 
the Board, and is available on our website. 

Measure Improvement in the Trustwide average bed occupancy rate for adults and older 
people. 

Rationale The optimal bed occupancy rate to facilitate more effective care is 85% 
(Royal College of Psychiatrists, 2011).  

Baseline The average Trustwide bed occupancy rate (excluding leave beds) at year end 
(month 12 – December) for adult and older people inpatient wards. 
For 2016, this rate was 90%. 

Improvement 
target 

The Trustwide average bed occupancy rate for 2017 (excluding leave beds) at year 
end (month 12 – December) for the adult and older people inpatient wards to reduce 
to 85%. 

Source NHS England bed availability and occupancy data (KH03). 

http://www.cwp.nhs.uk/resources/reports/?page=2&ResourceCategory=2335&Search=&HasSearched=True
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Statements of assurance from the board 
 
The purpose of this section of the report is to provide formally required evidence on the quality of CWP’s 
services.  This allows readers to compare content common across all Quality Accounts nationally.   
 

Common content for all Quality Accounts nationally is contained in a shaded double line border like this. 

 

Information on the review of services 

 
We are commissioned to provide the following services: 
 
 NHS Bolton CCG – Eating Disorder services. 
 NHS England – CAMHS (Children and Adolescent Mental Health Services) Tier 4, Specialised 

Eating Disorder, Low Secure, school age immunisations programmes, Child Health Information 
Systems (CHIS) and Specialist Community Peri-natal Mental Health services. 

 NHS Eastern Cheshire CCG – Mental Health, Learning Disability and CAMHS services. 
 NHS South Cheshire and Vale Royal CCGs – Mental Health, Learning Disability and CAMHS 

services. 
 NHS Trafford CCG – Eating Disorder Services and Learning Disability services. 
 NHS Western Cheshire CCG – Mental Health, Learning Disability, CAMHS and Community services. 
 NHS Wirral CCG (and co-commissioners) – Mental Health, Learning Disability, Eating Disorder and 

CAMHS services. 
 Cheshire East Council – Substance Misuse services and Emotionally Healthy Schools 
 Cheshire West and Chester Council – the Healthy Child Programme (0-5s) and Children and Young 

People’s (5-19) services. 
 
We also deliver various CCG commissioned specialist services to support people with Autism of all ages 
and abilities. 
 

During 2016/17 Cheshire and Wirral Partnership NHS Foundation Trust provided and/ or sub contracted 
83 NHS services, as outlined within the Trust’s contract with its commissioners.  The income generated 
by the relevant health services reviewed in 2016/17 represents 95 per cent of the total income generated 
from the provision of relevant health services by Cheshire and Wirral Partnership NHS Foundation Trust 
for 2016/17. 

 
We have reviewed the data on the quality of our services in the following ways during the year. 
 
Contract review and monitoring 
We work together with our commissioners to review and update the quality requirements in our contracts 
to ensure that they reflect changes in best practice and emerging national or local good clinical or good 
healthcare practice.   
 
Reviewing the results of surveys 
We have engaged people who access our services, carers, people who deliver our services, and other 
partners in a wide variety of survey activity to inform and influence the development of our services. 
 
The NHS Staff Survey is used to review and improve staff experience.  The results also inform local and 
national assessments of the quality and safety of care, and how well organisations are delivering against 
the standards set out in the NHS Constitution.  Trusts are asked to provide the following specific survey 
result indicators, to demonstrate progress against a number of indicators of workforce equality linked to 
the Workforce Race Equality Standard (WRES):  
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KF 26 – Percentage of staff experiencing harassment, bullying or abuse from staff in the last 12 months: 
White    16%  
Black and minority ethnic 15%  
 
KF21 – Percentage believing that the trust provides equal opportunities for career progression or 
promotion 
White    91% 
Black and minority ethnic 97% 
 
Further information can be found at:  
http://www.nhsstaffsurveys.com/Caches/Files/NHS_staff_survey_2016_RXA_full.pdf 
 
The WRES detailing the NHS Staff Survey results for 2016 will be published on our website in July 2017.   
 
Learning from experience – examples 
Learning from complaints and a serious incident has demonstrated that staff need further training in 
understanding patients who have Autistic Spectrum Disorder.  We have identified plans to improve on 
this during 2017/18. 
 
As a result of a ‘Report to Prevent Future Deaths’ (Regulations 28 of the Coroners (Investigations) 
Regulations 2013), we have reviewed and improved the training and support to staff in using our nicotine 
management policy.  
 
We are analysing our claims profile in respect of value, volume, speciality and cause, to improve patient 
safety.  A claims “score card” is presented in every Learning from Experience report.  
 
Mortality monitoring  
In March 2017, the National Quality Board published National Guidance on “Learning from Deaths” 
which was informed by the recent findings of the Care Quality Commission report “Learning, candour 
and accountability”.  At CWP, we have already begun to increase reporting of deaths that do not meet 
the serious incident criteria to help us identify more learning.  This work is being reported in our Learning 
from Experience report and is being monitored by our Quality Committee.  
 
Feedback from people who access the Trust’s services 
We welcome compliments and comments from people who access our services and carers, and use the 
feedback to act on suggestions, consolidate what we do well, and to share this best practice across the 
Trust.  
  
Our Learning from Experience report, which is produced three times a year, reviews learning from 
incidents, complaints, concerns, claims and compliments, including Patient Advice and Liaison Service 
(PALS) contacts.  Reviewing them together, with the results of clinical audits, helps to identify trends and 
spot early warnings, so that actions can be taken to prevent potential shortfalls in care.  Sharing learning 
is key to ensuring that safety is maintained and that action can be taken to prevent recurrence of similar 
issues.  These Learning from Experience reports are shared with the public, via our Board meetings, our 
partner organisations and via our website.  
 
 
 
 
 
 
 
 
 
 
 
 

http://www.nhsstaffsurveys.com/Caches/Files/NHS_staff_survey_2016_RXA_full.pdf
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Examples of feedback from people who access our services include: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Duty of Candour 
Duty of Candour is a regulation that providers of health and social care follow to ensure they are open 
and transparent with people who access services, and with people acting lawfully on their behalf, in 
relation to care and treatment – including when things go wrong.  A review of our practice has been 
undertaken and has demonstrated areas of good practice such as the work of our family liaison officers, 
as well as areas where improvements can be made. Improvement actions include strengthening how we 
review compliance with the duty through locality governance meetings, providing scenarios for staff to 
help them better understand application of the duty, and provision of information for staff.  
 
Reviewing the results of clinical audit 
Clinical audit is used to check that standards of care are of a high quality.  Where there is a need for 
improvement, actions are identified and monitored.  The next section describes this is greater detail. 
 

Information on participation in clinical audits and 
national confidential enquiries 

 
National clinical audits and national confidential enquiries 
 
National clinical audits  
We take part in national audits in order to compare findings with other NHS trusts to help us identify 
necessary improvements to the care provided to people accessing our services. 
 

“To all staff in Croft ward, you have helped [patient] and me so much.  I have met such 
wonderful people.  I will never forget you – it helped me get through the worst year of my life.  I 
will keep on fighting for the unit. [Doctor] you have performed a miracle with [patient]” – Older 
People Services, CWP East  
 
“[Staff member] was great. She listened and was able to identify and bring to the table ways for 
me to put my thoughts into context.  Always positive and I will take away a strength that I will 
continue to get better.  I believe in myself thanks to her.” – Primary Care Mental Health Team, 
CWP West 
 
“Thank you very much for looking after me when I was on the ward. You are all very nice 
people and showed this by caring for each other and caring for me. I will very much miss our 
games of scrabble and cards and I am slightly disappointed that I missed the on-ward safari. I 
am getting used to making my own cups of tea. Thank you and god bless.” – Learning 
Disability Services, CWP Wirral 
 
“[Staff member]’s whole manner was wonderful. Professional, caring and made my daughter 
my daughter again. Cannot praise him highly enough. As parents, we're forever grateful.” – 
Child and Adolescent Mental Health Services, CWP East 
 
 “I want to thank you and all your colleagues for the professional care and kindness [patient] 
received from you all during last year. Your many visits were always personal and friendly and 
contributed very much to her wellbeing. I am extremely grateful to you all.” – Physical Health 
Services, CWP West 
 
“I would like to say how much I have appreciated the support and care that you have provided. 
Also appreciated is advice and information given to me. I am so glad that the service has been 
available to me. Thank you for working with me and listening to me.” – Adult Mental Health 
Services, CWP Wirral 
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National confidential enquiries  
National confidential enquiries are nationally defined audit programmes that 
ensure there is learning from the investigation of deaths in specific 
circumstances, taken from a national sample, in order to improve clinical 
practice. 
 
 
 

During 2016/17 seven national clinical audits covered relevant health services that Cheshire and Wirral 
Partnership NHS Foundation Trust provides. 
 

During 2016/17 the Trust participated in 100% national clinical audits which it was eligible to participate 
in.   
 

The national clinical audits and national confidential enquiries that the Trust was eligible to participate in 
during 2016/17 are as follows: 
 National Prescribing Observatory for Mental Health: Topic 1g & 3d: Prescribing high dose and 

combined antipsychotics on adult psychiatric wards. 
 National Prescribing Observatory for Mental Health: Topic 7e:  Monitoring of patients on Lithium. 
 National Prescribing Observatory for Mental Health: Topic 11c: Prescribing antipsychotic medication 

for people with dementia. 
 National Prescribing Observatory for Mental Health: Topic 16a:  Rapid Tranquillisation in the context 

of the pharmacological management of acutely-disturbed behaviour. 
 NHS England/ Royal College of Psychiatrists: Early Intervention in Psychosis Self-Assessment Audit. 
 NHS England: Physical health assessment of patients with severe mental illness. 
 University of Bristol: Learning disability mortality review programme. 
 

The national clinical audits that the Trust participated are listed below alongside the number of cases 
submitted to each audit.  

 

 Cases submitted (as a percentage of registered cases) 

National clinical audits  
(registered cases for these audit programmes means cases registered within CWP) 

National Prescribing Observatory for 
Mental Health: Topic 1g and 3d:  
Prescribing high dose and combined 
antipsychotics on adult psychiatric wards 

141 
(100%) 

Data submitted; report to be published 
July 2017.   
Action planning will then follow. 

National Prescribing Observatory for 
Mental Health: Topic 7e: Monitoring of 
patients prescribed Lithium 

133 
(100%) 

Report published.   
Action planning in progress. 

National Prescribing Observatory for 
Mental Health: 
Topic 11c:  Prescribing antipsychotic 
medication for people with dementia 

283 
(100%) 

Report published.   
We have developed an action plan to 
support improvements identified, 
provided in briefings from the clinical 
directors to all teams involved in 
dementia care. 

National Prescribing Observatory for 
Mental Health: 
Topic 16a:  Rapid Tranquillisation in the 
context of the pharmacological 
management of acutely-disturbed 
behaviour 

21 
(100%) 

Data submitted; report to be published 
in June 2017.   
Action planning will then follow. 

Early Intervention in Psychosis Network/ 
Royal College of Psychiatrists: Early 
Intervention in Psychosis Self-Assessment 
Audits:  Wirral, West, Central and East 
Cheshire 

Central 
& East 

127 
(100%) 

Reports received April 2017.  Action 
planning in progress. 

West 
94 

(100%) 

Wirral 
200 

(100%) 
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 Cases submitted (as a percentage of registered cases) 

NHS England: Physical health 
assessment of patients with severe mental 
illness 
 
Cardio metabolic assessment and 
treatment for patients with psychoses: 
1Inpatients 
2Community mental health patients  
3Community early intervention patients 
4Communication with General 
Practitioners 

150 
(100%) 

2100 
(100%) 

3121 
(100%) 

4120 
(100%) 

(see locality 
figures [cases 

submitted] below) 

Data submitted;  
1,2 report to be published May 2017. 
Action planning will then follow. 
3,4 report provided to commissioners 
April 2017. 

Inpatients 

Central 
& East 

21 

 

West 18 

Wirral 11 

Community mental health patients  

Central 
& East 

38 

West 29 

Wirral 33 

Community early intervention patients 

Central 
& East 

40 

West 41 

Wirral 40 

Communication with General Practitioners 

Central 
& East 

40 

West 40 

Wirral 40 

Learning disability mortality review 
programme (LeDeR) 

15 
(100%) 

Ongoing data submission. 

National Confidential Inquiry into Suicide and Homicide by People with Mental Illness 
(registered cases for this audit programme means cases from a national sample, not from within CWP) 

Sudden unexplained death in psychiatric inpatients No cases 

Suicide 100% 

Homicide 100% 

Victims of homicide No cases 

National Confidential Enquiry into Patient Outcome and Death 

Young people’s mental health study 100% 

 

The reports of seven national clinical audits were reviewed by Cheshire and Wirral Partnership NHS 
Foundation Trust in 2016/17 and the Trust intends to take the actions identified in the table above to 
improve the quality of healthcare provided. 

 
Local CWP clinical audits 
 

The reports of eight completed local clinical audits were reviewed in 2016/17 and Cheshire and Wirral 
Partnership NHS Foundation Trust intends to take the following actions to improve the quality of 
healthcare provided. 

 

Title of local 
clinical audit 

Good practice 
identified 

Action/s taken 

1. NICE clinical guidance:  
Meningitis (bacterial) and 
meningococcal septicaemia 
in under 16s 
(re-audit) 

Improvement in 
compliance with all the 
criteria in the NICE 
guidance compared with 
previous audits. 

Enabling actions to support clinicians to make 
further improvements required in recording 
and measuring the level of oxygen in 
patients’ blood. 
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Title of local 
clinical audit 

Good practice 
identified 

Action/s taken 

2. Lone Workers policy 96% of staff audited 
were fully aware of the 
guidance in the Trust’s 
Lone Workers policy. 

 Awareness raising of the risks that “lone 
workers” might come across. 

 A review of staff training around 
“Breakaway – disengagement 
techniques”.   

3. Monitoring of physical 
health on an open 
rehabilitation unit (Limewalk) 

The majority of patients 
audited had a formal 
assessment of 
medication side effects. 

 Clinical leads identified for each patient 
group to ensure cardio metabolic risk 
factors are monitored and interventions 
are in place. 

 Development of innovative ways to help 
staff view and monitor progress on 
patients’ physical health needs. 

4. Monitoring of cardio 
metabolic assessments on an 
intensive rehabilitation ward 
(Rosewood) 

All patients audited had 
their physical health 
monitored at least 
annually. 

 Identified clinical lead on the ward to 
ensure cardio metabolic assessments are 
undertaken. 

 Introduction of user friendly guidelines for 
staff on monitoring requirements. 

 Recruitment of a registered general nurse 
to undertake physical health checks, 
including blood tests. 

 Introduction of a physical health template 
to be completed at each CPA review. 

5 and 6. Resuscitation 
Equipment 
(audit and re-audit) 

Compliance with 
availability of 
resuscitation equipment 
has improved following 
the initial audit, with 
most wards fully 
compliant. 

 Introduction of spot checks and increased 
awareness raising.  

 Trainee doctor induction programme has 
been amended to strengthen gaps 
identified in the audit, for example the 
importance of the trolleys being fully 
equipped.       

 A session on resuscitation equipment/ 
suction techniques has been added to the 
yearly mandatory life support training for 
clinical staff. 

 Improvements to the procurement of 
resuscitation equipment. 

7. Record keeping Improvement in 
compliance with all the 
standards in the Trust’s 
record keeping policy 
compared with previous 
audits. 

A review of the record keeping training 
e-learning module has moved emphasis from 
paper to electronic records. 

8. Handovers of care Increase in the 
completion of the 
handover tool from 55% 
to 75% when patients 
are transferred between 
wards. 

Feedback of audit results to promote greater 
completion and improved quality of handover 
documentation. 

 
National and local CWP clinical audits are reviewed as part of the annual healthcare quality improvement 
programme (which incorporates clinical audit), and are reported to our Patient Safety & Effectiveness 
Sub Committee, chaired by the Medical Director. 
 
We have an infection prevention and control (IPC) audit programme, to ensure cleanliness of the care 
environment, identify good IPC practice and areas for improvement.  We also monitor and analyse 
patient safety standards through the completion of the national safety thermometer tool.   
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Information on participation in clinical research 

 
The NHS Constitution states that research is a core part of the NHS, enabling the NHS to improve the 
current and future health.  Our staff are recognised internationally for their pioneering work through their 
involvement in research to discover best practice and innovative ways of working. 
 
The number of patients that were recruited during that period to participate in research approved by a 
research ethics committee was 1530.   
 
Cheshire and Wirral Partnership NHS Foundation Trust was involved in conducting 94 clinical research 
studies in all of its clinical services during 2016/17.    
 
There were 351 clinical staff participating in approved research during 2016/17. These staff participated 
in research covering 22 medical specialties. 
 
The number of principal investigators in CWP has increased over the last year and more clinicians are 
actively involved in research.  CWP has been associated with 58 research publications, the findings from 
which are used to improve patient outcomes and experience across the Trust and the wider NHS.   
 
During 2016/17 CWP has been part of an ongoing Phase 1 clinical research study.  This is a study of a 
vaccine in Alzheimer’s disease.  We have been working closely with the Royal Liverpool and Broadgreen 
University Hospitals NHS Trust’s Phase 1 Clinical Research Unit.  Over 1,500 patients were screened 
and we excelled our target for recruitment; follow up work is in progress. 
 
NICE guidance 
The National Institute for Health and Care Excellence (NICE) provides national guidance and advice that 
helps health, public health and social care professionals to deliver the best possible care based on the 
best available evidence.  Many of our specialists are involved in the production of national guidelines for 
NICE.  CWP is strengthening the processes to monitor adherence to NICE guidance. 
 
Service Quality and Accreditation Projects 
(Royal College of Psychiatrists’ College Centre for Quality Improvement – CCQI) 
The CCQI's quality and accreditation projects review services against established guidelines and 
standards, with the aim of supporting services to improve the quality of care they offer.  CWP has 
participated in the following projects this year and gained a number of accreditations. 
 

Project Participating services Accreditation status 

Memory Services National Accreditation Project Chester  Accredited 

Wirral  Accredited 

Psychiatric Liaison Accreditation Network Wirral Accreditation awaited 

Quality Network for Community CAMHS (Child 
and Adolescent Community Mental Health 
Services) Eating Disorders 

Child Eating Disorder 
Service 

Participating, but not yet 
undergoing accreditation 

Quality Network for Learning Disability wards Greenways Accredited 

Electro Convulsive Therapy Accreditation 
Service 

Wirral Accredited as 
excellent 

Bowmere Hospital Not yet assessed 

Early Intervention in Psychosis self-assessment Central and Eastern 
Cheshire 

N/A 

Cheshire West N/A 

Wirral  N/A 

Quality Network for Forensic Mental Health 
Services 

Saddlebridge Recovery 
Centre and Alderley Unit 

N/A 

Quality Network for Inpatient CAMHS  Coral ward Accredited 

Indigo ward Participating, but not yet 
undergoing accreditation 
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Project Participating services Accreditation status 

Accreditation of Inpatient Mental Health Services Brooklands ward Accredited 

Home Treatment Accreditation Service Wirral Not yet assessed 

Quality Network for Eating Disorder Services Oaktrees ward  Accredited 

Early Intervention in Psychosis Network West Cheshire N/A 

Wirral N/A 

N/A = Not Applicable, e.g. accreditation not offered 
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Information on the use of the CQUIN framework 

 
The Commissioning for Quality and Innovation (CQUIN) payment framework enables commissioners to 
reward excellence, by linking a proportion of our income to the achievement of local, regional, and 
national quality improvement goals. CQUIN goals are reviewed through the contract monitoring process.   
 

A proportion of Cheshire and Wirral Partnership NHS Foundation Trust’s income in 2016/17 was 
conditional on achieving quality improvement and innovation goals agreed between the Trust and any 
person or body they entered into a contract, agreement or arrangement with for the provision of relevant 
health services, through the Commissioning for Quality and Innovation payment framework.  Further 
details of the agreed goals for 2017/18 and for the following 12 month period available by request from 
the Trust’s Effective Services Department: email lynn.davison@cwp.nhs.uk 

 
The maximum income available in 2016/17 was £3,225,995 and the Trust received £3,126,445 (to be 
confirmed after quarter 4 submissions) for the CQUIN goals achieved. The total monies available in 
2017/18, upon successful achievement of all the agreed CQUIN goals, is forecast to be £2,010,658 (this 
figure currently excludes the Wirral Associates to the NHS contract, Bolton and Trafford CCGs as these 
have not yet been finalised) and a further £1,115,156 dependent upon meeting technical requirements 
stipulated by NHS Improvement and NHS England.  
 

Information relating to registration with the Care Quality Commission and 
periodic/ special reviews 

  
Independent assessments of CWP and what people have said about 
the Trust can be found by accessing the Care Quality Commission’s 
website.  Here is the web address of CWP’s page: 
http://www.cqc.org.uk/directory/rxa 
 

Cheshire and Wirral Partnership NHS Foundation Trust is required to register with the Care Quality 
Commission and its current registration status is registered and licensed to provide services.  The 
Trust has no conditions on its registration.  
  
The Care Quality Commission has not taken enforcement action against the Trust during 2016/17. 
  
The Trust has participated in 1 investigation or review by the Care Quality Commission during 2016/17, 
which was in relation to the following area: 
  
Routine re-inspection of core mental health services 
  
In October 2016, mental health services were re-inspected in five core services that the Care Quality 
Commission identified as having areas which required improvement during the Trust’s comprehensive 
inspection undertaken in June 2015, as well as re-assessing core services overall. The Care Quality 
Commission also inspected our Substance Misuse Services in East Cheshire for the first time.  
 
The areas re-visited were: 
 Forensic inpatient/ secure wards 
 Acute wards for adults of working age and psychiatric intensive care units  
 Community-based mental health for adults of working age  
 Community-based mental health services for older people 
 Specialist community mental health services for children and young people 
 
Results of the re-inspection were published on 3 February 2017. All re-inspected services were rated as 
"Good" overall. Following the re-inspection, the Trust’s rating has not changed, remaining as “Good” 
overall with “Outstanding” for caring.  

mailto:lynn.davison@cwp.nhs.uk
http://www.cqc.org.uk/directory/rxa
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There is one area for improvement identified from the re-inspection, in relation to the "safe" domain for 
acute adult and psychiatric intensive care units.  A robust action plan was developed, which has been 
agreed with the Care Quality Commission and is being implemented. All actions are on track and due to 
be completed by 31 July 2017.  
 
CWP’s community physical health services have not yet received a re-inspection by the Care Quality 
Commission. 
 

Information on the quality of data 

 
NHS number and general medical practice code validity  
The patient NHS number is the key identifier for patient records.  Improving the quality of NHS number 
data has a direct impact on improving clinical safety by preventing misidentification. 
 
Accurate recording of a patient’s general medical practice code is essential to enable transfer of clinical 
information about the patient from a Trust to the patient’s GP. 
 

Cheshire and Wirral Partnership 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 (to one decimal point) of records in the published data which included the patient’s valid 
NHS number was: 
99.6% for admitted patient care; 
100.0% for outpatient care. 
 
The percentage of records (to one decimal point) in the published data which included the patient’s valid 
General Medical Practice Code was: 
99.1% for admitted patient care; and 
100.0% for outpatient care 

 
Information Governance Toolkit attainment levels  
The Information Quality and Records Management attainment levels assessed within the Information 
Governance Toolkit provide an overall measure of the quality of data systems, standards and processes 
within an organisation.  
 

Cheshire and Wirral Partnership NHS Foundation Trust’s Information Governance Assessment Report 
score overall for 2016/17 was 95% and was graded green (satisfactory).   

 
All areas of the Information Governance Toolkit attained level 2/ 3.  Internal Audit has awarded a 
“significant assurance’” rating for the Information Governance Toolkit for the last three consecutive 
years.   
 
Clinical coding error rate  

Cheshire and Wirral Partnership NHS Foundation Trust was not subject to the Payment by Results 

clinical coding audit during 2016/17 by the Audit Commission. 

 
Statement on relevance of data quality and actions to improve data quality  
Good quality information underpins the effective delivery of the care of people who access NHS services 
and is essential if improvements in quality of care are to be made. 

Cheshire and Wirral Partnership NHS Foundation Trust will be taking the following actions to improve 
data quality: 
Continue to implement the Trust’s data quality improvement framework during 2017/18. 
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Performance against key national quality indicator targets 

 
We are required to report our Trustwide performance against a list of national measures of access and 
outcomes, against which we are judged as part of assessments of our governance.  We report our 
performance to the Board and our regulators throughout the year.  These performance measures and 
quality outcomes help us to monitor how we deliver our services. 
 
We have successfully met all required organisational performance levels.  Based on feedback from our 
stakeholders last year, we have reported these measures in this report to show local levels of 
performance in the three main Cheshire and Wirral local authority areas (*note the Trustwide 
performance includes services provided by CWP across other areas outside of Cheshire and Wirral, e.g. 
Trafford, South Sefton).   
 
Individual teams benchmark against each other and other services in the Trust to identify how they can 
continuously improve their performance. 
 
Performance against key national quality indicator targets from NHS Improvement’s Single 
Oversight Framework 2016/17 
 

Indicator 

Required 
Trustwide 

performance 
threshold 

Trustwide* 

Cheshire and Wirral Area 

**Cheshire 
West and 
Chester 

***Cheshire 
East 

****Wirral  

Data completeness: community 
services, comprising: 

     

 Referral to treatment 
information   50.0% 100.0% 100% N/A N/A 

 Referral information  50.0% 99.9% 99.9% N/A N/A 

 Treatment activity information  50.0% 80.7% 80.7% N/A N/A 

Care Programme Approach (CPA) 
patients, comprising: 

 
 

   

 Receiving follow-up contact 
within seven days of discharge 

95.0% 98.6% 98.7% 98.4% 99.1% 

 Having formal review within 12 
months 

95.0% 95.8% 95.0% 98.4% 94.3% 

Early intervention in psychosis (EIP): 
people experiencing a first episode of 
psychosis treated with a NICE-
approved care package within two 
weeks of referral 

50.0% 85.7% 81.7% 88.9% 85.5% 

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% 89.2%  86.2% 85.9% N/A 

 People with common mental 
health conditions referred to the 
IAPT programme will be treated 
within 18 weeks of referral 

95% 98.7% 99.3% 96.8% N/A 

Minimising mental health delayed 
transfers of care 

≤7.5% 0.7% 1.1% 0.0% 0.5% 

Admissions to inpatients services had 
access to crisis resolution/ home 
treatment teams 

95.0% 97.8% 99.7% 98.4% 95.9% 
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Indicator 

Required 
Trustwide 

performance 
threshold 

Trustwide* 

Cheshire and Wirral Area 

**Cheshire 
West and 
Chester 

***Cheshire 
East 

****Wirral  

Mental health data completeness: 
identifiers 

97.0% 99.6% 99.5% 98.8% 99.8% 

Mental health data completeness: 
outcomes for patients on CPA 

50.0% 85.4% 80.0% 85.4% 90.4% 

 
**The Cheshire West and Cheshire Local Authority include services within two CWP localities: CWP 
West locality and CWP Central and East localities.  
 
***Cheshire East Local Authority includes services within the CWP Central and East locality.   
 
****The Wirral Local Authority includes services within the CWP Wirral locality. 
 



 

Performance against quality indicators: 2015/16 – 2016/17  
Quality Accounts are required to report against a core set of quality indicators provided by The Health and Social Care Information Centre. This allows 
readers to compare performance common across all Quality Accounts nationally. These are detailed in the following table. 
 
The data sources for the information we are required to provide in this section is not available by locality. 
 

  Reporting period 

  2016/17 2015/16 

Quality indicator 

Related NHS 
Outcomes 
Framework 

Domain 

CWP 
performance 

National 
average 

National 
performance 

range 

CWP 
performance 

National 
average 

National 
performance 

range 

Care Programme 
Approach (CPA) patients 
receiving follow-up contact 
within seven days of 
discharge from psychiatric 
inpatient care 
 
 

Preventing 
people from 
dying 
prematurely 
 
Enhancing 
quality of life for 
people with long-
term conditions 

Quarter 1 
99.1% 

Quarter 1 
96.2% 

Quarter 1 
28.6  – 100% 

Quarter 1 
97.5% 

Quarter 1 
97.0% 

Quarter 1 
88.9 – 100% 

Quarter 2 
98.7% 

Quarter 2  
96.8% 

Quarter 2 
76.9 – 100% 

Quarter 2 
99.6% 

Quarter 2  
      96.8% 

Quarter 2 
83.4 – 100% 

Quarter 3 
98.5% 

Quarter 3 
96.7% 

Quarter 3 
73.3 – 100% 

Quarter 3 
97.7% 

Quarter 3 
96.9% 

Quarter 3 
50.0 – 100% 

Quarter 4  
98.0% 

Quarter 4 
Not  

available  
until 

August 
2017* 

Quarter 4 
Not  

available  
until August 

2017* 

Quarter 4 
97.6% 

Quarter 4 
97.2% 

Quarter 4 
80.0 – 100% 

Cheshire and Wirral Partnership NHS Foundation Trust considers that this data is as described because 
the Trust’s data is checked internally for consistency and accuracy by the responsible staff in line with 
internal gatekeeping processes. The Trust’s external auditors have verified the processes for production of 
this data.  The Trust has achieved the performance target for this quality indicator, as required by the 
Department of Health and NHS Improvement (target for 2016/17 is achieving at least 95.0% rate of 
patients followed up after discharge, CWP performance for 2016/17 is 98.6%).  The Trust has taken the 
following action to improve this percentage, and so the quality of its services: targeting work with services 
and teams demonstrating areas of underperformance by offering support through dedicated locality 
analysts. 

Admissions to acute wards 
for which the crisis 
resolution home treatment 
team acted as a 

Enhancing 
quality of life for 
people with long-
term conditions 

Quarter 1 
97.1%  

Quarter 1 
98.1% 

Quarter 1 
78.9 – 100% 

Quarter 1 
96.9%  

Quarter 1 
96.3% 

Quarter 1 
18.3 – 100% 

Quarter 2 
97.8% 

Quarter 2 
98.4% 

Quarter 2 
76.0 – 100% 

Quarter 2 
98.0% 

Quarter 2 
97.0% 

Quarter 2 
48.5 – 100% 
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  Reporting period 

  2016/17 2015/16 

Quality indicator 

Related NHS 
Outcomes 
Framework 

Domain 

CWP 
performance 

National 
average 

National 
performance 

range 

CWP 
performance 

National 
average 

National 
performance 

range 

gatekeeper Quarter 3 
98.6% 

Quarter 3 
98.7% 

Quarter 3 
88.3 – 100% 

Quarter 3 
99.3% 

Quarter 3 
97.4% 

Quarter 3 
61.9 – 100% 

Quarter 4  

98.6% 
Quarter 4 

Not 
available 

until 
August 
2017* 

Quarter 4 
Not available 
until August 

2017* 

Quarter 4 
97.6%* 

Quarter 4 
98.2% 

Quarter 4 
84.3 – 100% 

Cheshire and Wirral Partnership NHS Foundation Trust considers that this data is as described because 
the Trust’s data is checked internally for consistency and accuracy by the responsible staff in line with 
internal gatekeeping processes.  The Trust’s external auditors have verified the processes for production 
of this data. The Trust has achieved the performance target for this quality indicator, as required by the 
Department of Health and NHS Improvement (target for 2016/17 is achieving at least 95.0% of all 
admissions gate kept, CWP performance for 2016/17 is 97.8%). The Trust has taken the following action 
to improve this percentage, and so the quality of its services: targeting work with services and teams 
demonstrating areas of underperformance by offering support through dedicated locality analysts.  

The percentage of patients 
aged (i) 0 to 15; and (ii) 16 
or over, readmitted to a 
hospital which forms part 
of the Trust within 28 days 
of being discharged from a 
hospital which forms part 
of the Trust during the 
reporting period 

Helping people 
to recover from 
episodes of ill 
health or 
following injury 

(i) 1.2%* Not available via HSCIC 
indicator portal* 

Not available via HSCIC 
indicator portal* 

(i) 9.4%* Not available via HSCIC 
indicator portal*  

Not available via HSCIC 
indicator portal*  

(ii) 5.8%* (i) 6.5%* 

Cheshire and Wirral Partnership NHS Foundation Trust considers that this data is as described because 
using information that is held on internal information systems. Readmission rates help to monitor success 
in preventing or reducing unplanned readmissions to hospital following discharge.  

Staff employed by, or 
under contract to the Trust 
who would recommend the 
Trust as a provider of care 
to their family or friends 

Ensuring that 
people have a 
positive 
experience of 
care 

73% 65% 54 – 73% 68% 66% 36 – 93% 

Cheshire and Wirral Partnership NHS Foundation Trust considers that this data is as described because 
it is administered and verified by the National NHS Staff Survey Co-ordination Centre. The Trust 
achieved the top score of all relevant mental health trusts.  

The Trust has taken the following action to improve this percentage, and so the quality of its services, by 
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  Reporting period 

  2016/17 2015/16 

Quality indicator 

Related NHS 
Outcomes 
Framework 

Domain 

CWP 
performance 

National 
average 

National 
performance 

range 

CWP 
performance 

National 
average 

National 
performance 

range 

developing an action plan to address areas of improvement identified in the survey. 

“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 

Enhancing 
quality of life for 
people with long-
term conditions 
Ensuring that 
people have a 
positive 
experience of 
care 

85% N/A 79 – 90% Not available 

Cheshire and Wirral Partnership NHS Foundation Trust considers that this data is as described because 
the survey is administered and verified by Quality Health Ltd on behalf of the Care Quality Commission. 
 The Trust has taken the following action to improve this percentage, and so the quality of its services.  
Sharing results with locality leads to support their work to develop actions plans to address priority areas 
for improvement. 

 

Incidents (i)The number 
and, where available, rate 
(per 1,000 bed days) 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 (ii) severe harm 
or (iii) death 

Treating and 
caring for people 
in a safe 
environment and 
protecting them 
from avoidable 
harm  
 

** (i)  2855/ 51.5 
** (i)  2963/ 

46.5 
** (i)  8 – 6723/ 

6 – 84.0 
*(i)  6067/ 55.0 

*(i)  5200/ 
41.2 

*(i)  33 – 12295/ 
0 – 82.9 

** (ii)  50/ 1.8 
** (ii)  10/ 

0.4 
** (ii)  0-50/ 0 – 

2.9 
*(ii)  59/ 0.9 *(ii)  18/ 0.4 

*(ii)  0 - 
123/ 

0 – 2.4 

** (iii)  51/ 1.8 
** (iii) 23/ 

1.1 
** (iii)  0 – 84/ 

0 – 10.0 
*(iii)  86/ 1.5 *(iii) 39/ 0.9 

*(iii)  0 – 146/ 
0 – 3.6 

Cheshire and Wirral Partnership NHS Foundation Trust considers that this data is as described because 
the Trust’s data is checked internally for consistency and accuracy by the responsible staff in line with 
internal gatekeeping processes. The data is analysed and published by the NHS Commissioning Board 
Special Health Authority. The national data stated relates to mental health trusts only.  The Trust has 
taken the following action to improve this number/ percentage, and so the quality of its services: 
encouraging the reporting of incidents through it “learning from experience” report produced for staff three 
times a year. The national average data includes all mental health trusts that have provided partial or full 
data. 

*Represents full 2015/16 data hence the difference in reporting in the Quality Account 2015/16. 
**Represents data for 01/04/2016 to 30/09/2016, 

data for 01/10/2016 to 31/03/2017 will be available in April 2018. 
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(*) denotes: 
Performance for 2016/17 (and 2015/16 where applicable) is not available or is not available at the time of publication of the report from the data source 

prescribed in The National Health Service (Quality Accounts) Amendments Regulations 2012. 
The data source is The Health and Social Care Information Centre (HSCIC) Quality Accounts section within their indicator portal. 

The data source of the performance that is stated as Trust performance where HSCIC data is not available is the Trust’s information systems.



 

Part 3. 
Other information 

 

An overview of the quality of care offered by CWP – performance in 2016/17 

 
Below is a summary of our Trustwide performance, during 2016/17, against previous years’ quality 
improvement priority areas approved by Board as part of our Quality Accounts.  The performance 
compares historical and/ or benchmarking data where this is available.  This year, we have also tried to 
report at local level for the period 2016/17, so in future years we can then demonstrate continuous 
quality improvement at local level too. 
 

Quality 
indicator 

Year 
identified 

Reason for 
selection 

CWP performance 

2014/15 2015/16 2016/17 

Patient safety 

i. Improving 
learning from 
patient safety 
incidents by 
increasing 
reporting  

2008/09 Research shows 
that 
organisations 
which report 
more usually 
have stronger 
learning culture 
where patient 
safety is a high 
priority 

7598 
incidents 

10560 
incidents 

9558 
incidents 

Central & East Cheshire 
3092 

incidents 

West Cheshire 
4588 

incidents 

Wirral 
1789 

incidents 

Corporate 
89 

incidents 

Data source = the Trust’s incident reporting system 
(Datix). 

Despite the increase in the number of total incidents 
reported in 2016/17, as per our patient safety priority 

for 2015/16, overall results show a significant 
improvement in reporting proportionately more low 

harm and no harm incidents (grades D and E) to give 
a better chance of identifying and preventing hazards 

before they result in more serious harm incidents.  

ii. Strengthen 
hand 
decontamination 
procedure 
compliance 
 

2008/09 Equipping staff 
with the skills to 
undertake 
effective hand 
decontamination 
minimises the 
risk of cross 
infection to 
service users 
and staff 

NHS Staff 
Survey scores 

Training: 
87% 

(National 
average 75%) 
 
Availability of 
hand washing 
materials: 

N/A* 

NHS Staff 
Survey scores 

Training: 
N/A* 

 
 
 
Availability of 
hand washing 
materials: 

N/A* 

NHS Staff 
Survey scores 

Training: 
N/A* 

 
 
 
Availability of 
hand washing 
materials: 

N/A* 

Data source = National NHS Staff Survey 
Co-ordination Centre. 

The NHS National Staff Survey results include the 
percentage of staff saying that they have received 

training, learning, or development in infection control. 
*The NHS Staff Survey Advisory Group reviewed 

these questions for their usefulness and relevance for 
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Quality 
indicator 

Year 
identified 

Reason for 
selection 

CWP performance 

2014/15 2015/16 2016/17 

the 2014/15, 2015/16 and 2016/17 surveys and 
decided not to include in the survey. 

iii. Care 
Programme 
Approach (CPA) 
patients 
receiving follow-
up contact 
within seven 
days of 
discharge from 
psychiatric 
inpatient care 

2008/09 Preventing 
people from 
dying 
prematurely 
 

97.9% 98.4% 98.6% 

Data source = The Trust’s information systems. 

Clinical effectiveness 

i. Implement the 
Advancing 
Quality 
programme for 
dementia and 
psychosis  

2009/10 ‘Advancing 
Quality’ 
measures 
clinical and 
patient reported 
outcomes to 
determine the 
level of care that 
patients have 
received, 
benchmarked 
against a set of 
agreed ‘best 
practice’ criteria 

Dementia: 
 

CWP 
compliance 

64.0% 
 
 
CWP 
target 

57.3% 
– 

Psychosis: 
 

CWP 
compliance  

84.2% 
 
 
CWP 
target 

90.9% 

Dementia: 
 

CWP 
compliance* 

76.3% 
 
 
CWP 
target 

59.3% 
 

– 
Psychosis: 
 

CWP 
compliance*  

97.1% 
 
CWP 
target 

90.9% 

Dementia: 
 

**N/A 
– 

Psychosis: 
 

**N/A 

Data source = Clarity Informatics 
There is up to a six month delay in reporting of 

compliance data relating to 2015/16. 
*These figures for 2015/16 reflect CWP’s monthly 

submissions up to and including January 2016. 
**Advancing Quality programme for dementia and 

psychosis has been discontinued  

ii. Physical 
health checks 
for all inpatient 
service users, 
including Body 
Mass Index 
(BMI)  
 
 

2008/09 The monitoring 
of a service 
user’s physical 
health is a 
priority to ensure 
that a service 
user’s physical 
health needs are 
being met 

97% 
compliance 

with the patient 
having their 
BMI calculated 
on admission 
 
 
 
 
 
 
Performance 

99.5% 
compliance 

with the patient 
having their BMI 
calculated within 
the previous 
week  
 
 
 
 
 
Performance was 

100% 
compliance 

with the patient 
having their 
BMI calculated 
during their 
inpatient stay 
or within last 12 
months if 
admitted >12 
months ago.  
 
Performance 
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Quality 
indicator 

Year 
identified 

Reason for 
selection 

CWP performance 

2014/15 2015/16 2016/17 

was measured 
once during the 
year as part of 
the Trust’s 
patient safety 
priority for 
2014/15.  The 
denominator 
was 596. 

measured every 
two months as 
part of the Trust’s 
patient safety 
priority for 
2015/16.  The 
denominator was 
639. 

was measured 
once during the 
year as part an 
NHS England/ 
Royal College 
of Psychiatrists 
national 
CQUIN.  The 
denominator 
was 50. 

iii. Develop 
integrated care 
pathways  

2009/10 Seamlessness 
between primary 
and secondary 
care promotes a 
joined up 
approach, and 
improves the 
continuity and 
quality of care 

During the 
year the Trust 
has developed 
a pathway 
template to 
regularly 
monitor 
progress with 
the 
development 
of care 
pathways and 
the reporting of 
outcomes from 
measurement 
of these 
pathways. 
These 
pathways are 
based on 
NICE guidance 
and collect the 
minimum data 
required to 
ensure a 
quality service 
is being 
delivered. 

Additional 
pathways were 
developed during 
2015/16 to 
facilitate a 
reduction in 
unwarranted 
variation in the 
following areas of 
care: 
 Acute care 
 Bipolar 

disorder 

 ADHD 

Acute care 
pathways have 
been 
strengthened 
by 
implementing 3 
further 
pathways. 
1) The 
establishment 
of a centralised 
bed 
management 
hub during 
2016/17. The 
bed hub works 
closely with the 
Complex 
Recovery 
Assessment 
and 
Consultation 
(CRAC) team 
for more 
complex 
service users 
requiring 
additional 
assessment 
and 
rehabilitation. 
 
2) Enhanced 
collaboration 
between 
primary, 
community and 
secondary 
care, started as 
a pilot scheme 
within 
Princeway 
Community 
Care Team, 
and has now 
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Quality 
indicator 

Year 
identified 

Reason for 
selection 

CWP performance 

2014/15 2015/16 2016/17 

been extended 
to facilitate 
reduced length 
of stay. 
 
3) Further work 
has been 
undertaken to 
integrate 
mental and 
physical health 
services, 
including the 
introduction of 
psychological 
therapies for 
some long term 
conditions. 

Patient experience 

i. Patient 
experience 

2008/09 Understanding 
the experience 
of service users, 
and their carers, 
is fundamental to 
being able to 
provide high 
quality services 
and to identify 
areas for 
improvement 

33% increase 
compared with 

2013/14 
 
This does not 
include patient 
experience 
feedback 
reported by 
Physical Health 
West, as these 
were not 
included in 
previous years’ 
performance.  
Physical Health 
West received 
410 patient 
experience 
contacts in 
2014/15. 

25% increase 
compared with 

2014/15 
 
This does not 
include patient 
experience 
feedback 
reported by 
Physical Health 
West, as these 
were not 
included in 
previous years’ 
performance.  
Physical Health 
West received 
118 patient 
experience 
contacts in 
2015/16. 

26% decrease 
compared with 

2015/16 
 
This does not 
include patient 
experience 
feedback 
reported by 
Physical Health 
West, as these 
were not 
included in 
previous years’ 
performance.  
Physical Health 
West received 
502 patient 
experience 
contacts in 
2016/17. 

Central & East Cheshire 765 contacts 

West Cheshire mental health  1459 contacts 

West Cheshire physical health  493 contacts 

Wirral 1057 contacts 

Corporate 30 contacts 

Data source = the Trust’s incident reporting system 
(Datix). 

For 2016/17 the changes in patient feedback are: 
Concerns = 25% decrease 

PALS contacts = 300% increase  
Comments/ suggestions = 43% decrease 

Compliments = 32% decrease  
Complaints = 53% increase  
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Quality 
indicator 

Year 
identified 

Reason for 
selection 

CWP performance 

2014/15 2015/16 2016/17 

 
The increase in PALS contacts is associated with the 

development of a Patient and Carer Experience Team 
that includes the additional role of a Carer Advice and 

Liaison Service Officer. The service has been 
promoting the service during this financial year to 

provide a more targeted and focused approach. 
The decrease in formally recorded compliments is 

associated with the implementation of a new 
compliments reporting system during the year. We 

are acting on feedback around the use of the system 
to improve its efficiency and to encourage reporting 

more positive feedback and examples of good 
practice. 

ii. Improvement 
of complaints 
management 
and 
investigation 
processes  

2008/09 Complaints 
handling and 
investigations 
should be of a 
high quality and 
robust so that 
any 
improvements 
are highlighted 
and cascaded 
throughout the 
Trust in order to 
continually 
improve services 
and share best 
practice 

2 complaint/ 
serious 
incident 
quality 

assurance 
reviews 

6 complaint/ 
serious incident 

quality 
assurance 

reviews 

24 complaint/ 
serious 
incident 
quality 

assurance 
reviews 

Central & East Cheshire 13 

West Cheshire mental health  4 

West Cheshire physical health  5 

Wirral 2 

Quality assurance reviews are led by a Non Executive 
Director, and provide internal assurance of the quality 

and robustness of complaints management and 
investigation processes.   

iii. Measure 
patient 
satisfaction 
levels 

2008/09 Patient 
satisfaction 
is an important 
measure of the 
quality of the 
care 
and treatment 
delivered by the 
Trust 

 National 
Patient 
Survey score 

78% 
(better than 
the average 
performance 
across all 
other mental 
health Trusts) 
 
Responses = 
256 

– 
CWP inpatient 
survey 
 
74% service 
users rated 
the service 
they received 
as ‘good’ or 
‘excellent’ 
Responses =  

National Patient  
Survey score 
 

N/A* 
 
 
 
 
 
 
 
 

 
– 

CWP inpatient 
survey 

 
N/A* 

National 
Patient 
Survey score 

74% 
(better than 
the average 
performance 
across all 
other mental 
health Trusts) 
 
Responses = 
237 

– 
CWP inpatient 

survey 
 

N/A** 
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Quality 
indicator 

Year 
identified 

Reason for 
selection 

CWP performance 

2014/15 2015/16 2016/17 

142 

*The Trust does did not have these specific survey 
results to report for 2015/16. 

** The Trust does did not have these specific survey 
results to report for 2016/17. 

 
NHS Improvement requires mental health foundation trusts, for external assurance of their Quality 
Accounts, to ensure a review by independent auditors of two mandated indicators and one local indicator 
chosen by the council of governors. The independent auditor’s report, at Annex D, details the findings of 
the review of the mandated indicators.  Annex E details the definitions of the indicators. 
 
Mandated indicators 
 Patients on the Care Programme Approach (CPA) followed up within 7 days of discharge from 

psychiatric inpatient stay. 
 Admissions to acute wards gate kept by Crisis Resolution Home Treatment Teams. 
 
Locally selected indicator 
 Minimising mental health delayed transfer of care. 
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Additional information on improving the 
quality of CWP’s services in 2016/17 

 
Below is a selection of the work over the past year that some of our services have undertaken to improve 
the quality of the services we provide.  Our Quality Improvement Reports, published three times a year, 
provide more information about the quality of the services we provide throughout the year. 
 
Improving patient safety 
 

Our Tissue Viability team has successfully sustained a continuous 
reduction in avoidable pressure ulcers in the community.  
 
In the twelve months to June 2015, 13 out of 95 stage 3 or 4 pressure 
ulcers were deemed avoidable (which equates to 14%). Stage 3 and 4 
pressure ulcers are the most severe stages where there is significant 
skin and tissue damage and risk of infection.   In the twelve months to 
June 2016 (i.e. one year on) the corresponding figures were 10 out of 
111 (or 9%).  In other words, the number of pressure ulcers being 

identified and treated went up, and the proportion of avoidable pressure ulcers went down.  Incident 
analysis demonstrates the longest run of months without a single avoidable pressure ulcer incident 
reported in the community.  None have been reported since June 2016. This shows sustained 
improvement in the care we provide and demonstrates how our staff are learning from 
incidents by reflecting on their practice.   
 
This is one example of many in the Trust that shows how our staff are embracing our 
Zero Harm campaign, which is about supporting people to deliver the best care 
possible, as safely as possible and in doing so reducing unwarranted avoidable harm.  
Through collaboration, learning, sharing knowledge and listening and responding, we 
have achieved real improvements in the way we deliver care to people. 
 
 

In February 2015, CWP identified an “Accelerating Restraint Reduction” Quality 
Improvement project, sponsored by the Medical Director.  This was in response to 
national benchmarking data which suggested that we were reporting more “prone 
position” incidents (physical restraint in the face down position) than the national 
average.  Through implementing the project, as well as significantly reducing the 
number of prone position restraint incidents, there is clear evidence that staff are 
progressively using more de-escalation techniques.  Quality Surveillance Analysts 
from our Safe Services Department continue to monitor ongoing progress and are 
reporting that improvements are being sustained to-date. 
 

An academic paper describing CWP’s approach to reducing prone position restraint has been published 
in the International Journal of Health Governance.  A multidisciplinary team, led by Dr Elizabeth Shaw 
(previously a trainee grade doctor at CWP), and sponsored by Dr Anushta Sivananthan, Medical 
Director, audited CWP’s approach to using prone position restraint, which in turn has significantly and 
sustainably reduced the number of restraint incidents.   
 
 
Our Estates & Facilities team has taken the lead on environmental risk management, helping our clinical 
teams manage clinical risks.  This has included undertaking environmental risk assessment surveys of 
all CWP inpatient units, resulting in a 5-year capital investment programme of remedial works. 
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The Estates & Facilities team has collaborated 
with clinicians to develop a suite of supporting 
information including risk management plans, 
snapshot reports, ward specific risk maps and 
dashboards.  The reports have been designed 
to provide accurate risk information in an easily 
accessible format.  A dashboard allows senior 
management up to Board level to review 
progress on reducing risks.   
 
CWP now has a robust risk management plan 
in place and is on target to achieve its strategic 
risk targets.  The systems are considered an 
example of best practice and CWP is currently 
supporting neighbouring mental health trusts 
with developing environmental risk plans.   

 
 
CWP marked World Suicide Prevention Day (10 September) 
with a suicide prevention workshop, drawing over 80 attendees, 
with speaker Angela Samata, former head of Survivors of 
Bereavement by Suicide (SOBS) and presenter of a BBC 
documentary Life after Suicide.  
  
As part of its Zero Harm strategy, CWP is committed to reducing 
the risk of suicide and has developed a four-year Suicide 
Prevention strategy with partners across Cheshire and 
Merseyside.  Audrey Jones, Head of Clinical Governance, has 
led this project, which is aligned to both national and regional 
strategies. 
 
 
Improving clinical effectiveness 
 

CWP’s physical health community care teams 
have improved collaborative working with 
secondary care.  The team wanted to improve 
communication and information sharing between 
primary and secondary care after they noted that 
patients with complex needs, often elderly, were 
being admitted to hospital without any 
notification to the community care team. This led 
to failed visits and lack of continuity of care for 
both the patient and staff.  A pilot scheme began 
last year with teams having conference calls with 
professionals in secondary care.  All of CWP’s 
community care teams are now included in the 
project and a process has been formulated 
between CWP and the Countess of Chester 
Hospital NHS Foundation Trust.   

 
As well as improved communication between primary and secondary care, the project has resulted in a 
greater understanding of what each team does.  There is now a slicker, safer flow of the patient’s 
journey.  The project has reduced the number of failed home visits.  Local GP practices are also 
involved, further facilitating greater communication and awareness between primary and secondary care.   
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Our forensics department has teamed up with the National Autistic Society 
to improve screening for autism at Cheshire’s custody suites and to prevent 
those with learning difficulties from re-offending.  The partnership has 
implemented screening measures whereby everyone who enters the 
custody process is assessed for autism using a tailored questionnaire.  
Individuals who require support are then referred to the relevant team.   
 
The aim is to identify autism at the earliest opportunity, so that adjustments 
can be put in place to support people during their time within the criminal 
justice system.   

 
 
The Macmillan Specialist Community Palliative Care Team 
has developed a drop-in clinic for patients with motor neurone 
disease (MND) and their families.  MND is a rare neurological 
condition that causes the degeneration (deterioration and loss 
of function) of the motor system (the cells and nerves in the 
brain and spinal cord which control the muscles in our 
bodies). This results in weakness and wasting of the muscles.   
MND is progressive and symptoms worsen over time. MND severely reduces life expectancy and most 
people with MND die within five years of the onset of symptoms.  The team has developed a drop-in 
clinic so that patients suffering with MND, and their carers, can call into the Hospice once a month for 
advice. This enables therapists to reassess and offer appropriate treatment.  A focus group was set up to 
establish patients’ requirements; this resulted in the creation of the clinic. The team also planned a 
programme of speakers to give informative monthly talks.  It has also provided patients with a social 
element to their care as they meet at the clinic, allowing them, and their carers, to provide mutual 
support to each other. 
 
 

Fountains Community Care Team has been collaborating with St 
Werburgh's Medical Practice for the homeless, and Richmond Court 
Homeless Facility, to improve the end of life care for people who are 
homeless. The palliative care service is the first of its kind attached to 
this type of accommodation; this facility having been researched and 
developed with support from a range of agencies and health 
professionals including CWP staff. The centre also has a dedicated 
medical room to allow its partner health agencies to provide more 
advanced treatment options for homeless people. CWP staff 

provided advice on equipping this facility.  The team wanted to ensure that access to end of life care for 
homeless people was fair and equitable with other patients.  The aim of the project was to provide 
dignified end of life care, fulfil the persons’ wishes, and support their friends within the homeless 
community.  There is now an agreed process in place to support homeless people in Richmond Court at 
the end of their life, which allows them to remain within Richmond Court, but also be supported with their 
end of life medical needs and medication administration. 
 
 
Catherine House has established an Alcohol Support 
Drop-in at which is open to anyone accessing either the 
Community or Hospital Alcohol Liaison Service (HALS).  
People can receive advice and support, and an introduction 
to what is available from the service.  There is an 
opportunity to provide brief interventions.  This project 
typifies how CWP teams are making services more 
accessible to those who use them, and providing affordable 
and sustainable solutions.   
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Improving patient experience 
 

Our older people wards have signed up to a national campaign, 
called John’s Campaign, to enable the families and carers of patients 
with dementia to stay with them in hospital.  John’s Campaign is 
named after Dr John Gerrard with passed away with Alzheimer’s 
disease in 2014.  Meadowbank, Croft and Cherry wards have all 
pledged their support to the campaign after recognising the 
important role that families and carers play in putting people with 
dementia at ease during their hospital stay, demonstrating their 
commitment to person-centred care. 
 

 
Patient-led assessments of the care environment (PLACE) are self-assessments that focus on the areas 
which matter to patients, families and carers.  It is a programme that aims to promote a range of 
principles including: 
 Putting patients first. 
 Actively encouraging feedback from the public, patients and staff to help improve services. 
 Striving to get the basics of quality of care right. 
 A commitment to ensure that services are provided in a clean and safe environment that is fit for 

purpose. 
 
The PLACE results for 2016/17 were released in August and are detailed in the table below.  The results 
demonstrate that:  
 CWP scores have improved from previous visits. 
 CWP is above national average on all areas of inspection in every locality. 

 

Area of assessment Cleanliness Food 
Privacy, 

Dignity and 
Wellbeing 

Condition, 
Appearance and 

Maintenance 
Dementia Disability 

CWP 99% 92% 92% 97% 95% 89% 

Central & East 
Cheshire 

99% 92% 91% 96% 95% 86% 

West Cheshire 100% 93% 91% 98% 97% 93% 

Wirral 99% 93% 97% 99% 96% 95% 

National 98% 88% 84% 93% 75% 79% 

 
 
Patient experience is a key element of quality at 
CWP.  This means ensuring the people who 
access our services have a positive experience 
of their care, and receive treatment with 
compassion, dignity and respect. CWP staff and 
volunteers marked Dignity Action Day 2017 by 
asking colleagues and visitors “What does dignity 
mean to you?”  Dignity Action Day gives 
everyone the opportunity to contribute to 
upholding people's rights to dignity and provide a 
truly memorable day for people receiving care. 
Dignity Action Day aims to ensure people who 
use care services are treated as individuals and 
are given choice, control and a sense of purpose 
in their daily lives. 
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CWP and partners are delivering a Specialist Perinatal 
Community Mental Health Service through three locality 
teams provided by CWP, North West Boroughs Healthcare 
Partnership NHS Foundation Trust and Mersey Care NHS 
Foundation Trust, and will support women with serious 
mental health problems during pregnancy and in the first 
year after birth. The funding for this is being provided from 
the Perinatal Mental Health Community Services 
Development Fund, set up by NHS England, and is part of a 
£365million plan to expand perinatal support to an extra 
30,000 women a year by 2020.  Women are more likely to 
suffer from mental health issues during the perinatal period 
than at any other point in their lives. Securing this funding 

has provided CWP and its partner trusts with the opportunity to greatly improve access to 
evidence-based treatments, as well as training for other front-line services caring for local women. It will 
improve early intervention in perinatal mental health care to prevent local women and their children from 
experiencing potential problems in the future and build capacity and sustainability across the workforce 
to ensure consistent, high-quality care across the region.  Thousands of women from across Cheshire 
and Merseyside will benefit from this service.  
  

 

Staff in the 14-18 Wirral CAMHS Team run an Activity Group for young people and, as part of this, they 
have recently been working with a local gym to set up some free sessions with young people who 
access their service with a view to getting them out and about, active and improving their emotional 
well-being.  Exercise and engaging in meaningful occupations can have a positive impact on a person’s 
mental health. The young people who access the activity group typically are not attending school and are 
very isolated, often spending long periods of time at home on their own. Exercise can help to: 
 Reduce anxiety symptoms, improve self- esteem and help to build confidence. 
 Give these young people some meaningful occupation adding to their structure and routine for the 

week, allowing them to try new activities in a supportive environment. 
 Engage with other young people who have similar difficulties. 
 Have a positive impact on low mood and depression, as well as improving their physical well-being. 

 
The Occupational Therapists contacted local gyms in Hoylake, to see if they could offer 
any sessions to help the young people who access the Wirral CAMHS service to help 
reduce their anxiety around attending the gym, but also to help them access exercise 
and all the positive benefits this can offer.  The Underground Training Station (UTS) 
gym in Hoylake offered a 6-week programme at their gym, and offered to tailor this to 
meet the needs of the young people. The initial sessions are kept short and friendly to 
get the young people used to the idea of going in the gym as this is a massive barrier 
for some. The sessions will develop to deliver a circuit style class aimed at harnessing 

the power of physical activity and basic nutrition to help improve the mental health and well-being of the 
young people who attend. 
 
 

 

 

 

 

. 
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Annex A: Glossary 
 
Board 
A Board (of Directors) is the executive body responsible for the operational management and conduct of 
an NHS Foundation Trust. It is includes a non-executive Chairman, non-executive directors, the Chief 
Executive and other Executive Directors. The Chairman and non-executive directors are in the majority 
on the Board. 
 
Care pathways 
A pre-determined plan of care for patients with a specific condition. 
 
Care plan 
Written agreements setting out how care will be provided within the resources available for people with 
complex needs. 
 
Care Programme Approach – CPA 
The process mental health service providers use to co-ordinate care for mental health patients. 
 
Care Quality Commission – CQC 
The Care Quality Commission is the independent regulator of health and social care in England.  It 
regulates health and adult social care services, whether provided by the NHS, local authorities, private 
companies or voluntary organisations. 
 
Carer 
Person who provides a substantial amount of care on a regular basis, and is not employed to do so by 
an agency or organisation.  Carers are usually friends or relatives looking after someone at home who is 
elderly, ill or disabled. 
 
Clinical audit 
Clinical audit measures the quality of care and services against agreed standards and suggests or 
makes improvements where necessary. 
 
Clinical commissioning group – CCG 
Clinical Commissioning Groups are clinically-led statutory bodies that are responsible for designing and 
commissioning/ buying local health and care services in England.  
 
Commissioners 
Commissioners are responsible for ensuring adequate services are available for their local population by 
assessing needs and purchasing services.  Clinical commissioning groups are the key organisations 
responsible for commissioning healthcare services for their area.  They commission services (including 
acute care, primary care and mental healthcare) for the whole of their population, with a view to 
improving their population’s health. 
 
Commissioning for Quality and Innovation – CQUIN 
High Quality Care for All included a commitment to make a proportion of providers’ income conditional 
on quality and innovation, through the Commissioning for Quality and Innovation payment framework.  
 
Community physical health services 
Health services provided in the community, for example health visiting, school nursing, podiatry (foot 
care), and musculo-skeletal services. 
 
Crisis 
A mental health crisis is a sudden and intense period of severe mental distress. 
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Department of Health 
The Department of Health is a department of the UK Government but with responsibility for Government 
policy for England alone on health, social care and the NHS. 
 
Duty of Candour 
This is Health and Social Care Act 2008 (Regulated Activities) Regulations 2014: Regulation 20.  The 
intention of this regulation is to ensure that providers are open and transparent with people who access 
services and other 'relevant persons' (people acting lawfully on their behalf) in general in relation to care 
and treatment. 
 
Forensic 
Forensic mental health is an area of specialisation that involves the assessment and treatment of those 
who have a mental disorder or learning disability and whose behaviour has led, or could lead, to 
offending. 
 
Foundation Trust 
A type of NHS trust in England that has been created to devolve decision-making from central 
government control to local organisations and communities so they are more responsive to the needs 
and wishes of their local people.  NHS Foundation Trusts provide and develop healthcare according to 
core NHS principles – free care, based on need and not on ability to pay.  NHS Foundation Trusts have 
members drawn from patients, the public and staff, and are governed by a Council of Governors 
comprising people elected from and by the membership base. 
 
Health Act 
An Act of Parliament is a law, enforced in all areas of the UK where it is applicable.  The Health Act 2009 
received Royal Assent on 12 November 2009. 
 
Healthcare 
Healthcare includes all forms of care provided for individuals, whether relating to physical or mental 
health, and includes procedures that are similar to forms of medical or surgical care but are not provided 
in connection with a medical condition, for example cosmetic surgery. 
 
Healthcare Quality Improvement Team 
A team within CWP to support and enable staff with continuous improvement specifically using the 
results of clinical audits and quality improvement. The team will also focus on ensuring this learning is 
embedded in practice to assist in the spread of learning and excellence in patient care.  
 
Heinrich ratio 
The Heinrich ratio relates to the number of incidents that do not result in harm to the number that result 
in minor harm, and the number resulting in major harm.  This is written as a ratio based on 1 case of 
major harm – 300:30:1. 
 
Hospital Episode Statistics 
Hospital Episode Statistics is the national statistical data warehouse for England of the care provided by 
NHS hospitals and for NHS hospital patients treated elsewhere. 
 
Human Factors 
This is a way of enhancing clinical performance through an understanding of the effects of teamwork, 
tasks, equipment, workspace, culture, organisation on human behaviour and abilities, and application of 
that knowledge in clinical settings. 
 
Information Governance Toolkit 
The Information Governance Toolkit is a performance tool produced by the Department of Health. It 
draws together the legal rules and central guidance set out above and presents them in one place as a 
set of information governance requirements. 
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Locality Data Pack  
Locality data packs (LDPs) are data sets contained quality of service and care information about wards 
and teams.  They are prepared every two months for wards, and community teams with three or more 
staff.  Team managers use them to compare their team against benchmarks, to share good practice and 
to drive further improvement.  
 
Mental Health Act 1983 
The Mental Health Act 1983 is a law that allows the compulsory detention of people in hospital for 
assessment and/ or treatment for mental disorder. People who are detained under the Mental Health Act 
must show signs of mental disorder and need assessment and/ or treatment because they are a risk to 
themselves or a risk to others.  People who are detained have rights to appeal against their detention. 
 
National Confidential Enquiry into Patient Outcome and Death – NCEPOD 
NCEPOD undertakes confidential surveys and research to assist in maintaining and improving standards 
of care for adults and children for the benefit of the public. 
 
National Confidential Inquiry into Suicide and Homicide by People with Mental Illness 
A research project funded mainly by the National Patient Safety Agency that aims to improve mental 
health services and to help reduce the risk of similar incidents happening again in the future. 
 
National Institute for Health and Care Excellence – NICE 
The National Institute for Health and Care Excellence is an independent organisation responsible for 
providing national guidance on promoting good health and preventing and treating ill health.  
 
National prescribing observatory for mental health 
Run by the Health Foundation, Royal College of Psychiatrists, its aim is to help specialist mental health 
services improve prescribing practice through quality improvement programmes including clinical audits. 
 
National Staff Survey 
An annual national survey of NHS staff in England, co-ordinated by the Care Quality Commission.  Its 
purpose is to collect staff satisfaction and staff views about their experiences of working in the NHS. 
 
NHS Commissioning Board Special Health Authority 
Responsible for promoting patient safety wherever the NHS provides care. 
 
NHS Constitution 
The principles and values of the NHS in England. It sets out rights to which patients, public and staff are 
entitled, and pledges which the NHS is committed to achieve, together with responsibilities, which the 
public, patients and staff owe to one another to ensure that the NHS operates fairly and effectively. 
 
NHS Improvement 
The independent regulator responsible for authorising, monitoring and regulating NHS Foundation 
Trusts. 
 
Palliative 
Palliative care is specialised medical care for people with serious illness or life limiting illness. This type 
of care is focused on providing relief from the symptoms and stress of a serious illness. The goal is to 
improve quality of life for both the patient and the family. 
 
Patient Advice and Liaison Services – PALS 
Patient Advice and Liaison Services are services that provide information, advice and support to help 
patients, families and their carers. 
 
PDSA 
PDSA stands for Plan Do Study Act.  It is an evidence-based approach that involves a repetitive four-
stage model for continuous improvement. 
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Person-centred care 
Connecting with people as unique individuals with their own strengths, abilities, needs and goals. 
 
Perinatal 
The perinatal period extends from when pregnancy begins to the first year after the baby is born. 
 
Providers 
Providers are the organisations that provide NHS services, for example NHS Trusts and their private or 
voluntary sector equivalents. 
 
Public health  
Public health is concerned with improving the health of the population rather than treating the diseases 
of individual patients. 
 
Quarter 
One of four three month intervals, which together comprise the financial year.  The first quarter, or 
quarter one, means April, May and June. 
 
Registration 
From April 2009, every NHS trust that provides healthcare directly to patients must be registered with the 
Care Quality Commission. 
 
Regulations 
Regulations are a type of secondary legislation made by an executive authority under powers given to 
them by primary legislation in order to implement and administer the requirements of that primary 
legislation. 
 
Research 
Clinical research and clinical trials are an everyday part of the NHS.  The people who do research are 
mostly the same doctors and other health professionals who treat people.  A clinical trial is a particular 
type of research that tests one treatment against another.  It may involve either patients or people in 
good health, or both. 
 
SBAR  
SBAR stands for Situation, Background, Assessment and Recommendation.  It is a widely used 
communication tool and is evidenced based to reduce the incidence of harm. 
 
Secondary care 
Secondary care is specialist care, usually provided in hospital, after a referral from a GP or health 
professional. Mental health services are included in secondary care. 
 
Secondary Uses Service – SUS 
The Secondary Uses Service is designed to provide anonymous patient-based data for purposes other 
than direct clinical care such as healthcare planning, commissioning, public health, clinical audit and 
governance, benchmarking, performance improvement, medical research and national policy 
development.  
 
Serious untoward incident 
A serious untoward incident (SUI) includes unexpected or avoidable death or very serious or permanent 
harm to one or more patients, staff, visitors or members of the public. 
 
Service users/ patients/ people who access services 
Anyone who accesses, uses, requests, applies for or benefits from health or local authority services. 
 
Special review 
A special review is a review carried out by the Care Quality Commission.  Special reviews and studies 
are projects that look at themes in health and social care.  They focus on services, pathways of care or 
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groups of people.  A review will usually result in assessments by the CQC of local health and social care 
organisations.  A study will usually result in national level findings based on the CQC’s research.  
 
Stakeholders 
In relation to CWP, all people who have an interest in the services provided by CWP.  
 
Strategy 
A plan explaining what an organisation will do and how it will do it. 
 
The Health and Social Care Information Centre 
The Health and Social Care Information Centre is a data, information and technology resource for the 
health and care system. 
 
Zero Harm 
A strategy which aims to reduce unwarranted avoidable harm and embed a culture of patient safety in 
CWP. 
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Annex B: Comments on CWP Quality Account 2016/17 
 
Statement from Governors 
A statement from the Lead Governor is in the foreword of the Annual Report. At the Council of 
Governors meeting held on 21 April 2017 it was agreed that the minimising mental health delayed 
transfers of care would be selected as the locally selected indicator. Governors play a key role in 
influencing and informing Trust strategy and have been fully involved in the development of the Trust 
strategic plan and operational plan and fully support the Trust as it seeks to achieve its ambitions and 
objectives. It was a pleasure to read the Quality Account and for them to confirm everything I believed 
about our Trust. The theme running throughout is that of improved person-centred care. I was 
particularly impressed with the success of ‘John’s Campaign’, to enable families and carers of people 
with dementia to stay with them in hospital. It is evident throughout the report how hard our staff work 
and they should be congratulated for their successful patient outcomes 
 
Comments by CWP’s commissioners 
 
NHS South Cheshire Clinical Commissioning Group and NHS Vale Royal Clinical Commissioning 
Group commentary 
 
NHS South Cheshire Clinical Commissioning Group (CCG) and NHS Vale Royal Clinical Commissioning 
Group (CCG) welcome the opportunity to provide commentary on Cheshire and Wirral Partnership NHS 
Foundation Trust (CWPFT) performance through the organisation’s Quality Account for 2016/17. 
 
NHS South Cheshire CCG and NHS Vale Royal CCG are committed to ensuring that the services it 
commissions provide safe effective care for local people.  Services are required to demonstrate 
compassionate and responsive care which means that patients receive the right care at the right time.   
 
During the year we have reviewed information, held monthly through the Quality and Performance 
meetings and have carried out visits to clinical areas to gain assurance around the standards of care 
being provided.  We have also provided challenge and scrutiny when performance has not met the 
expected standards.  
 
We confirm that we have reviewed the information contained within the Quality Account and this reflects 
a fair, representative and balanced overview of the quality of care in CWPFT and includes the mandatory 
elements required.  
 
CWPFT should be commended for once again achieving the quality improvement priorities as set the 
previous year. The focus of monitoring clinical effectiveness, patient safety and patient experience is 
evident throughout the Quality Account. It also is pleasing to see that CWPFT have used a number of 
sources to develop the quality improvement priorities. These identified priorities have been set out in the 
Trust’s strategic and operational plans and also have a link to the Trust’s corporate and locality strategic 
objectives giving ownership across the organisation.  
 
CWPFT continue to undertake engagement work with service users and carers and this was represented 
well in the Quality Account. The use of feedback for those that have accessed services demonstrates the 
impact that the staff and services have on service users and carers and how the Trust has made care 
improvements.  This is especially evident in the commitment shown to staff wellbeing. 
 

Although the Trust rating following a CQC inspection in 2014 was ‘Good’ overall with ‘Outstanding’ for 
caring there were some areas which were rated as ‘requires improvement’. Therefore in 2016 the Care 
Quality Commission re-inspected the services rated as ‘requires improvement’, these were the acute 
wards for adults of working age and psychiatric intensive care units, community health services for 
children, young people and families, and Forensic inpatient/ secure wards. An action plan was 
developed for the areas which ‘required improvement’. This action plan is on track for completion by July 
2017.  Following this re-inspection the Trust rating has not changed, remaining ‘Good’ overall with 
‘Outstanding’ for caring. This should be commended.  
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The Trust has made the monitoring of service users’ physical health care checks and patients healthcare 
generally a priority, from initiation of treatment and regular planned annual review or when physical 
healthcare needs change and interface with Primary Care which is a really positive step. 
 
In particular we would like to highlight the ongoing engagement with partners based on feedback from 
carers and patients from the National Audit of Dementia.  
 
It is also pleasing to see that the older people’s wards have signed up to the John’s Campaign to enable 
families and carers of patients with dementia to stay with them in hospital. This has highlighted a 
commitment to person-centred care for both patients and carers. 
 
The CCGs congratulate CWPFT and partners in securing national funding to develop a Specialist 
Perinatal Community Mental Health Service operating across three localities. This is an initiative which 
will support women with serious mental health problems during pregnancy and in the first year after birth 
and ensure this specialist service is provided in the local area. The CCGs are looking forward to 
receiving feedback from the service about the outcomes for women who use the service.   
 
It is noted that CWPFT continues to take part in national and local audits and plans to continue work 
around specific standards for quality improvement around physical health monitoring, intervention, 
prescribing of medication, interventions for psychosis, and Parkinson’s disease. We look forward to 
viewing the Trust’s action plans and publishing on the CWPFT website demonstrates a strong 
commitment to transparency. 
 
CWPFT are committed to engage in quality improvements through their priorities in 2017/18 with a focus 
on quality and patient experience.  The CCG’s will monitor these priories to ensure that they have a 
positive impact on patient care, outcomes and experience. 
 
We look forward to maintaining a strong commissioning relationship with CWPFT in 2017/18. NHS South 
Cheshire CCG and NHS Vale Royal CCG are committed to working in a collaborative manner to achieve 
positive experiences for our local population with a provider that has the continued high quality delivery 
of health care at its core. 
 
West Cheshire Clinical Commissioning Group Commentary 
Feedback expected 23 May 2017 
 
Wirral Clinical Commissioning Group Commentary 
Awaiting feedback 
 
Statement from Scrutiny Committees 
 
Statement from Wirral Metropolitan Borough Council received 16 May 2017 
 
Commentary on the draft Quality Account, 2016/17  
Cheshire and Wirral Partnership NHS Foundation Trust  
 
The People Overview & Scrutiny Committee undertakes the health scrutiny function at Wirral Council. 
The Committee has established a Panel of Members (the Health and Care Performance Panel) to 
undertake on-going scrutiny of performance issues relating to the health and care sector. Members of 
the Panel met on 10th May 2017 to consider the draft Quality Account and received a verbal presentation 
on the contents of the document. Members would like to thank Cheshire and Wirral Partnership Trust for 
the opportunity to comment on the Quality Account 2016/17. Members look forward to working in 
partnership with the Trust during the forthcoming year. Members provide the following comments:   
 
Overview 
Members acknowledge that the nature of the Trust’s geographical footprint renders it difficult to provide 
Wirral specific information regarding every aspect of service provision. The mandated reporting of 
performance data at the Trust-wide level makes measurement of achievement at the local level difficult 
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to assess. However, it is suggested that for future years, a short summary with Wirral specific data to 
supplement the document may be helpful. 
 
Priorities for Improvement 
In general, Members support the Trust’s on-going commitment to continuous improvement during 
2016/17 and Members note that this theme is apparent throughout the document. Continuous 
improvement is also a key feature of the priorities for improvement adopted for 2017/18 and these are 
supported by the Panel. Regarding the clinical effectiveness priority for 2017/18, Members particularly 
welcome the aim to reduce the average bed occupancy rate for adults and older people from the 2016 
figure to the recognised optimal rate for more effective care of 85%. 
   
Friends and Family Test (FFT) 
Members welcome the 20% increase in FFT responses on Wirral over the last year, and hope this is 
replicated in the overall Trust-wide response rate in future. Members are encouraged by plans to embed 
the Friends and Family Test further in future following the appointment of a new Associate Director for 
Patient Experience and the use of new recording methods and software. Members would welcome 
details of progress on this issue in next year’s Quality Account. Although the Quality Account report 
refers to the response rate of the FFT, there is no reference to patient scores from the Test. As an 
indicator of patient experience, it is suggested that patient scores for the Friends and Family Test would 
be a useful addition to the report in future years.  
 
Mental Health Services 
Members are aware of the growth in demand and the pressure on mental health services at a national 
level. It is suggested that consideration could be given to the inclusion of plans to respond to increasing 
pressures in this area to reassure Members over the delivery of mental health services on Wirral. 
Members would also welcome inclusion of data on waiting times from referral to delivery of services in 
the future as an indicator of quality.  
 
Overview of the quality of care offered by CWP – performance in 2016/17 
Regarding the Patient Safety quality indicator “improving learning from patient safety incidents by 
increasing reporting”, Members note the Trust’s reason for selection of this indicator is that higher 
reporting organisations usually have a stronger learning culture. Given this, an explanation of the 
reasons for the fall by almost 1000 of incidents reported over the last year would be helpful. 
 
Locality Based Services 
Taking into account the Trust’s provision of a range of services across three local authority areas, 
Members recognise that Trust performance may vary by locality. Accepting this, Members seek 
reassurance that the quality of service provision in all localities is given equal priority.  
 
I hope that these comments are useful. 
 

 
 
Councillor Moira McLaughlin 
Chair, Health and Care Performance Panel and 
Chair, People Overview & Scrutiny Committee   
 
Cheshire East Health and Adult Social Care Overview and Scrutiny Committee 
Awaiting feedback 
 
Statement from Healthwatch organisations 

 
Healthwatch Cheshire West received 18 May 2017 
 
I have read the report and comment as follows. 
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In essence good – uses plain English – allowing for the necessary formality and format required it is 
understandable and appears to be "jargon free". 
 
I know there is a glossary at the end – appendices – and all terms/ acronyms are detailed but there a few 
"first time" appearances in the report that perhaps need to be explained – full name in brackets as 
normal: 
SBAR Tool – CAMHS – EIP Self Assessment 
Otherwise other initials/ acronyms appear to be explained on first appearance. 
 
It made interesting reading and shows a wide and detailed report on activities of CWP. 
 
Healthwatch Wirral received 22 May 2017 
 
Unfortunately we are unable to provide a statement for your Quality Account in time for your deadline 
this year. 
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Annex C: Statement of Directors responsibilities in respect 
of the quality report 

 

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. 
 
Monitor has issued guidance to NHS Foundation Trust boards on the form and content of annual quality 
reports (which incorporate the above legal requirements) and on the arrangements that Foundation Trust 
boards should put in place to support the data quality for the preparation of the quality report. 
 
In preparing the quality report, directors are required to take steps to satisfy themselves that: 

 the content of the quality report meets the requirements set out in the NHS Foundation Trust Annual 
Reporting Manual 2016/17; 

 the content of the Quality Report is not inconsistent with internal and external sources of information 
including: 

o Board minutes and papers for the period April 2016 – April 2017. 
o Papers relating to Quality reported to the Board over the period April 2016 to May 2017. 
o Feedback from commissioners: East Cheshire Clinical Commissioning Group awaiting 

feedback, South Cheshire Clinical Commissioning Group and Vale Royal Clinical 
Commissioning Group received 12/05/2017. Feedback from West Clinical Commissioning 
Group received expected 23/05/2017. Feedback from Wirral Commissioning Group awaiting 
feedback.   

o Feedback from governors dated 05/05/2017. 
o Feedback from local Healthwatch organisations: Healthwatch Cheshire West awaiting 

feedback Healthwatch Wirral received 22/05/2017, Healthwatch Cheshire East 19/05/2017. 
o Feedback from Wirral Metropolitan Borough Council (Overview and Scrutiny Committee) 

received 17/05/2016. Feedback from East Cheshire Council (Overview and Scrutiny 
Committee) awaiting feedback. 

o The Trust’s complaints report published under regulation 18 of the Local Authority Social 
Services and NHS Complaints Regulations 2009, for the period of April 2016 – March 2017. 
Published May 2017.  

o The national patient survey published on 24 November 2017.  
o The 2016 national staff survey – received by the Trust March 2017. 
o The Head of Internal Audit’s annual opinion over the Trust’s control environment dated 

2016/17 issued 4 May 2017. 
 

The Quality Report presents a balanced picture of the NHS Foundation Trust’s performance over the 
period covered: 

 the performance information reported in the Quality Report is reliable and accurate; 

 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; 

 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 the Quality Report has been prepared in accordance with 
Monitor’s annual reporting guidance (which incorporates the Quality Accounts regulations) (published 
at www.monitornhsft.gov.uk/annualreportingmanual) as well as the standards to support data quality 
for the preparation of the Quality Report (available at 
www.monitornhsft.gov.uk/annualreportingmanual).  

 
The directors confirm to the best of their knowledge and belief they have complied with the above 
requirements in preparing the Quality Report. We will continue to strive to improve the quality of data the 
Trust collects. 
 
By order of the Board at the meeting held on 24 May 2017. 
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24 May 2017 Chair of the meeting  
 
24 May 2017 Chief Executive 
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Annex D: Independent Auditor’s Limited Assurance Report 
to the Council of Governors of 

Cheshire and Wirral Partnership NHS Foundation Trust on 
the Annual Quality Report 

 

To be provided end May 2017 
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Annex E: Definitions of the 
performance measure indicators 

 

 

Patients on Care Programme Approach (CPA) followed up within 7 days of discharge from 
psychiatric inpatient stay (national performance indicator) 
All patients discharged to their place of residence, care home, residential accommodation, or to non 
psychiatric care must be followed up within 7 days of discharge. All avenues need to be exploited to 
ensure patients are followed up within 7 days of discharge. Where a patient has been discharged to 
prison, contact should be made via the prison in-reach team. Exemptions: 
 Patients who die within 7 days of discharge may be excluded. 
 Where legal precedence has forced the removal of the patient from the country. 
 Patients transferred to NHS psychiatric inpatient ward. 
 CAMHS (children and adolescent mental health services) are not included. 
 
Admissions to acute wards gate kept by Crisis Resolution Home Treatment Teams (national 
performance indicator) 
In order to prevent hospital admission and give support to informal carers CR (crisis resolution)/ HT 
(home treatment) are required to gate keep all admission to psychiatric inpatient wards and facilitate 
early discharge of service users. An admission has been gate kept by a crisis resolution team if they 
have assessed the service user before admission and if the crisis resolution team was involved in the 
decision making-process, which resulted in an admission.  Admissions from out of the trust area where 
the patient was seen by the local crisis team (out of area) and only admitted to this trust because they 
had no available beds in the local areas. CR team should assure themselves that gatekeeping was 
carried out. This can be recorded as gate kept by CR teams.  Exemptions: 
 Patients recalled on Community Treatment Order. 
 Patients transferred from another NHS hospital for psychiatric treatment. 
 Internal transfers of service users between wards in the trust for psychiatry treatment. 
 Patients on leave under Section 17 of the Mental Health Act. 
 Planned admission for psychiatric care from specialist units such as eating disorder unit are 

excluded. 
 
Minimising Mental Health Delayed transfer of care 
Numerator: the number of non-acute patients (aged 18 and over on admission) per day under consultant 
and non-consultant led care whose transfer of care was delayed during the quarter. For example, one 
patient delayed for five days counts as five.  
Denominator: the total number of occupied bed days (consultant and non-consultant led) during the 
quarter. Delayed transfers of care attributable to social care services are included. 



 

STANDARDISED REPORT COMMUNICATION 
REPORT DETAILS 
Report subject: Operational Plan 2017/18- delivery indicators dashboard [April data] 
Agenda ref. no: 17/18/09 
Report to (meeting): Board of Directors  
Action required: Discussion and Approval 
Date of meeting: 24/05/2017 
Presented by: Tim Welch, Director of Finance/Deputy Chief Executive 
 
Which strategic objectives this report provides information about: 
Deliver high quality, integrated and innovative services that improve outcomes Yes 
Ensure meaningful involvement of service users, carers, staff and the wider community Yes 
Be a model employer and have a caring, competent and motivated workforce Yes 
Maintain and develop robust partnerships with existing and potential new stakeholders Yes 
Improve quality of information to improve service delivery, evaluation and planning Yes 
Sustain financial viability and deliver value for money Yes 
Be recognised as an open, progressive organisation that is about care, well-being and partnership Yes 
Which CQC quality of service domains this report reflects: 
Safe services Yes 
Effective services Yes 
Caring services Yes 
Well-led services Yes 
Services that are responsive to people’s needs Yes 
Which Monitor quality governance framework/ well-led domains this report reflects: 
Strategy Yes 
Capability and culture Yes 
Process and structures Yes 
Measurement Yes 
Does this report provide any information to update any current strategic risks?  If so, which? 
See current risk register in the agenda of the public meeting of the Board of Directors 
at http://www.cwp.nhs.uk/about-us/board-members/our-board-meetings Yes 

35T 
Does this report indicate any new strategic risks?  If so, describe and indicate risk score: 
See current integrated governance strategy: CWP policies – policy code FR1 No 
35T 
 
REPORT BRIEFING 

Situation – a concise statement of the purpose of this report 
The Operational Plan 2017/18 sets out the Trust’s approach to activity, quality, workforce planning 
and financial planning.  
 
The dashboard attached in appendix 1 reflects the key performance indicators (KPIs) defined to 
enable the Board to monitor the delivery of the Operational Plan and the Trust’s strategic objectives 
and any risks to achievement. This report relates to April 2017 Performance. 
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Background – contextual and background information pertinent to the situation/ purpose of the report 
The operational plan delivery indicators dashboard in appendix 1 reflects the review of the metrics that 
has been undertaken with lead officers to ensure that the focus of monitoring the delivery of the 
Operational Plan and the Trust’s strategic objectives is in line with the revision of the Operational Plan 
2017/19 and highlights areas for improvement. 
 
 

 
Assessment – analysis and considerations of options and risks 
The performance framework attached at appendix 1 sets the range of Board key performance 
indicators (KPI) based on the key delivery areas of the Operational Plan. Where KPI performance 
trajectories have been set for the year these can be found in appendix 2.   
 
The dashboard reflects month 1 with the following metrics off track from the indicative baseline: 
 

- Priority project 4: Redesign Adult & Older People  MH Services Central and East; and 
- Priority project 5: LD Transforming Care;  

 
Where any threshold variance is exceeded, the commentary in appendix 1 will describe how remedial 
action is being taken to improve. 
 

 
 
Recommendation – what action/ recommendation is needed, what needs to happen and by when? 
The Board are recommended to note the May 2017 Board Operational Plan dashboard.  

 
Who/ which group has approved this report for receipt at the 
above meeting? Tim Welch, Director of Finance  

Contributing authors: Anne Casey, Head of 
Performance and Information 

Distribution to other people/ groups/ meetings: 
Version Name/ group/ meeting Date issued 
1 Mandy Skelding-Jones 12/05/2017 
 
Appendices provided for reference and to give supporting/ contextual information: 
Provide only necessary detail, do not embed appendices, provide as separate reports 
Appendix no. Appendix title 
1 
2 
 
 

May 2017 Board Operational Plan Dashboard.  
Operational Plan 2017/18 – Delivery Indicators/ Board KPIs   
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Appendix 1:   Trust Dashboard

Indicator 
Outturn 
2016/17

Target or 
Thresholds for 

escalation
Apr-16 May-16 Jun-16 Q1 Jul-16 Aug-16 Sep-16 Q2 Oct-16 Nov-16 Dec-16 Q3 Jan-17 Feb-17 Mar-17 Q4 Year End

SO1: 1.1

Patient safety:  The target for 
improvement is a 10% increase in 
the number of D&E incidents 
reported, based on numbers 
reported at the start of Trimester 1 
of this year.    The indicator is shown 
as a rate per 1,000 episodes of care.

68.7 per 1,000 
episodes

Red: Below 
2016/17 
outturn

Amber: better 
than 2016/17 

outturn
Green: above 

2016/17 target

79.30%

SO1: 1.2

Patient experience: Demonstrable 
increase in the uptake of the Friends 
and Family Test (FFT) each quarter

Average 216
 (per month)

237 per month

SO1: 1.3

Clinical Effectiveness: Demonstrable 
improvement in the Trustwide 
average bed occupancy rate, 
excluding leave, for working age 
adult wards

93.80%

SO3: 2.1

Capacity: % of staff vacancies 
(Contracted)

5.37 4.15%

SO3: 2.2

Competence:  % of staff receiving 
annual appraisal (via new proposed 
framework)

97.6% 100.0%

SO3: 2.3

% staff absence due to sickness 

5.29%
Above annual 

plan projection 
for 3 months

5.91%

SO3: 3.1

100% of the 13 Monitor operational 
performance targets achieved 
(including waiting times) 

100% 100% 93%

100% Contractual targets met 324 
(98.1%)

100%

? need to include CQUIN on 
quarterly basis

TBC 100%

SO3: 3.3
Priority project 1: West FRP

N/A Delivery of Key 
Milestones

SO3: 3.4
Priority project 2: West Cheshire 0-
19 services N/A Delivery of Key 

Milestones

SO3: 3.5
Priority project 3: CAMHS T4

N/A Delivery of Key 
Milestones

SO3: 3.6
Priority project 4: Redesign Adult & 
Older People  MH Services Central 
and East

N/A Delivery of Key 
Milestones

SO3: 3.7
Priority project 5: LD Transforming 
Care N/A Delivery of Key 

Milestones

SO6: 1

Use of resources Use of 
Resources 

[UoR] score of 3 
or 4

2

Project Plan delayed and off track - OSC deferred Consultation 
proposal

Project Plan delayed - Time delays due to non-realisation of historic 
CIP and delayed public consultation

Operational Performance / Priority areas 

Please note outturn position is as at Feb 2017 

SO3: 3.2
Reporting for this indicator will be two months after the end of a 
quarter

Strategic Objective 6: Financial Planning 

Further detail is available in Finance Report

General Comment

Strategic Objective 1 – Quality 

Please note outturn position is as at Feb 2017 

Baseline may change, following the setting of the baseline at Q1

This indicator has been newly identified for the dashboard and 
reporting will commence in May

Strategic Objective 2: People and OD/ Approach to workforce

Please note outturn position is as at Feb 2017 

Please note outturn position is as at Feb 2017 

Performance measurement against Annual Plan Trajectory. Please no        



Appendix 2:  Trust Dashboard Reporting Framework

 Op Plan 
ref Indicator 

Target or 
Thresholds for 

escalation

Base 
line Reporting and Frequency Reporting 

Months
Reporting 
Committee 

Reporting 
Format

Director 
Lead

Operational 
Lead

Risk Register/ 
CAF  ref 

SO1: 1.1

Patient safety: The target for 
improvement is a 10% increase 
in the number of D&E incidents 
reported, based on numbers 
reported at the start of Trimester 
1 of this year.    The indicator is 
shown as a rate per 1,000 
episodes of care.

10% improvement 
in reporting of low 

and no harm 
incidents

Escalation Thresholds
Red: Below 2016/17 

outturn
Amber: better than 

2016/17 outturn
Green: above 2016/17 

target

68.7 per 
1,000 

episode

Learning from Experience 
report

Every 4 months

May
August
January
April

Quality 
Committee Trend line

Anushta 
Sivananthan/ 

Avril 
Devaney/

Jim O’Connor

David Wood
Risk 6 – learning 
from incidents (red 
16)

SO1: 1.2

Patient experience: 
Demonstrable increase in the 
uptake of the Friends and Family 
Test (FFT) each quarter

10% improvement 
in Trustwide uptake 

of FFT

237 per 
month

Quality Improvement 
Report
Quarterly

July
October
February
April

Patient and 
Carer 

Experience 
Sub 

Committee ? 
Tr

aj
ec

to
ry

 
fo

r 
im

pr
ov

em
en

t

Avril 
Devaney/ 

Fiona Clark/
Jim O’Connor

Liz Matthews
Risk 5 – feedback 
from learning (red 
16)

SO1: 1.3

Clinical Effectiveness: 
Demonstrable improvement in 
the Trustwide average bed 
occupancy rate, excluding leave, 
for working age adult wards

Improvement to 
85% by KH03’s 

month 12 
(December 2017)

93.80%
Continuous Improvement 
Report
Monthly 

May-March Quality 
Committee TBA

Faouzi 
Alam/Anusht

a 
Sivananthan/ 

Jim 
O’Connor/ 

Lucy 
Crumplin

Claire James 

SO3: 2.1 Capacity: % of staff vacancies 4.15%

5.37% ( 
Feb 

16/17 
outturn)

Any quarter in which each 
of the three months the 
staff vacancy rate is above 
the base line position

By exception People and OD 
subcommittee

Chairs 
escalation David Harris Viv 

Williamson 
Risk 11 – staffing 
(rated red 20)

Hayley Rigby Risk 11 – staffing 
(rated red 20) 

Strategic Objective 1 – Quality 

Competence:  % of staff 
receiving annual appraisal (via 

new proposed framework)
SO3: 2.2

Pe
op

le
 a

nd
 

O
D

 
su

bc
om

m
itt

ee

Pe
rfo

rm
an

ce
 

ag
ai

ns
t p

la
n 

ch
ar

t o
r 

va
ria

nc
e 

fro
m

 
pl

an David Harris

Any quarter in which each 
of the three months the 

appraisal rate is below the 
baseline position

100% of available 
eligible cohort 98% Quarterly



SO3: 2.3 % staff absence due to sickness 5.30%

5.29% ( 
Feb 

16/17 
outturn)

Any quarter in which each 
of the three months the sick 
absence rate was % above 
the profile set out in the 
annual plan.

By exception

Pe
op

le
 a

nd
 O

D
 

su
b 

co
m

m
itt

ee

Va
ria

nc
e 

fro
m

 ta
rg

et
 

tre
nd

 li
ne

David Harris Chris Sheldon Risk 11- staffing 
(rated red 20)

SO3: 3.1
100% of the 13 NHSI operational 
performance targets achieved 
(including waiting times) 

100% 87%

Any occasion where the 
compliance with  any 
monitor target is missed for 
3 consecutive months 

By exception

O
pe

ra
tio

na
l 

Bo
ar

d 

Ac
hi

ev
em

en
t 

tre
nd

 li
ne Andy Styring/ 

Tim Welch
Service 

Directors 
Risk in scope re. 
IAPT delivery 

100% Contractual targets met 100% Avg 
97.04%

Any occasion where the 
target for any contractual 
KPI is missed for 3 
consecutive months 

By exception

O
pe

ra
tio

na
l B

oa
rd

Ac
hi

ev
em

en
t 

tre
nd

 li
ne Andy Styring/ 

Tim Welch
Service 

Directors
Risk in scope re. 
IAPT delivery

CQUIN Achievement of 
milestones

(100% of CQUIN 
Milestones 
achieved)

Report quarterly on CCG 
confirmed achievement 

against milestones
By exception

O
pe

ra
tio

na
l 

Bo
ar

d

w
rit

te
n 

re
po

rt Andy Styring/ 
Tim Welch

Service 
Directors

Risk 14 Financial 
performance/ CIP 
delivery (rated red 

16)

SO3: 3.3 Strategy priority 1: CAMHS T4 Delivery of Key 
Milestones

Project Status report 
monthly and at key 
decision/ milestone points 
along the project

April - March
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STANDARDISED REPORT COMMUNICATION 
REPORT DETAILS 
Report subject: Freedom to Speak up Annual Report 2016/17 
Agenda ref. no: 17/18/10 
Report to (meeting): Board of Directors  
Action required: Discussion and Approval 
Date of meeting: 24/05/2017 
Presented by: Andrea Hughes - CWP Freedom to Speak up Guardian  
 
Which strategic objectives this report provides information about: 
Deliver high quality, integrated and innovative services that improve outcomes Yes 
Ensure meaningful involvement of service users, carers, staff and the wider community Yes 
Be a model employer and have a caring, competent and motivated workforce Yes 
Maintain and develop robust partnerships with existing and potential new stakeholders No 
Improve quality of information to improve service delivery, evaluation and planning Yes 
Sustain financial viability and deliver value for money Yes 
Be recognised as an open, progressive organisation that is about care, well-being and partnership Yes 
Which CQC quality of service domains this report reflects: 
Safe services Yes 
Effective services Yes 
Caring services Yes 
Well-led services Yes 
Services that are responsive to people’s needs Yes 
Which Monitor quality governance framework/ well-led domains this report reflects: 
Strategy Yes 
Capability and culture Yes 
Process and structures Yes 
Measurement Yes 
Does this report provide any information to update any current strategic risks?  If so, which? 
See current risk register in the agenda of the public meeting of the Board of Directors at 
http://www.cwp.nhs.uk/about-us/board-members/our-board-meetings Choose an item. 
Click here to enter text. 
Does this report indicate any new strategic risks?  If so, describe and indicate risk score: 
See current integrated governance strategy: CWP policies – policy code FR1 No 
Click here to enter text. 
 
REPORT BRIEFING 

Situation – a concise statement of the purpose of this report 
This report is to provide the Freedom to speak up annual report to the Board and to feedback 
themes from the concerns raised with the Freedom to Speak up Guardian (F2SU Guardian) during 
2016/17.  The report will also provide the Board with an update of the actions taken and set out CWP 
plans for 2017 and beyond.  
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Background – contextual and background information pertinent to the situation/ purpose of the report 
The Freedom to Speak Up (F2SU) Review was an independent review, led by Sir Robert Francis QC, 
into creating an open and honest reporting culture in the NHS following concerns raised by NHS staff 
and the treatment of some who had spoken up. The review produced a comprehensive report 
providing details good practice which is taking place and to address the gap and variation, the report 
covers how organisations can create the right culture, how concerns should be handled and what is 
needed to ensure the system works. In 2015 The Office of the National Guardian published a guide for 
NHS Trusts on establishing the Freedom to Speak Up (FTSU) Guardian role The guidelines also set 
out the expectations of the role including providing a six monthly report to Boards. This report forms 
part of that compliance and is the second annual report provided to Board. 

 
 
Assessment – analysis and considerations of options and risks 
The report outlines the actions of the FTSU Guardian and the progress made in relation to Improving 
processes;  building confidence and capability and measuring progress durning 2016 – 2017 and the 
plans for continuing this work into 2017 - 2018 

The report provides the board with information on the number, location, and type of concerns raised 
with the FTSU guardian and some analysis of when, which service and who is reporting concerns. The 
Board should bear in mind the low numbers involved and therefore the limited assurance insofar as 
identification of potential themes or trends. The report provides the board with an overview of the 
actions taken in response to concerns raised. 

The report highlights the encouraging results from the 2016 Staff Survery in regards to questions 
asked relating to raising concerns.    
 
Recommendation – what action/ recommendation is needed, what needs to happen and by when? 
The Board is requested to discuss and note the content of the report and agree the plans identified for 
2017 - 2018  

 
Who/ which group has approved this report for receipt at the 
above meeting? 

Director of Nursing, Therapies  
and Patient Participation 

Contributing authors: Click here to enter text. 

Distribution to other people/ groups/ meetings: 
Version Name/ group/ meeting Date issued 
N/A N/A N/A 
 
Appendices provided for reference and to give supporting/ contextual information: 
Provide only necessary detail, do not embed appendices, provide as separate reports 
Appendix no. Appendix title 
1 FTSU Annual Report 2016/17 
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1. Background and Context 
1.1 The Freedom to Speak Up (F2SU) Review was an independent review, led by Sir Robert Francis 
QC, into creating an open and honest reporting culture in the NHS following concerns raised by NHS 
staff and the treatment of some who had spoken up. The review produced a comprehensive report 
providing details good practice which is taking place and to address the gap and variation, the report 
covers how organisations can create the right culture, how concerns should be handled and what is 
needed to ensure the system works. The overall purpose of the report is to make the NHS a ‘better 
place to work and a safer place for patients’.    
In 2016 The Office of the National Guardian published a guide for NHS Trusts on establishing the 
Freedom to Speak Up (FTSU) Guardian role. It also contains proposals on how guardians will be 
supported to ensure that the new role is meeting its intended purpose. 

Under the guidance all trusts were expected to have a FTSU Guardian in place by the end of the 
2016/17 financial year. 
The guidelines also set out the expectations of the role including providing a six monthly report to 
Boards. This report forms part of that compliance and is the second annual report provided to Board. 
 
2. Actions 2016 – 2017  
 
Speak up Guardian.  The FTSU Guardian is integral to ensuring all staff within the Trust feel able to 
raise any issues or concerns, or challenge any wrongdoing – safe in the knowledge that they will be 
addressed confidentially, promptly, and in line with best practice. 

   
• The Trust Guardian has attended national training / networking event facilitated by NHS 

Employers to enable benchmarking and sharing of best practice. 
• Attended the first National Guardian’s Office (NGO) meeting with the National Guardian Dr 

Henrietta Hughes 
• The NGO is working with the trust to evaluate the Freedom to speak up app currently in 

development 
 

Board Champion.  Rebecca Burke-Sharples has been named by the CWP Board of Directors as the 
Non - Executive  Director Freedom to Speak Up Champion and the role of the Guardian and 
Champion was featured in issue 5 (October 2016) of CWP Life  

   
 

  
Improving Processes. The Trust mini site continues to develop on the intranet. The CWP  Freedom 
to Speak Up reports are available,  and links to the National Guardians Office which contains details of 
that role and links to other resources.  These include an educational film which has been developed by 
health education England which informs healthcare professionals at all levels –. The films look at three 
scenarios that highlight broad lessons to be applied elsewhere. 
 

• Access. The Trust has a confidential email address and a direct line to the Freedom to speak 
up Guardian in place, this is published on the intranet details and posters advising of contact 
details are displayed in staff areas.  

 
Executives have agreed to pilot the development and use of a freedom to speak up “APP” this 
will be available to all staff.  One of the challenges for the Trust is reaching all grades of staff 
with the same information and opportunity of access and information regarding freedom to 
speak up.  Many staff have limited access to email and do not have mobile devices supplied by 
the organisation, but do have their own mobile phones.  The freedom to speak up smartphone 
App is a potential solution.  The main purpose of the App is to educate, encourage and facilitate 
the raising of concerns by staff members in a simple, convenient and innovative way.  Additional 
benefits of the app are; staff can report concerns from anywhere at any time, reports are secure 
and will only be seen by the guardian, the app provides another line of communication, allows 
the trust to communicate directly with staff via push notifications and news articles and informs 
staff members of the protection they will receive should they report a concern. 

 
The app has a comprehensive back office ‘portal’. This area, only accessible to the app 
administrator will hold the encrypted reports, manage the content and set up of the app, and 
provide graphs with key statistics: for example; number of downloads, activity and identification 

  



of most popular areas visited. 
 

• Policy.  The Trust’s how to raise and escalate concerns policy has been reviewed and 
refreshed to take account of the NHS England and NHS Improvement standard integrated policy 
(April 2016) which is required to be adopted by all NHS organisations as a minimum standard.  
 

Building Confidence and Capability The Trust has begun the recruitment of Speak up Ambassadors. 
These are self nominated staff who provide immediate support and signposting for colleagues in raising 
concerns, determining the best course of action and advising the staff member of their options. The first 
cohort of 15 ambassadors has been recruited, provided with training and regular peer support 
established.  A  two monthly rolling recruitment process will continue throughout 2017/18 

   
Measuring Progress. Success should not be measured in the number concerns and issues being 
raised. The majority of concerns will be addressed at Step 1 or Step 2 (as outlined in the How to raise 
and escalate concerns within work, incorporating whistleblowing policy) No central record of these 
concerns is maintained.  

 
Systems in place to record and monitor concerns raised at Step 3 and above continue to be reviewed 
and refined to ensure the Trust responds in a timely and proportionate way and to identify any themes 
and trends.  

 
Learning from concerns is shared within the team/service and locality as appropriate, and across the 
organisation via the Learning from Experience report which is reviewed at Quality Committee.  
Learning is also highlighted in the Trusts Annual Quality Report. 
 
3. Concerns Raised 2015 - 2017 
 
Table 1. Total numbers of concerns raised by locality over last four years. 
 
 
Two anonymous communications expressing concerns were received during the year; whilst it is 

difficult to respond to these letters the content is always looked in to, and actions taken when 
appropriate.  The Trust’s raising and escalating concerns policy has put in place appropriate 
mechanisms to protect individuals with concerns; however there may be incidences when personal 
evidence is essential to an investigation and the speak up guardian discusses directly with individuals 
how the concern can proceed. 
 
The Speak up guardian will continue to provide confidential support to staff raising concerns, however 
in order to continue to improve the culture regarding raising concerns staff will be encouraged to be 
open and only use the anonymous route when absolutely necessary. 
 

Locality 2013 -2014 2014- 2015 2015 – 2016 

 

2016 – 2017  

 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4      Q1 Q2 Q3 Q4 

East 4 0 0 0 1   1 4   2 2  3  

Wirral 0 0 0 0  1   1 2  1  1 1  

West 1 0 0 1 1   3 4 1 2 1 1  2 1 

Trust wide 0 0 2 0      1  1  1   

Sub Total 5 0 2 1 2 1 0 4 9 4 2 5 3 2 6 1 

IN year 8 7 20 12 
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3.1 Analysis of 2016/17  
Some concerns have identified more than one issue however the concern is only recorded once. 
Caution should be noted when considering the analysis due to the small numbers involved. 
 
The reduction of concerns raised with the guardian compared with 2015/16 noted at the six monthly 
board report continued during the year, no clear rationale for this is evident. East locality remains the 
highest reporter of concerns. Wirral continues to be the locality which raises least number of concerns 
with the Trust Guardian.  
 
Half of the concerns related to in-patient services with one about learning disability in patient services. 
 
The majority of those reporting concerns were registered nurses (7/12). Other concerns were raised 
by medical, allied health professionals and administrative staff. Two concerns were raised 
anonymously. 
 
Consistent themes with concerns raised in previous year are;  

• Delay in review of patients. 
• Staffing numbers and potential impact on patient experience/safety (in patient and community) 

This has been the most commonly raised concern  
 
Other issues raised in concerns were in regard to; cultural issues, implementation of policy, discharge 
planning and access to services 
 
3.2 What have we done in response? 
All the concerns raised have been investigated and responded to in a proportionate way by a variety 
of methods, examples include; issues identified with specific individuals may be addressed at 
supervision, training has been developed to improve staff confidence in implementing policy and an 
algorithm to support administrative staff in dealing with patients in a crisis has been developed. 
Scheduled and commissioned reviews have been undertaken to explore some issues raised, any 
actions identified are taken forward by teams/services.  
 
Table 2 Staff survey results 2016 
 
Question National  

Response 
(2016) 

CWP 2016 
response 

CWP 2015 
response 

2014 CWP 
response 

If you were concerned about unsafe 
clinical practice, would you know how to 
report it? 

96% 97% 97% 96% 

I would feel secure raising concerns 
about unsafe clinical practice. 

71% 76% 69% 70% 

I am confident that my organisation 
would address my concern. 

59% 66% 59% 63% 

My organisation treats staff who are 
involved in an error, near miss or 
incident fairly. 

51% 55% 50% 44% 

 
The results from the 2016 National Staff Survey are very encouraging with staff responses to all four 
questions related to Freedom to speak up being higher than the national average. Of particular note is 
the 7% improvement that staff report in feeling secure about raising concerns and feeling confident 
that those concerns will be addressed.  The Guardian will continue to work with Organisational 
Development to continue the improvements made. 
 
 
 
 
4. Plans for 2017 - 18 

 
Improving process and progress.  
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The role of Speak up Guardian will continue to be further promoted internally and outside the 
organisation. 
The Trust Intranet mini site will be further developed to act as an internal resource and to signpost 
staff internally and externally for help, support and advice.   
The Freedom to speak up app will be developed and promoted across the organisation. 

 
Building Confidence and Capability  
Additional speak up ambassadors will be recruited and their roles will be supported across all localities 
and services, including those delivering clinical support services.  
Training and education will play a central role in building confidence and capability.  
A bespoke e learning approach will be developed. 

 
Measuring Progress 
Feedback mechanisms will be developed highlighting changes in policy, process or practice as an 
outcome of staff raising concerns. 
The Speak up guardian will support the work of organisational development to understand the matters 
which contribute to related areas highlighted in the staff survey. 
An evaluation process of the freedom to speak up app will be developed in collaboration with the 
National Guardian Office 
 
5. Recommendations 
 
The Board of Directors is asked to note the contents and progress to date and agree the plans for 
2017 – 2018. 
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REPORT DETAILS 
 
Report subject: Learning from Experience report – trimester 3 2016/17 

(incorporating the identification, reporting, investigation and learning from 
deaths in care) 

Agenda ref. no: 17/18/11 
Report to (meeting): Board of Directors – meeting in public 
Action required: Discussion and approval 
Date of meeting: 24/05/2017 
Presented by: Avril Devaney 

Director of Nursing, Therapies & Patient Partnership 
 
Which strategic objectives this report provides information about: 
Deliver high quality, integrated and innovative services that improve outcomes Yes 
Ensure meaningful involvement of service users, carers, staff and the wider community Yes 
Be a model employer and have a caring, competent and motivated workforce Yes 
Maintain and develop robust partnerships with existing and potential new stakeholders No 
Improve quality of information to improve service delivery, evaluation and planning Yes 
Sustain financial viability and deliver value for money No 
Be recognised as an open, progressive organisation that is about care, well-being and partnership Yes 
Which CQC quality of service domains this report reflects: 
Safe services Yes 
Effective services Yes 
Caring services Yes 
Well-led services Yes 
Services that are responsive to people’s needs Yes 
Which Monitor quality governance framework/ well-led domains this report reflects: 
Strategy Yes 
Capability and culture Yes 
Process and structures Yes 
Measurement Yes 
Does this report provide any information to update any current strategic risks?  If so, which? 
See current risk register in the agenda of the public meeting of the Board of Directors at 
http://www.cwp.nhs.uk/about-us/board-members/our-board-meetings Yes 
All clinical strategic risks 
Does this report indicate any new strategic risks?  If so, describe and indicate risk score: 
See current integrated governance strategy: CWP policies – policy code FR1 No 
N/A 
 
REPORT BRIEFING 
 
1. Situation 
This Learning from Experience report aggregates qualitative and quantitative analysis from key 
sources of feedback from people who access the Trust’s services and people who deliver the 
Trust’s services, and other relevant sources of learning, covering the period from December 2016 
to March 2017, trimester 3 of 2016/17.  The report compares current performance across a four 
trimester time series to mitigate seasonal variations, whilst also facilitating the identification of 
potential triggers to detect and prevent incidents by comparing current performance with the 
previous trimester.   
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2. Background – Key performance indicators 

Performance indicator 2015/16 2016/17 
T3 T1 T2 T3 

Number of safety incidents reported 3674 3382 3021 3155 

 
Number of safety 

incidents  
by speciality 

Inpatient 2560 2202 2010 2002 
Community physical health 513 683 584 740 
Community mental health 549 479 394 382 

Other 52 18 33 31 

Mortality monitoring 

Inpatient deaths (including deaths 30 
days after discharge)/ 

*subject to a case record review 

10/ 
30% 

7/ 
43% 

5/ 
80% 

9/ 
78% 

**Deaths reported to the Trust/ 
*subject to a case record review 

849/ 
10% 

732/ 
10% 

660/ 
17% 

628/ 
14% 

External reporting 

National Reporting and 
Learning System 1652 1790 1418 1686 

NHS Resolution Non clinical claims 1 8 4 2 

Clinical claims 2  2 0 1 

NHS Protect 

Staff assaults/ 
Involving police 

 

814/ 
3% 

Missing patient 112 
Suspected theft 17 

Damage to 
property 44 

Lost/ missing 
items 269 

Number of complaints 116 90 124  108 
Acknowledgement of complaints within 

3 days 100%  100% 100%  100% 

Number of compliments 1116 1267 987 1040 
All incident and compliment numbers represent a snapshot at the time of publication of the report and are subject to 

change over time, for example: re-categorisation of incidents following receipt of further information since the previous 
report, receipt of compliments retrospectively. 

*The application of a case record/ note review to determine whether there were any problems in the care provided to the 
patient who died in order to learn from what happened. 

**Denominator is all deaths reported on CAREnotes, EMIS and PCMIS, less inpatient deaths, where there has been an 
episode of care open to CWP. 
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3. Analysis 
 
3.1 Incident reporting  
Analysis of the full financial year of incident reporting shows that the “Heinrich ratio” for CWP has 
displayed a combined increase in the proportion of category C – E incidents (moderate/ lower/ no 
harm), which is the preferred ratio as this is indicative of a positive organisational incident reporting 
culture.  This was a Quality Account patient safety priority for 2016/17 and demonstrates 
successful attainment.   
 
The top ranking incident category remains self-harm, there is only a minor increase of 10 incidents.  
All other top ranking categories have also increased in terms of their numbers of reports, with the 
exception of the violence physical abuse/ harassment category, which has seen a decrease in 
reporting of 6%.  The Trust is strengthening how it analyses these latter types of incidents 
alongside associated types of incidents (including security management incidents) through detailed 
reporting and analysis against NHS Protect metrics to the Quality Committee on a three times 
yearly basis from 2017/18.  
 
The latest Organisation Patient Safety Incident Report published by NHS Improvement in 
March 2017 showed that CWP had reported 2,855 patient safety incidents to the 
National Reporting & Learning System that occurred between April 2016 and September 2016.  
CWP was ranked 19th for reporting of incidents when benchmarked against 55 other mental health 
trusts across the NHS in England.  CWP are in the upper middle range of reporters, demonstrating 
a good reporting culture in providing safe services and improving care and quality.  The report 
indicates that 31% of incidents reported by CWP are categorised as self-harm, compared to an 
average of 22% when benchmarked against other mental health trusts.  CWP is proactively 
working with NHS Improvement to understand differences in reporting practices across this group 
of mental health trusts to facilitate effective comparative benchmarking. 
 
3.2 Mortality monitoring  
In March 2017, the National Quality Board published the first edition of the National Guidance on 
Learning from Deaths which is the product of cumulative national reviews of mortality processes 
subsequent to the inquiry into high mortality rates at the former Mid Staffordshire NHS Foundation 
Trust.  The Chair of the Quality Committee and the Associate Director of Safe Services attended 
the ‘Learning from Deaths conference’ in London on 21 March 2017, along with other NHS 
organisations as part of a national consultation on how to implement this document. Following this, 
the National Quality Board will update the guidance to reflect the collective views of individuals and 
organisations.  Below is a summary of the key points from the current National Quality Board 
document that the Board of Directors needs to ensure is in place.  It is the expectation that this 
learning from deaths agenda is overseen by an existing Board level leader acting as patient 
safety director and an existing non executive director to take oversight of progress.  In CWP 
these are the Executive Director of Nursing, Therapies & Patient Partnership and the Non 
Executive Director Chair of the Quality Committee respectively. 
 
 Particular attention should be paid to the care of patients with a learning disability or mental 

health needs. 
 There should be a systematic approach to identifying those deaths requiring review and 

selecting other patients whose care will be reviewed. 
 A robust and effective methodology for case record reviews of all selected deaths should 

be adopted (including engagement with the LeDeR programme) to identify any concerns or 
lapses in care likely to have contributed to, or caused, a death and possible areas for 
improvement, with the outcome documented. 

 Case record reviews and investigations should be carried out to a high quality, 
acknowledging the primary role of system factors within or beyond the organisation rather than 
individual errors in the problems that generally occur. 
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 Mortality reporting in relation to deaths, reviews, investigations and learning should be 
regularly provided to the Board in order that the executives remain aware and non 
executives can provide appropriate challenge. The reporting should be discussed at the Board 
of Directors meeting in public, with data suitably anonymised. 

 Learning from reviews and investigations should be acted on to sustainably change clinical 
and organisational practice and improve care, and reported in annual Quality Accounts 
(from 2018 onwards).  

 Sharing of relevant learning across the organisation and with other services where the 
insight gained could be useful. 

 There should be sufficient numbers of nominated staff have appropriate skills through 
specialist training and protected time as part of their contracted hours to review and investigate 
deaths. 

 Offer of timely, compassionate and meaningful engagement with bereaved families and 
carers in relation to all stages of responding to a death. 

 Acknowledgement that an independent investigation (commissioned and delivered entirely 
separately from the organisation/s involved in caring for the patient) may in some 
circumstances be warranted, for example, in cases where it will be difficult for an organisation 
to conduct an objective investigation due to its size or the capacity and capability of the 
individuals involved. 

 Works with commissioners to review and improve their respective local approaches 
following the death of people receiving care from their services. Commissioners should use 
information from providers from across all deaths, including serious incidents, mortality reviews 
and other monitoring, to inform their commissioning of services. This should include looking at 
approaches by providers to involving bereaved families and carers and using information from 
the actions identified following reviews and investigations to inform quality improvement and 
contracts etc. 

 
As reported to the Board of Directors meeting in public in February 2017, and identified in 
recommendation 4.4, a mortality task and finish group will now be established to capture the above 
requirements and agree the actions to achieve these.  Mortality monitoring will continue to be 
reported through this Learning from Experience report, but strengthened as per national 
requirements.  The quarterly requirements on the Trust will be captured in a dashboard that is 
supplementary to the Board performance dashboard but with an accompanying paper presented 
by the Director of Nursing, Therapies & Patient Partnership, as per national requirements. 
 
Early work by the Trust in relation to mortality monitoring has demonstrated that whilst there has 
been a decrease this trimester in the reporting of category A and B incidents (severe harm) 
[n = 102], CWP is now considering more serious incidents for internal review or investigation as 
per the recommendations in the aforementioned national report, an increase of n = 14 when 
comparing the equivalent trimester 3 in 2015/16.  The key performance indicators in part 2 have 
also been updated to capture the required mortality monitoring, this includes the Trust’s 
performance prior to 2017/18 to allow for comparative analysis. 
 
3.3 Falls incidents 
There has been a Trustwide decrease in the reported number of falls this trimester from 162 to 
154.  Analysis of the severity of the falls incidents demonstrates that the most frequently reported 
category, as is the preferred profile, is grade E (no harm) [n = 80], followed by grade D (low harm) 
[n = 64].  There was one grade B fall, however there were no grade A falls incidents reported. 
Further analysis has not identified any trends in relation to these incidents and they are being 
investigated as per policy.  Quality improvement work is continuing (in both inpatient and 
community settings) in line with the Trust’s Zero Harm continuous improvement plans.  The 
effectiveness of this ongoing work has been receiving senior oversight through the risk treatment 
plan identified in the strategic risk register. 
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3.4 Incidents associated with the management of challenging behaviour  
In trimester 3, the number of prone position restraint incident reports indicates that there is no 
indication of either a further step change downward or an increase since the implementation of the 
Trust’s quality improvement project to accelerate restraint reduction.  Since the major reduction in 
early 2015, the monthly figures have tended to fluctuate between 10 and 20 incidents, and the 
most recent three months (December 2016 to February 2017) were no different, at 10, 18 and 13 
respectively.  The three month moving average is a better measure of trend than any individual 
month’s figure and has been fluctuating between 12 and 16 for the last eight months. It is 
important, as part of continuous quality improvement principles, to measure and monitor incident 
reports for any early warnings.  This is being achieved through an analysed Trust and ward level 
data set provided to all wards each quarter.  Additionally, recommendation 4.9 has been identified 
below to to accelerate further reductions to prone position restraint incidents. 
 
3.5 Pressure ulcer incidents  
243 pressure ulcers that developed whilst under CWP’s care were reported this trimester, a 
decrease of 36 incidents compared with the previous trimester.  This trimester, 45 stage 3 or 4 
pressure ulcers were reported.  However 42 were classed as unavoidable pressure ulcers, using 
approved evidence based criteria following local review. There were three stage 3 pressure ulcers 
that were deemed as avoidable following clinical reflective review; level 1 investigations are 
ongoing. There was also one unexpected death incident; the Coroner has confirmed the cause of 
death was due to multiple sclerosis, however there was a grade 4 pressure ulcer detected which is 
also being investigated.   
 
3.6 Safeguarding learning from Serious Case Reviews (SCRs) 
There have been no SCRs published this trimester.  
 
3.7 Medicines incidents 
The top 3 medicines incident categories reported this trimester were the same as the previous 
trimester, i.e. failure to administer, prescribing errors and controlled drug incidents. These account 
for 36% of all medicines incidents, compared to 35% last trimester.  Failure to administer and 
prescribing errors have also featured in the top 3 incidents in the previous two trimesters.  In 
relation to these two incident categories, (i) prescribing incidents continue to be reviewed on a daily 
basis by the pharmacy team, and (ii) an audit of administration of medicines has demonstrated that 
only 0.4% of medicines administration was unaccounted for (n = 40464 doses reviewed).  The 
pharmacy team will support the implementation of ongoing action plans (identified in 
recommendation 4.10) where appropriate, with the aim to prevent recurrence of such incidents.   
 
3.8 Feedback from people who access the Trust’s services 
108 complaints were received under the NHS complaints procedure during this trimester.  Of 
these, they were received per locality as follows: CWP East 37 complaints, CWP West 41 
complaints, CWP Wirral 26 complaints and 4 for Corporate Support Services.  Recommendations 
have been formulated from detailed analysis of this feedback received by the Quality Committee; 
detailed in recommendation 4.11 – 4.13. 
 
4. Recommendation 
 
Recommendations from trimester 3 analysis 
These recommendations have been identified from the detailed analysis of learning from 
experience that is received by the Quality Committee.  Updates and assurances received against 
these recommendations will be presented in the next trimesterly report to the Board of Directors. 
 
4.1 The incidents team and quality surveillance team to develop the current Heinrich ratio to be 
more reflective of CWP services.  
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4.2 The Incidents and Quality Surveillance teams should meet regularly to review past harm data 
through to near real time, e.g. data per 10,000 community contact rates, to identify early warning of 
emerging trends to identify and enable potential interventional mitigation strategies. 
 
4.3 The Health & Safety Advisor should review the syringe driver incident reported by the Neston & 
Willaston Community Care Team to critically appraise the learning identified, whether this learning 
has been spread across the Trust, and whether it meets the threshold for reporting as a national 
patient safety alert to help other organisations learn.  
 
4.4 The Incidents Manager to produce and implement a project plan to ensure CWP embeds the 
‘National Guidance on Reporting Deaths’ into practice and meets the requirements on the Board to 
report on mortality reporting and management.  
 
4.5 The Head of Clinical Governance and Head of Compliance to undertake a review of the 
proportion RCA actions that pertain to the apparent root cause of an incident and furthermore 
review the recording of learning themes for its appropriateness.  
 
4.6 CWP Security and Safety Lead to establish local reporting systems to record local police 
actions which have been taken as a direct result of staff reporting assaults to the police.  

 
4.7 Inpatient Matrons should review the ‘failed to return’ data for their inpatient unit, collectively 
with other inpatient Matrons, to understand differences in reporting across all localities and 
establish if there is any particular good practice that can be shared to benefit the practice in all 
localities.  

 
4.8 The Safety & Security Lead should work with partner organisations North West Boroughs 
Healthcare NHS Foundation Trust and Mersey Care NHS Foundation Trust to understand the 
variance in reporting and management of incidents resulting in staff assaults.   

 
4.9 The Safe Services Department, in conjunction with inpatient Matrons and other corporate 
support services, to use a 90-day improvement cycle to accelerate further reductions to prone 
position restraint incidents.  

 
4.10 Service line managers should continue to monitor action plans to review administration of 
medicines incidents, including failure to administer and failure to document the administration and 
implement improvement actions.   

 
4.11 For future reporting, the Complaints and Incidents Support Manager to report the number of 
complaints per community 10,000 contacts or 1,000 bed days rate to strengthen analysis.  

 
4.12 The Complaints and Incidents Team Manager to share data around staff attitude with 
Education CWP and clinical services to consider whether a project group is required to begin 
targeted work around this recurrent theme.  

 
4.13 The complaints team should ensure that the new compliments reporting system is efficient 
and encourage staff to report more positive feedback and examples of good practice. 
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Recommendation to the Board of Directors 
The Board of Directors is asked to approve the report and endorse the recommendations 
contained within. 
 
Who/ which group has approved this report 
for receipt at the above meeting? 

David Wood 
Associate Director of Safe Services 

Contributing authors: Audrey Jones, Head of Clinical Governance 
Lisa Parker, Incidents Manager 
David Wood, Associate Director of Safe Services 

Distribution to other people/ groups/ meetings: 
Version Name/ group/ meeting Date issued 

1 Board of Directors 22/05/2017 
 
Appendices provided for reference and to give supporting/ contextual information: 
Appendix number Appendix title 

1 Updates and assurances received against 
trimester 2 2016/17 recommendations 
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Appendix 1: Updates and assurances received against trimester 2 recommendations 
 
The incidents team to support team managers in feeding back incidents to reporters to encourage 
incident reporting:  
1) Incidents Manager to work with the Communications team to promote the reporting of incidents.  
2) Incidents Manager to work with the Trust’s incident reporting system provider to update the 
system to enable it to provide individual feedback for each incident reported to encourage further 
reporting.  
1) A share learning bulletin SL70-Staff Reminder Incident Reporting has been emailed to each 

staff member to promote the reporting of incidents. The also focuses on how staff obtain 
feedback after reporting an incident. This has been further publicised at CWP’s Community 
Services Improvement Forum. 

2) Options have been explored with the Trust’s incident reporting system provider to provide 
individual feedback to staff once an incident has been analysed by the team manager.  The 
Incidents Manager has arranged for system development day in May 2017 with the Trust’s 
incident reporting system provider.  

The Quality Surveillance team to analyse emerging increases in serious incidents being reported to 
StEIS and produce a report in April 2017 (trimester 3 reporting) to identify good practice and inform 
any actions.  
The Quality Surveillance Analysts have an ongoing and increased focus on the analysis of 
increases in serious incidents being reported to StEIS as part of their work plans.  This includes 
current specific analysis of Central and East Substance Misuse Service (SMS) deaths, due for 
completion at the end of May 2017 in order to assist the re-tender process. SMS deaths are, due to 
the nature of these services, a main contributor to this analysis. Also, following the bespoke 
analysis into deaths in August 2016, the hybrid data collection from Datix and CAREnotes was 
recognised as valuable and expanded to business as usual. The data is now collated for the full 
2016/17 financial year and will be used for ongoing and more intelligent analysis, including specific 
presentations to the July 2017 Quality Committee and on an ongoing basis to the Suicide 
Prevention information and planning group. In addition to this, a thematic “cluster” review is being 
undertaken by a panel appointed by the Board of Directors for the period 2010 – 2016 focusing on 
inpatient deaths at Bowmere Hospital.  
The Quality Surveillance team should consider including monitoring of inquest conclusions from 
the Coroner as a key measure of success of the sensitivity of the learning themes quality 
improvement project.  
All known inquest outcomes, since 01/01/2014, are now entered into the Learning Themes 
database and will be kept up-to-date. The next step, as part of the Learning Themes project, will 
involve assessing the Coroner summary for assurance that the CWP internal investigation has 
concluded and acted on the same findings. 
The Quality Surveillance team should consider scope to include, as part of learning themes 
reviews (using quality improvement in the falls theme), intelligence judgements around reductions 
in incident reporting associated with quality improvement interventions and whether these are 
attributable to interventions reducing incidence of potential/ actual harm.  
Detailed analysis was provided in the Learning from Experience report received by the Quality 
Committee.  This included a run chart to demonstrate the effectiveness of the falls quality 
improvement work. 
Following the completion of three current serious incident investigations in relation to falls, the 
Head of Clinical Governance to undertake a cluster review to identify any themes and incorporate 
the findings into the quality improvement work for falls.  
Common themes to-date include the condition of the patient and the fact that all patients were at 
high risk of falling, furthermore, that they had co-morbidities which increased their risk of falls. Staff 
require further education and support to develop care plans to incorporate a multi-factorial risk 
assessment and this has been fed back. For two of the three patients, their admission on wards 
was longer than necessary due to difficulty with placements, this is a possibility of increased risk 
which has been fed back for reflection.  
A nominated person to be identified, from Brooklands and Willow wards, to reflect on and identify 
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mitigations to the variations in practice that are apparent in the data, or to demonstrate that the 
benchmarking between the two teams is limited due to unwarranted comparison.  Irrespective, 
reflective practice across both wards should be undertaken to understand best practice in place on 
each ward that can be transferred or translated to the other ward.  
This work is ongoing and will be reported in the first report scheduled in 2017/18.  
The Safe Services Department should develop a clinical escalation policy (in conjunction with 
Consultant managers) to support consensus decision making where individual/ team clinical and 
professional judgement in relation to complex cases of care requires further opinion.  
An escalation process has been developed and approved by the April 2017 meeting of the Patient 
Safety & Effectiveness Sub Committee.  
NHS Litigation Authority data indicates that about a quarter of claims commence with an incident or 
a complaint.  To understand and improve the Trust’s position (with the aim of improving patient 
safety and quality), the Incidents team should: 
1) Develop a KPI (key performance indicator) for inclusion in the Learning from Experience report 
to consider CWP complaints and incidents to claims conversion rate. 
2) Link with the Quality Surveillance team to incorporate team level claims data from the NHS 
Litigation Authority scorecard into locality data packs. 
1) A para-legal assistant has now been recruited and will commence their induction with the Trust 

in May 2017, they will be key in further developing a KPI for inclusion in the Learning from 
Experience report to consider CWP complaints and incidents to claims conversion rate. 

2) Further work on how to incorporate team level claims data whilst maintaining staff and patient 
anonymity is being explored. 
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STANDARDISED REPORT COMMUNICATION 
REPORT DETAILS 
Report subject: Quality Improvement Report 
Agenda ref. no: 17/18/12 
Report to (meeting): Board of Directors – meeting in public  
Action required: Endorse approval by other group 
Date of meeting: 24/05/2017 
Presented by: Dr Anushta Sivananthan, Medical Director – Executive Lead for Quality 
 
Which strategic objectives this report provides information about: 
Deliver high quality, integrated and innovative services that improve outcomes Yes 
Ensure meaningful involvement of service users, carers, staff and the wider community Yes 
Be a model employer and have a caring, competent and motivated workforce Yes 
Maintain and develop robust partnerships with existing and potential new stakeholders No 
Improve quality of information to improve service delivery, evaluation and planning Yes 
Sustain financial viability and deliver value for money No 
Be recognised as an open, progressive organisation that is about care, well-being and partnership Yes 
Which CQC quality of service domains this report reflects: 
Safe services Yes 
Effective services Yes 
Caring services Yes 
Well-led services Yes 
Services that are responsive to people’s needs Yes 
Which Monitor quality governance framework/ well-led domains this report reflects: 
Strategy No 
Capability and culture Yes 
Process and structures No 
Measurement Yes 
Does this report provide any information to update any current strategic risks?  If so, which? 
See current risk register in the agenda of the public meeting of the Board of Directors 
at http://www.cwp.nhs.uk/about-us/board-members/our-board-meetings No 

35T 
Does this report indicate any new strategic risks?  If so, describe and indicate risk score: 
See current integrated governance strategy: CWP policies – policy code FR1 No 
35T 
 
REPORT BRIEFING 

Situation – a concise statement of the purpose of this report 
The purpose of this paper is to update the Board on Edition 3 of the Quality Improvement report.  
This is produced three times a year with the aim of updating people who access and deliver the 
Trust’s services, and other stakeholders, on progress in improving quality across CWP’s services.  
The report describes projects that are improving the quality of patient safety, clinical effectiveness 
and patient experience.  The report also illustrates other elements of quality as detailed in the Trust’s 
Zero Harm strategy and as defined nationally and internally, i.e. equity, accessibility, sustainability, 
acceptability and affordability. 
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Background – contextual and background information pertinent to the situation/ purpose of the report 
The aim of the Quality Improvement report is to provide a detailed focus on individual projects, 
describing the aims, methodology, results and next steps in the spirit of continuous improvement.  This 
third edition of the Quality Improvement report was approved by the Quality Committee on 03/05/17.   

 
Assessment – analysis and considerations of options and risks 
Alongside the Best Practice portal and the annual Big Book of Best Practice, the Quality Improvement 
report is a vehicle for staff to share examples of quality improvement projects, share learning and 
celebrate successes.  The report describes projects in an accessible way with the aim of encouraging 
more staff to get involved in quality improvement in their areas.  It will be shared via CWP Essential 
and via email to ward and team managers, and management teams; copies are also provided to the 
Trust’s Governors.  
 
Response to requests for quality improvement stories to include in the report is improving, with 
examples from Central & Eastern Cheshire particularly well represented in this edition.  The 
Healthcare Quality Improvement team will be working with clinical teams to ensure that examples of 
best practice are publicised and that a culture of sharing best practice and learning becomes 
embedded.   
 
Highlights in this edition are: 
 Improvements to uptake of Hepatitis B vaccinations and blood borne virus testing amongst people 

accessing Substance Misuse services is improving safety. 
 Ligature risk reduction work on inpatient wards is supporting staff to better manage risk. 
 Physical health community care teams have improved collaborative working with secondary care, 

contributing to patient safety across their journey through their pathway of care. 
 A drop-in Clinic has been developed for patients with Motor Neurone Disease to enable the 

Macmillian Specialist Community Palliative Care Team to improve quality and to focus their time 
on patients with the highest clinical needs. 

 The Fountains Community Care Team has been collaborating with partners to provide an 
innovative new service to improve the end of life care for people who are homeless. 

 Takeover Challenge 2017 has demonstrated CWP’s commitment to person-centred care. 
 
Recommendation – what action/ recommendation is needed, what needs to happen and by when? 
The Board is asked to endorse the Quality Improvement report. 
 
Who/ which group has approved this report for receipt at the 
above meeting? 

David Wood, Associate Director 
of Safe Services  

Contributing authors: Helen Fishwick, Healthcare 
Quality Improvement Manager 

Distribution to other people/ groups/ meetings: 
Version Name/ group/ meeting Date issued 
1 
2 

H Fishwick to D Wood 
D Wood to L Brereton for Quality Committee 

10/05/2017 
11/05/2017 

 
Appendices provided for reference and to give supporting/ contextual information: 
Appendix no. Appendix title 
1 Quality Improvement Report, Edition 3 
 

Standardised report briefing  Page 2 of 2 



 

                                    
 

    

Quality 
Improvement 

Report 
 

 
 
 

Vision: 
Leading in partnership 

to improve health and well-being by providing high quality care 
 

  

 
 

Person-centred artwork made by young people on Takeover Challenge Day (see page 15)  
 
 
 
 

Edition 3 
December 2016 – March 2017 



 

Safe Services Department 
Quality Improvement Report Edition 3 2016/17 
Page 2 of 18 

CWP’s Quality Account and Quality Improvement Reports are available via: 

http://www.cwp.nhs.uk/our-publications/reports/categories/431 

Reporting on the quality of the Trust’s services in this way enhances involvement of people 
by strengthening the Trust’s approach to listening and involving the public, partner agencies 
and, most importantly, acting on the feedback the Trust receives.   

Welcome to CWP’s third Quality Improvement Report of 2016/17 
 
These reports are produced three times a year to update people who access and deliver the Trust’s services, carers, 
the public, commissioners, internal groups, and external scrutiny groups on progress in improving quality across 
CWP’s services, which CWP is required to formally report on in its annual Quality Account. 

At CWP, we are starting to look at quality in more detail to better demonstrate where we are 
making real improvements, with the aspiration to achieve equity of care through 
quality improvement.  We are using international ways of defining quality to help us with 
this aim.  The next edition will focus in more detail on other areas of quality such as the 
accessibility, affordability and sustainability of care.   

 

Q U A L I T Y  
���� ���� ���� ���� ���� ���� 

Patient safety Clinical effectiveness Patient experience 

Safe Effective Affordable Sustainable Acceptable 
 

Accessible 
 

Achieving Equity and Person-centred Care through CO-PRODUCTION, CO-DELIVERY, 

QUALITY IMPROVEMENT & WELL-LED SERVICES 

Delivering 
care which 
minimises 

risks 
 

Delivering care 
that follows an 
evidence base 
and results in 

improved health 
outcomes, 
based on 

people’s needs 

Delivering care 
in a way which 
maximises use 

of resources 
and minimises 

waste 
 

Delivering care 
that can be 

supported within 
the limits of 

financial, social 
and environmental 

resources 

Delivering care 
which takes into 

account the 
preferences 

and aspirations 
of people 

Delivering care that is 
timely, geographically 

reasonable, and 
provided in a place 

where skills and 
resources are 

appropriate to meet 
people’s needs 

“Being treated 
in a safe 

environment” 
“Receiving care which will help me recover” “Having a positive experience” 

 
“Being 

protected from 
harm and 

injury” 

“Having an improved quality of life after treatment” 
“Being treated with compassion, dignity 

and respect” 

 
This report is just one of many reviewed by the Trust’s Board of Directors that, together, give a detailed view 
of CWP’s overall performance. 
 
This Quality Improvement Report provides a highlight of what CWP is doing to continuously improve the quality of 
care and treatment that its services provide. It also provides examples of quality improvement projects. 
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EXECUTIVE SUMMARY 
QUALITY IMPROVEMENT HEADLINES THIS EDITION 

 
 
 

Improving uptake of Hepatitis B vaccinations and blood borne virus testing amongst people 
accessing Substance Misuse services improves safety 
���� see page 4 
 
 
Ligature risk reduction work on inpatient wards supports staff to better manage risk 

���� see page 6  
 
 
Physical health community care teams improve collaborative working with secondary care, 
contributing to patient safety across their journey through their pathway of care 
���� see page 8  

 

 

Drop-in Clinic developed for patients with Motor Neurone Disease enables the Macmillian 
Specialist Community Palliative Care Team to improve quality and to focus their time on 
patients with the highest clinical needs 
���� see page 9 
 
 
Fountains Community Care Team has been collaborating with partners to provide an 
innovative new service to improve the end of life care for people who are homeless 
���� see page 10  
 
 
Takeover Challenge 2017 – demonstrating CWP’s commitment to person-centred care  
���� see page 15 
 
 
 

 
 
 
 

An explanation of terms used throughout this report is available on the Trust’s internet: 
http://www.cwp.nhs.uk/reports/1628-quality-reporting-glossary 
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IMPROVING QUALITY 
 

Improving uptake of Hepatitis B vaccinations and blood borne virus testing 
amongst people accessing Substance Misuse Services 

 
The Substance Misuse Service, led by Suzanne Jones their team manager, are working on a quality improvement project to 
increase uptake of Hepatitis B vaccinations and blood borne virus testing amongst people accessing their services.  This is one 
example of many in the Trust that shows our staff are embracing our Zero Harm campaign, which is about supporting people 
to deliver the best care possible, as safely as possible and in doing so reducing unwarranted avoidable harm. 

 
Background:  
People accessing Substance Misuse Services (SMS) are at increased risk of blood 
borne viruses due to the risks they are exposed to and their lifestyle choices.  By 
ensuring vaccinations are given, and testing is performed to identify early diagnosis 
and referral, the SMS can help prevent illness, improve well-being and protect 
families, and make cost savings for the NHS. 

 
What did we want to achieve? 
All substance misuse services nationally submit their data for benchmarking.  When 
compared with other services, data for Hepatitis B vaccinations and Hepatitis C 
testing, the Substance Misuse service noted there was room for improvement and 

wanted to design a project to improve their performance.  Using quality improvement 

methodology, Suzanne Jones, team manager, has set the team a goal to improve the 
rates of vaccination and testing by 15% against the national average by the end of 
quarter 2 2017/18.  SMS performance data is also regularly monitored by the 
commissioners and data is scrutinised at quarterly meetings.   

 
 

What we did: 
A driver diagram was used to define the key aims of the project (see below).   
 

Results: 
The team has reviewed their current data; met with key staff 
and stakeholders; developed pathways and guidance for staff, 
and are in the process of restructuring the role of the Harm 
Reduction nurses to allow more flexibility, for example they are 
increasing the number of staff trained in dry blood testing.   
 
Due to the data cleanse exercise that has been completed, it is 
predicted that there will be a temporary positive spike in the 
data for quarter 4 2016/17 followed by a period of stabilisation 
and then a trend of improvement.    

 
 
 

Next steps:   
As part of the next stage of the project, the team will be: 
� Completing staff training 
� Promoting – circulating and displaying posters to promote the serviceMeasuring and monitoring dataReviewing and re-

planning  
 
For more information please contact Suzanne Jones on 01270 656301/ 01625 712000 
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QUALITY SUCCESS STORIES 
 
CWP has set three Trustwide quality priorities for 2016/17, which reflect the Trust’s vision of “leading in partnership to 
improve health and well-being by providing high quality care”.  They are linked to the Trust’s strategic objectives, and 
reflect an emphasis on patient safety, clinical effectiveness and patient experience. 
 
The Trust has made a commitment in its Quality Account to monitor and report on these in its Quality Improvement Reports.  
This year, the common focus across all the priorities is reducing unnecessary avoidable harm to help reduce avoidable 
variations in the quality of care and to improve outcomes. 
 
This year, as well as setting a number of areas for overall continuous quality improvement, a number of goal driven measures 
aligned to the dimensions of the Trust’s safety management system, and to the Trust’s forward operational plan for 2016/17, 
have been set. 

 
Patient Safety News  
 

CWP Patient Safety priority for 2016/17 – Achieve a continuous reduction in unnecessary avoidable harm 
and make measurable progress to embed a culture of patient safety in CWP, 

including through improved reporting of incidents 

 

Goal driven measures for patient safety 
 
1. Incident Reporting 
 
At the start of 2016/17 we set a goal to 
demonstrate an improvement of the 
Trustwide incident reporting profile to the so-
called “Heinrich ratio”.  Heinrich's theory is 
that by recording low level incidents, there is 
a better chance of identifying and rectifying 
risk, in other words, learning from 
experience.  Overall results (see chart) 
demonstrates that the Trustwide Heinrich 
ratio has shown a significant improvement 
over time towards the Heinrich ratio, 
specifically notable increases in lower/ no 

harm incident reporting. 
 
For 2017/18, CWP is looking to develop the Heinrich ratio to reflect incident reporting profiles that are more reflective of 
healthcare provider services generally and CWP services specifically. 
 
2. Handovers of Care 
 
At the start of 2016/17, we set ourself a goal to demonstrate an improvement in the completeness and quality of handovers 
between wards and home treatment teams to improve communication of key safety information as patients move from one care 
team to another.   
 
Audit results have show an increase in the completeness of handovers from 55% to 75% when patients are transferred between 
wards, suggesting that the so-called SBAR communication tool is becoming embedded in practice.  The audit showed that the 
SBAR forms are comprehensive, were fully completed with risk assessments and physical health information. 
 
Home Treatment teams are consistently using an electronic form called the “Gateway Assessment form”.   



 

Safe Services Department 
Quality Improvement Report Edition 3 2016/17 
Page 6 of 18 

Ligature risk reduction 
 

Background:   
The Healthcare Quality Improvement team has been carrying out patient safety 
improvement reviews (PSiRs) using the Vincent model illustrated left.  As part of 
the review process, an enabling action plan is developed to support the clinical 
team in improving safety.  One of the outcomes from the PSiR carried out on 
Juniper ward was a request to analyse the ligature incidents on all of the CWP 
West adult wards (plus Willow ward) to support staff to better manage this risk.   
 
What did we want to achieve? 
The project conducted an in-depth analysis of ligature incidents, including an 
understanding of time periods when they occurred, and the sex and diagnosis of 
patients involved.  The project was also able to look at whether lack of experience 
within new members staff on the ward team influenced the number of incidents. 

 
What we did: 
An analysis of the data was conducted for a time period of 01/04/2015 to 31/08/2016 for incident categories of ‘Death’ and 
‘Self-harm’. The results were presented at the Inpatient Continuous Improvement Forum in March 2017, and at the CWP West 
locality’s ward managers meeting in February 2017.  
 
Results: 
� The time of day chart sparked a lot of conversation about the numbers of ligature incidents around shift handover and 

medication rounds and the ward managers were asked to consider what changes can be introduced at these times of day. 
� The staffing charts generated a lot of discussion about the effect on staff, and about the training and experience of those 

staff.  Additionally, there was discussion about using analysis in discharge planning by considering self-harm in the 
community and as an inpatient. 

� The main findings of this analysis were about the patients and their diagnoses; the perception that staff experience played 
a part was not founded.   

 
Example of some of the detailed analysis 
undertaken by Bev Tudor, Data Quality 
Analyst, seen below. 

 
 
 
 
 
 
 
 
 
 

 
 
Next steps:  
These charts and findings generated a lot of discussion about the effect of ligature incidents on staff. The Matrons are 
investigating how further analysis can be done in order to enable targeted support and improved understanding of sickness 
absence. 
 
For more information, please contact Beverley Tudor, Quality Surveillance Analyst 01244 393327, or Chris Turnbull, 
Matron on 01244 397306. 
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Improving environmental risk management on inpatient wards  
 
The CWP Estates and Facilities team has worked with clinical services on a quality improvement programme to reduce the risk 
of harm to patients from ligature points.   
 

Background: 
In 2011, the Trust’s ligature risk management strategy was deemed no longer fit for purpose, following a review by the newly 
appointed Estates and Facilities suicide prevention lead, Dan Allmark.  The previous system relied on ward managers auditing 
their inpatient environment, which resulted in inconsistent data and limitations with risk assessments. 
 

What we did: 
Since 2012, the CWP Estates and Facilities team have 
taken the lead on environmental risk management.  This 
includes undertaking environmental risk assessment 
surveys of all CWP inpatient units, resulting in a 5-year 
capital investment programme of remedial works.   
 
In co-chairing the Trust’s monthly suicide prevention 
meeting, the CWP Estates and Facilities team have 
collaborated with clinicians to develop a suite of supporting 
information including risk management plans, snapshot 
reports, ward specific 
risk maps and 
dashboards.   

 
The reports have been designed to provide accurate risk information in an easily 
accessible format (see example above).  Detailed risk reports enable the Estates team to 
develop remedial work specifications.  Management plans and snapshot summaries are 
available at ward level and a dashboard allows senior management/ board level to review 
progress on reducing ligature risk.   

 
Results 
CWP now has a robust risk management plan in place and 
is on target to achieve its strategic risk targets.  The 
systems are considered an example of best practice and 
CWP is currently supporting neighbouring Mental Health 
trusts.   
 
 
Pictured left are Daniel Allmark, the Estates & Facilities 
suicide prevention lead (Head of Capital & Property 
Management) supported by Graham Wood (Assistant 
Project Manager), with Lyn Ellis (Health and Safety Lead)  
presenting the ward level detailed reports. 
 
 
 

 
Justin Pidcock, Associate Director Estates and Facilities said: 
 

 
 
 
 
 

“The innovative work undertaken by Dan and Graham in this area clearly demonstrates how working alongside 
our clinical colleagues can help achieve the best possible patient-centred care and how support services can 

make a real difference and bring added value.” 

“The suicide prevention 
environmental risk 
assessment clearly 

documented where the 
risks were, the level of risk 
and how they were to be 

mitigated.”  (CQC report 2015) 
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Clinical Effectiveness News 
 
CWP Clinical Effectiveness priority for 2016/17 – Achieve a continuous improvement in health outcomes for 

people using the Trust’s services by engaging staff to improve and innovate 

 
Goal driven measure for clinical effectiveness 
 
CWP has set itself the target to improve the use of service-level outcome ratings.  Outcome ratings such as the Health of the 
Nation Outcome Score (HoNOS) enable teams to assess the impact of the care and treatment they have provided. 
 
From December 2016, the Locality Data Packs (LDPs) produced by the Quality Surveillance team now show the change in 
HoNOS score between admission and discharge, for every patient discharged from the ward.  All team-level LDPs show the 
number of patients in each team who have not yet had a HoNOS assessment. The LDPs for CAMHS teams now show the 
percentage of children with Goal Based Outcomes, patient reported outcome measures (PROMS) or patient reported 
experience measures (PREMS).  The team-level Locality Data Packs (LDPs) are prepared every three months for wards and 
community teams.  Team managers use them to compare their team against benchmarks, to share good practice and to drive 
further improvement.   

 
The Performance and Information team are currently developing an activity dashboard for every mental health community team 
that uses the Trust’s patient safety record system CAREnotes.  An equivalent for physical health community teams is under 
development. 
 

 
Physical health community care teams improve collaborative working with 
secondary care 
 
Background: 
CWP West Physical Health Community Care teams noted that patients with complex needs, often elderly, were being admitted 
to hospital without any notification to the community care team, and this led to failed community visits and lack of continuity of 
care for both the patient and staff.   
 

What did we want to achieve? 
The teams wanted to improve communication and information sharing between primary and secondary care which could in 
turn contribute to reduced length of stay and provide improved continuity of care for patients.   
 

What we did: 

A pilot scheme began last year with three teams having a conference call between professionals in secondary care.  All of 
CWP’s community care teams are now included in the project and a process has been formulated between CWP and the 
Countess of Chester Hospital.  The process has now evolved so that all 9 CWP physical health community care teams receive 
a daily emailed list of patients with information about admissions, discharges and A&E attendances from the Countess of 
Chester Hospital. The community care team contacts the ward within 24 hours if one of their patients has been admitted.  In 
addition, the scheme formed the basis of the discharge planning quality incentive scheme between primary and secondary care 
for 2016/17.   
 

Results:   
The team feels the project has contributed to patient safety by providing an additional safeguard.   As well as improved 
communication between primary and secondary care, the project has resulted in a greater understanding of what each team 
does.  There is a slicker, safer flow of the patient’s journey.  The project has reduced the number of failed home visits, and it 
has facilitated tracing the patient’s journey if they haven’t been discharged to their home address.   
 
As lists of patients are now received on a daily basis, including A&E Department attendances, the community care team are 
able to follow up frequent attenders or potentially vulnerable patients.  Local GP practices also receive the list, further facilitating 
greater communication and awareness between primary and secondary care.   
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Next steps: 
Helen Cunningham, Princeway Community Care 
Team Leader (pictured left with her team), 
presented the project to the January 2017 Quality 
Committee.   
 
The team is now looking at analysing the number 
of patients who are identified to demonstrate how 
successful the project has been in reducing failed 
visits.  Colleagues at the Countess of Chester 
Hospital, social care, and specialist teams such 
as palliative care have welcomed the scheme and 
found it beneficial in improving communication.  
The team is also looking at whether the scheme 
could be developed to include other out-of-area 
secondary care providers that CWP patients 
frequently attend.   

 
 
Drop-in Clinic for patients with Motor Neurone Disease 
 

The Macmillan Specialist Community Palliative Care Team has developed 
a drop in clinic for patients with motor neurone disease (MND) and their 
families. 
   
MND is a rare neurological condition that causes the degeneration 
(deterioration and loss of function) of the motor system (the cells and 
nerves in the brain and spinal cord which control the muscles in our 

bodies). This results in weakness and wasting of the muscles.   
 
MND is progressive and symptoms worsen over time. Sadly, MND severely reduces life expectancy and most people with MND 
die within five years of the onset of symptoms.   
 

What did we want to achieve? 
A drop-in clinic so that patients suffering with MND, and 
their carers, can call into the Hospice once a month for 
advice. This enables therapists to reassess and offer 
appropriate treatment. 
 

What we did: 

A focus group was set up to establish patients’ 
requirements; this informed the creation of the clinic. 
The team also planned a programme of appropriate 
speakers to give monthly information talks. 
 
Impact: 
    It has also provided patients with a social element to 
their care as they meet at the clinic, and they, and their 
carers, can provide mutual support for each other. 

 
Next steps: 
The clinic will be reviewed after 6 months, and if 

appropriate, a further focus group will be arranged. 

Key Statistics: 

• A person’s lifetime risk of developing MND is up to 1 
in 300 

• Six people a day are diagnosed with MND in the UK 

• It affects up to 5,000 adults in the UK at any one time 

• Around 35% of people with MND experience mild 
cognitive change which can affect planning, decision 
making and language 

• A further 15% of people with MND show signs of 
fronto-temporal dementia which results in more 
pronounced behavioural change 

• A third of people die within a year and more than half 
within two years of diagnosis 

• Six people die per day in the UK, this is just under 
2,200 per year  (Source: MND Association) 
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The Macmillan Specialist Community Palliative Care Team provides support and information to people with cancer and other 
life limiting illnesses, like MND. They also provide support for family members, friends and carers. Their focus is on improving 
the quality of life by offering fair and impartial specialist palliative care which is not dependent on age, gender, disease process, 
ethnicity or cultural or religious backgrounds.   
 
Macmillan specialist palliative care nurses do not provide ‘hands on’ care but act as a source of advice and support either 
directly, in people’s homes, or to other health care professionals.  Therapists work to maximise function and enable patients to 
remain in their own homes where possible.  
 
For more information, contact Adrian Bunnell, Team Leader, or Claire Jones, on 01244 315923 

 
Improving end of life care for homeless patients  

Fountains Community Care Team has been collaborating with 
St Werburgh's Medical Practice for the homeless, and Richmond Court 
Homeless Facility, to improve the end of life care for people who are 
homeless.  

Background:  
St Werburgh’s Medical Practice for the homeless is a unique general practice 
that cares specifically for homeless people.  Many of their patients suffer with 
both physical and mental health problems.  

The Richmond Court homeless facility (part of Foundation Enterprises Northwest) 
provides accommodation for people who are trying to regain their independence and 
address their issues.  The palliative care service is the first of its kind attached to this 
type of accommodation; this facility having been researched and developed with 
support from a range of agencies and health professionals including CWP staff. The 
centre has also recently secured funding for a dedicated medical room to allow its 
partner health agencies to provide more advanced treatment options for homeless 
people. CWP staff provided advice on equipping this facility.  This is an absolutely vital 
part of the service when national statistics from the charity Crisis show the average life 
expectancy for entrenched rough sleepers is between the age of 43 and 47.   

What did we want to achieve? 
The team wanted to ensure that access to end of life care for homeless people was fair and equitable with other patients.  
There are particular difficulties for this group of patients; GPs and other agencies cannot do ‘home’ visits, the administration and 
safe storage of controlled drugs they may need to use is an issue, as is coordinating multi-agency support.   The aim of the 
project was to provide dignified end of life care, fulfil the patients’ wishes, and support their friends within the homeless 
community.   Laura Forster, team manager said: 
 
 
 
 
 
  

What we did: 
The Fountains Community Care nurses were part of a multi-agency team who worked together to provide palliative care for a 
person based at Richmond Court.  They met with the practice nurse at St Werburgh’s to plan support for this person’s care, and 
were able to build a trusting relationship.  Advice was provided around managing the storage and administration of the person’s 
medication.  Although homeless, some people who sleep rough have close and longstanding relationships with others in the 
same circumstances, and the team was also able to offer support for them too. This project demonstrates how CWP teams are 
achieving equity and person-centred care through co-production, co-delivery and quality improvement. 
 

“Working together with our partner agencies, we have been able to knock down barriers and 
think differently about how we care for this group of people.” 

 

Key statistics: 
In England, there were 4,134 
homeless rough sleepers in 
autumn 2016.  This is up 16% 
from autumn 2015. 
 
(Source: Housing Statistical 

Release, 25 January)  
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Results: 
There is now an agreed process in place to support homeless people in Richmond Court needing end of their life, which allows 
them to remain within Richmond Court, but also be supported with their end of life medical needs and medication 
administration. 
 
Sharon Williams, Clinical Lead, said: 
 
 
 
 
 

 
For more information, contact Laura Forster or Sharon Williams, Fountains Community Care Team on 01244 385575 

 
Collaboration and Co-production to improve children’s health and well-being  
 
Following a successful pilot phase last year, work started in January 2017 on the second phase of the Emotionally Healthy 
Schools (EHS) project. CWP successfully bid to deliver the EHS Links Team, a two year contract commissioned by Cheshire 

East Council.  The team will be led by Rob Lupton, Senior Mental Health Practitioner. 
 
Background:  
The EHS project has been developed around the framework published in “Promoting 
children and young people’s emotional health and wellbeing A whole school and 
college approach” (Public Health England).  
 

Aim:  
Alongside leads from each school and the school’s nurse this project will develop a 
small team in each school whose aim is to improve emotional health and wellbeing.  

 

What we did: 
Following a successful pilot last year, work started in January 2017 to work on the 

second phase of the EHS project. The CWP team in partnership with Just Drop In Macclesfield is working on a range of 
projects: 
 

� Pathways, Assessment and Threshold development – 

Working with CAMHS, Education, Third Sector and Voluntary 
agencies, and the Local Authority to improve communication, 
referral routes and a shared language and understanding around 
thresholds and capacity of CAMHS and other children and young 
people’s services. 

� Mental Health Service Consultation – Support for schools in 

responding to mental health needs, signposting and advice, and 
where appropriate work on shared careplans with the young 
person and family/ carers at the heart of any planning. 

� Group Facilitated Reflection – Providing a space for school 

staff to safely reflect on individuals and situations with a focus on 
emotional health and mental health.  

� Mental Health Awareness Training – This will be rolled out to all schools offering basic awareness training  focusing 

on the most common mental health difficulties for Children and Young People, such as Anxiety (the worried child), 
depression (sad, lonely or isolated), and Self Harm.  

� Liaison – Liaison between agencies in education, health and voluntary sector, such as School Nurses, Educational 

Psychologists, GPs, Charity Counselling Services, Youth Organisations etc. to ensure that a shared language and 
understanding around common mental health issues is formed and children, young people and their families and carers 
receive a consistent approach in meeting their needs. 

“Having this facility gave us the opportunity to fulfill this patient’s wishes, to have their friends around them, 
and to end their life with dignity; they were warm, clean and looked after. 

Everyone deserves the right to appropriate end of life care.” 
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Results:   
Outcomes from the pilot phase have been very positive and have 
included: 
� Increased staff confidence. 
� Improved resilience, as shown by outcome rating scales with young 

people. 
� Successful Mental Health training in primary schools. 

 
This project illustrates CWP’s commitment to co-production, 
co-delivery and quality improvement. 
 
For more information, contact Rob Lupton, Senior Mental Health 
Practitioner on 0771 771 4851 

 

Research on psychological formulation in a community 
learning disability team 
 
‘Formulations’ are used to present clear descriptions of a person’s difficulties, and to 
explain those difficulties in relation to both theory and practice.  Psychological 
formulation aims to develop a greater understanding of the person and their 
experiences, therefore enhancing person-centred care to help future interventions.   
 
Formulation encourages collaboration between professionals from different 
backgrounds and training, and assists 
multi-professional communication and understanding.  Luke Beardmore, Assistant 
Clinical Psychologist, and Helen Elford, Clinical Psychologist who are based in the 
learning disability team at Rosemount have completed a study, and their research has 
been published in the ‘Learning Disability Practice’ journal.    

 
What did we want to achieve? 
Training was initially requested by community nurses following a marked increase in challenging behavior referrals to the team.  
The formulation groups were attended by professionals from the multidisciplinary team every two months.  

 
What we did: 
A questionnaire using open-ended questions was designed to understand why professionals had decided to use formulation, 
how useful they had found the session, the effect of the session on their clinical work and whether or not people accessing 
services had benefited as a result.   
 

Results:  
An analysis of themes was undertaken from the data gathered.  The ‘master themes’ that emerged were:  supportive, reflective, 
development and learning, planning and confidence.  It was also thought that the formulation groups should have protected time 
in teams to allow for team discussion of people with challenging behavior, consistent with the transforming care agenda.  

 
The groups have provided an additional forum that is specifically designed 
to discuss people who present with a range of challenges.  The comments 
and evaluations from professionals who attend the formulation groups have 
been consistently positive.  Professionals value the support, space for 
reflection, learning and development, planning and confidence building that 
can be achieved through attendance.   
 
 

 
For more information, please contact Luke Beardmore or Helen Elford, Clinical Psychologists at Rosemount on 
01625 661037 

The transforming care agenda, 
(Department of Health, 2012) identified 
that a more personalised approach to 
meeting people’s needs is vital to 
achieve improved quality of care and to 

reduce inpatient admissions. 
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Positive feedback for Saddlebridge following an unannounced inspection 
 
North of England Specialised Commissioning Team, NHS England, 
undertook an unannounced quality review  at Saddlebridge in February.  The 
quality review was part of NHS England’s quality monitoring process for 
providers of secure/ specialised services. As part of their quality monitoring 
process, NHS England select one patient and review his/ her care by 
examining CAREnotes, speaking with both the selected patient and 
members of staff on duty.  
 
Following the visit, the Saddlebridge team received positive feedback 
highlighting a number of aspects of care such as:  
� Documentation being of a high standard.  

� Completing assessments and tools which were specifically linked to the 
patient’s Asperger syndrome diagnosis, such as a communication passport and social behaviour cards.  

� Good collaboration between the named nurse and the patient who spoke highly of their therapeutic relationship. It was 
evident that they had spent time together completing ‘My Shared Pathway’ and care plans.  

� Good physical health care with detailed physical health plans and regular reviews from a dedicated physical health nurse.  
� Good relationship between the patient and his psychologist was evident.  
 
In response to additional feedback, the team is developing their knowledge around Asperger type behaviours, and the 
Occupational Therapy team are redesigning and revisiting the activity programme; this typifies how CWP’s approach to 
continuously improving quality is being implemented.   
  
For more information, please contact Bev Trafford, Matron on 01625 862511 

 
Central and East Cheshire Homeless Patient Discharge Project  
CWP’s Quality Improvement framework describes our committement to providing services that are acceptable, in other words 
delivering care which takes into account the preferences and aspirations of people who access our services.  Kate Chapman, 
Matron and Rob Edmondson, Ward Manager on Adelphi ward have been part of a group working on a project to improve care 
for homeless people when they are discharged from inpatient care.  This is one example of how CWP,  through a collaborative 
approach, is achieving real improvements in the way we deliver person-centred and acceptable care to the most vulnerable 
members of society. 

 
Background: 
CWP and Cheshire East Council's Housing Options Team have experienced 
problems in placing homeless people with mental health problems when leaving 
hospital. Some discharges have been delayed and there have been issues, in terms 
of patient welfare and safeguarding, and needing to place people into emergency 
accommodation which often is unsatisfactory 
 
What did we want to achieve? 
Cheshire East Council is working to prevent homelessness, and reduce the rate of 

re-admission to hospital. A mental health and housing protocol has recently been produced which should result in a reduction in 
the number of unplanned discharges from mental health units and services. Cheshire East has recruited 2 link workers (1 
covering Macclesfield/ North of Cheshire East and 1 covering Crewe/ South of Cheshire East) who will be supported by CWP to 
work with vulnerable adults with mental health issues who are homeless when discharged.  
 
Bed spaces will be commissioned from local services to provide emergency accommodation to provide stability and time for a 
suitable housing solution to be devised with continuity of care in place for each person. To this end, appropriate 
accommodation has been identified in both the North and South of Cheshire East as homeless patients may have a need or a 
preference for a particular area, especially if requiring support. 
 
Results: 
The combination of the link workers and specialist emergency accommodation will mark a new support option in Cheshire East 
and will ensure services are flexible, providing a more person-centred response to need, reducing dependency, avoiding 
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duplication with other services, and meeting the priority of reducing risk of re-admissions to hospital and return to homelessness 
services. The aim is to close this “revolving door”. 
 
For more information, contact Kate Chapman, Matron on 01625 663021  

 

Alcohol Support Drop-in Clinic  
 
Vernon Bates, Support Worker at Catherine House, has established 
an Alcohol Support Drop-in at Catherine House which is open to 
anyone accessing either the Community or Hospital Alcohol Liaison 
Service (HALS).  People can receive advice and support and an 
introduction to services and what is available from the service and 
there is an opportunity to provide brief interventions.   The posters 
have a tear-off slip so that people can take away the contact details.   
This project typifies how CWP teams are making services more 
accessible to those who use them, and providing affordable and 
sustainable solutions.  Vernon describes a typical case study 
below: 
 

Alcohol Support Drop-in Case Study  
 

Paul (not his real name) presented to A&E at Leighton Hospital with alcohol excess. He was initiated on a severe alcohol detox 
programme and wanted to leave hospital alcohol-free and stay abstinent. He previously quit smoking by himself and felt he 
could stay off alcohol using his own approach.  

 
 
 
The Hospital Alcohol Liaison Service visited him on the ward and provided harm reduction advice, as well as an information 
pack with community support services. We decided together that if he would like to receive extra support in the community he 
could self-refer at any time and the Alcohol Support Drop-in would be the ideal entry point into the service should he require 
more information.   
 
 
 
Following discharge, Paul presented to the Alcohol Support Drop-in at Catherine House. He needed to talk about his drinking 
and the problems he was having at work.  We were able to offer advice and support and Paul was grateful for the advice and 
will attend another Drop-in session and stay in touch..  
 
For more information, please contact Suzanne Jones, Team Manager, Central and East Substance Misuse team on 
01625 712000 /01270 656301 

 
Patient Experience News and patient feedback 
 

Patient Experience priority for 2016/17 – Achieve a continuous improvement in people’s experience of 
healthcare by promoting the highest standards of caring through implementation of the Trust’s 

person-centred framework 

 
Goal driven measure for patient experience 
 
At the start of 2016/17, we set ourselves a goal to demonstrate an increase in the uptake of the Friends and Family Test. 
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The chart below demonstrates our performance.How we have shown improvement:  Starting in April 2017, the Patient and 
Carer Experience team will be attending team meetings to discuss the support teams need to further increase uptake of the 
Friends and Family test, targeting Central & East Cheshire initially. 
 

 

Takeover Challenge Day 2016 
 
In November 2016, young people in Cheshire and Wirral joined the ‘Takeover Challenge’ 
by working alongside healthcare staff and sharing their views on local mental health 
services.  Takeover Challenge sees organisations across England invite children and 
young people in to 'take over' their job roles and be involved in decision making. It is 
funded by the Children’s Commissioner.   
 
CWP has participated in the event for the past four years.  Each year sees young people 
taking over management in their local area and also being given the opportunity to meet 
with CWP managers and members of the Trust Board to raise some of the issues that 
are important to them.  Dozens of young people who have accessed CWP services 
enjoyed a number of engagement events before attending ‘Takeover Day’ at Cheshire 

View in Chester. 

 
This year’s Takeover Challenge included arts and crafts 
sessions in Wirral and Macclesfield as well as a World 
Mental Health Day ‘Bake-Off’ event  in Crewe to raise money 
for Children in Need.  Teenagers in Winsford and Chester 
also visited CWP sites to quiz staff on developments to 
services for young people.   
 
Joe Sealey, (pictured left) a CWP Young Advisor, opened the 
event and welcomed attendees. He spoke about young 
people’s involvement with the Takeover Challenge over the 
past 4 years and how this has grown across the different 
areas of the Trust. Joe explained that this day has given 
young people opportunities to meet with CWP Executives 
and raise issues with them that are important to young 
people.  

 
A range of activities took place throughout the day. These activities 
included market stalls, person-centred gingerbread decorating and a 
person-centred art project. Feedback from last year’s question time was 
given after the activities, followed by this year’s question time and 
pledges. Throughout the day there were opportunities for feedback 
collected by guests hanging their feedback on the feedback tree.  

 
For the main Takeover Day event, a range of local services offering 
mental health support for children and adolescents showcased their work 
with young people over the last 12 months.  The day finished with young 
people hosting a question and answer session alongside Trust senior 
managers.  

This event is just one example of CWP’s commitment to person-centred care, that is delivering care which takes into account 
the preferences and aspirations of people.  

 Apr – May 2016 Feb – Mar 2017 Change 

Central & East Cheshire 153 94 -39% 

West Cheshire 254 280 +10% 

Wirral  123 148 +20% 

Not specified 32 46 +44% 

Trustwide 562 568 +1% 
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CWP Director of Operations, Andy Styring was part of the panel which answered questions on early intervention, waiting times, 
person-centred care, involvement, challenging stigma, resources and education.  He said: 
 
 

 
 
 
 
 
For more information contact Claire Evans, Participation and Engagement Lead on 01270 848 

 
Central and East Recovery Colleges mark Dignity Action Day 
 
Patient experience is a key element of quality at CWP.  This means ensuring the 
people who access our services have a positive experience of their care, and 
receive treatment with compassion, dignity and respect. CWP staff and volunteers 
marked Dignity Action Day 2017 by asking colleagues and visitors “What does 
dignity mean to you?”.  Dignity Action Day gives everyone the opportunity to 
contribute to upholding people's rights to dignity and provide a truly memorable day 
for people receiving care. Dignity Action Day aims to ensure people who use care 
services are treated as individuals and are given choice, control and a sense of 
purpose in their daily lives. 

   
Tracey Williams with 
recovery college 
staff and volunteers. 
 
 
 

 
 
 
 
 
 
 
As part of the Person-centred Campaign, and Dignity 
Awareness Week, staff and volunteers at Crewe and 
Macclesfield Recovery Colleges set up boards in the reception 
areas to encourage staff and people who access services to 
write what ‘dignity’ meant to them.    
 
A ‘word cloud’ was developed from what was said and the 

Recovery College team plan to make them into posters and frame them, and put them up in reception areas.   
 
Central and East Cheshire Recovery College ‘Digni-Tea’ events encouraged people to relax over a cup of tea whilst thinking 
about the care they have received or delivered.  Dozens of local people added their feedback, which was turned into the ‘word 
cloud’ pictured above and will help ensure everyone is treated with dignity.   The Dignity Awareness campaign aims to ensure 
dignity is a core value and is about having dignity in our hearts and minds and changing the culture of care and NHS services. 
Recovery College Team Manager, Tracey Williamson, said: 
 

 “Dignity Action Day gave us an important opportunity to remind and raise the profile of dignity, because dignity is 
everyone’s business.  It’s been great to get feedback from so many people.  We’ll ensure this is used so that 

learning and best practice in treating people with dignity is shared and implemented throughout CWP.” 

“Nobody knows our services better than the people who use them, and so it is particularly important to get their 
views and suggestions.  This is especially important when dealing with young people, 

as they often view things in different ways so can provide some really useful insight for us as a Trust. 
We have had some great suggestions from the young people here today and 

hopefully this feedback will help to further develop and improve local services.” 
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For more information, please contact Tracey Williamson, Team Manager, Central and East Recovery Colleges on 
01625 508510 

An innovative approach to improving health and well-being of young people 
 
Staff in the 14-18 Wirral CAMHS Team run an Activity Group for young people and, as part of this, they have recently been 
working with a local gym to set up some free sessions with young people who access their service with a view to getting them 
out and about, active and improving their emotional well-being.  
 

Background: 
Exercise and engaging in meaningful occupations can have a positive impact on a person’s mental health. The young people 
who access the activity group typically are not attending school and are very isolated, often spending long periods of time at 
home on their own. Exercise can help to: 
� Reduce anxiety symptoms, improve self- esteem and help to build confidence. 
� Give these young people some meaningful occupation adding to their structure and routine for the week, allowing them to 

try new activities in a supportive environment. 
� Engage with other young people who have similar difficulties. 
� Have a positive impact on low mood and depression, as well as improving their physical well-being. 

 

What we did: 

Whilst engaging with young people in a practical way through the activity group, it was brought up in 
conversation that they would like to go to a gym; however, the thought of this was really intimidating for 
them. The Occupational Therapists contacted local gyms in Hoylake, to see if they could offer any 
sessions to help the young people who access the Wirral CAMHS service to help reduce their anxiety 
around attending the gym, but also to help them access exercise and all the positive benefits this can offer.  
 
The Underground Training Station (UTS) gym in Hoylake offered a 6 week programme at their gym, and 

will tailor this to meet the needs of the young people. The initial sessions will be kept short and friendly to get the young people 
used to the idea of going in the gym as this is a massive barrier for some. The sessions will develop to deliver a circuit style 
class aimed at harnessing the power of physical activity and basic nutrition to help improve the mental health and well-being of 
the young people who attend.  
 
Staff from CAMHS will also be present (and joining in with the sessions) to support the young people attending. These sessions 
will be funded through the partners and charities that UTS have linked in with. This will help to provide this service for young 
people with mental health difficulties and will therefore be free to the young people accessing CAMHS. This project exemplifies 
how CWP teams are making services more accessible to their patients, by providing affordable and sustainable solutions. 
 

Results have been really positive and the team is planning to promote this group throughout CAMHS CWP and the local 

community. Jo Irvin, Occupational Therapist, said: 
 
 
 
 
 
 
 
 
 
 

“The ‘Future in Mind’ white paper/ initiative is about delivering a national ambition, and will require local 
leadership and ownership. We are proposing to increase Young People’s Mental Health and Well-being 

in collaboration with local partners and having joined up working with mental and physical health. We are 
hoping to promote mental health and well-being with prevention work and support for children and young people 

who have existing or emerging mental health problems.” 
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Between December 2016 and March 2017, CWP formally received 1040 compliments from people accessing the Trust’s 
services, and others, about their experience of the Trust’s services.  Below is a selection of the comments and compliments 
received: 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 

Share your stories 
 

We welcome your best practice stories and Quality Improvement successes; please share your work via the 
Safe Services Department using the Best Practice and Outcomes page on the intranet or contact the 

Healthcare Quality Improvement Team on 01244 393138 
 
 

Look out for more about Quality Improvement in Edition 1 2017/18 of the Quality Improvement Report 
 
© Cheshire and Wirral Partnership NHS Foundation Trust (2017) 

 
CWP East 
“The people here are really nice and helpful and they listened to me.” 
 
“Thank you for everything you have done for me, you really helped me turn a corner. I don't think I could have done it 
without you! I can't thank you enough.” 
 
CWP West  
“We can’t praise the team enough for the excellent care they gave our family member when they needed it most.” 
 
“Sometimes it is hard to express in words how grateful we are to individuals input and work.  Thank you all so so 
much for all your hard work, everything you do for our child makes such a difference to him and with your input he 
keep surprising us…” 
 
CWP Wirral 
“I just want to say thank you for taking the time over the years to help me with my troubled self.  You and the service 
have been the only consistent thing in my life and although I might not have always shown my appreciation it’s 
something I'll be eternally grateful for…” 
 
“Thank you for your patience, your non-judgement and your guidance over the past months.   I'm in a much better 
place and intend to stay here….” 
 
Corporate support services 
“I thoroughly enjoyed today’s compliance course and found it very interesting and informative. I would be very 
interested in getting more involved and can drive anywhere. Please pass on my thanks to [staff member] and co.” 
 
“The Mental Health Act Team are all lovely people and are “like a bunch of flowers”.  I really appreciate their support 

and would like to thank them for always being helpful no matter what!” 
 



 

STANDARDISED REPORT COMMUNICATION 
REPORT DETAILS 
Report subject: Ward Daily Staffing Levels March and April Data 2017 
Agenda ref. no: 17/18/13 
Report to (meeting): Board of Directors 
Action required: Information and noting 
Date of meeting: 24/05/2017 
Presented by: Avril Devaney, Director of Nursing, Therapies and Patient Partnership 
 
Which strategic objectives this report provides information about: 
Deliver high quality, integrated and innovative services that improve outcomes Yes 
Ensure meaningful involvement of service users, carers, staff and the wider community No 
Be a model employer and have a caring, competent and motivated workforce Yes 
Maintain and develop robust partnerships with existing and potential new stakeholders No 
Improve quality of information to improve service delivery, evaluation and planning Yes 
Sustain financial viability and deliver value for money Yes 
Be recognised as an open, progressive organisation that is about care, well-being and partnership Yes 
Which CQC quality of service domains this report reflects: 
Safe services Yes 
Effective services Yes 
Caring services Yes 
Well-led services Yes 
Services that are responsive to people’s needs Yes 
Which Monitor quality governance framework/ well-led domains this report reflects: 
Strategy No 
Capability and culture Yes 
Process and structures Yes 
Measurement Yes 
Does this report provide any information to update any current strategic risks?  If so, which? 
See current risk register in the agenda of the public meeting of the Board of Directors 
at http://www.cwp.nhs.uk/about-us/board-members/our-board-meetings No 

35T 
Does this report indicate any new strategic risks?  If so, describe and indicate risk score: 
See current integrated governance strategy: CWP policies – policy code FR1 No 
35T 
 
REPORT BRIEFING 

Situation – a concise statement of the purpose of this report 
This report details the ward daily staffing levels during the month of March and April 2017 following 
the submission of the planned and actual hours of both registered nurses (RN) and clinical support 
workers (CSWs) to UNIFY (appendix 1). The themes arising within these monthly submissions 
continue to mirror those that have arisen previously. These themes identify how patient safety is 
being maintained on a shift by shift basis. 
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Background – contextual and background information pertinent to the situation/ purpose of the report 
The monthly reporting of daily staffing levels is a requirement of NHS England and the National 
Quality Board in order to appraise the Board and the public of staffing levels within in-patient units.  
A number of recommendations were made within the latest six monthly report including consistency 
checking, national benchmarking, and widening the consideration of the MDT role within safer staffing. 
These recommendations are currently being followed through and monitored via the Safer Staffing 
group led by the Associate Director of Nursing [MH and LD] and are reported on in the next 6 monthly 
report.  
 
Assessment – analysis and considerations of options and risks 
During March 2017 the trust achieved staffing levels of 95.7% for registered nurses and 95.9% for 
clinical support workers on day shifts and 95.2% and 98.2% respectively on nights. During April 2017 
the trust achieved staffing levels of 95.6% for registered nurses and 95% for clinical support workers 
on day shifts and 96.4% and 97.4% respectively on nights. 

To note:  

- In March 2017, one ward had ward staffing levels below expected variation. This was Oaktrees 
at 87.2%. Safe care was provided at all times with staff being utilised within Springview; and 

- In April the staffing levels on the wards fell below expected variation: Croft Ward, at 82.2%, 
Greenways at 80% and Adelphi at 86.4%.  

Where 100% fill rate was not achieved patient safety on in-patient wards was maintained by nurses 
working additional unplanned hours, staff cross covering across wards, the multi-disciplinary team and 
ward manager supporting nursing staff in the delivery of planned care and patient care being 
prioritised over non-direct care activities. Appendix 2 and 3 details how wards, who did not achieve 
overall staffing of 95%, maintained patient safety.  

  
Recommendation – what action/ recommendation is needed, what needs to happen and by when? 
 
The Board of Directors are recommended to note the report.  
  
Who/ which group has approved this report for receipt at the 
above meeting? 

Gary Flockhart, Associate 
Director of Nursing [MH and LD] 

Contributing authors: Anne Casey, Head of 
Performance and Information 

Distribution to other people/ groups/ meetings: 
Version Name/ group/ meeting Date issued 

1 
Gary Flockhart, Associate Director of Nursing [MH 
and LD] 
 

19/05/2017 

 
Appendices provided for reference and to give supporting/ contextual information: 
Provide only necessary detail, do not embed appendices, provide as separate reports 
Appendix no. Appendix title 
1 
2 

Ward Daily Staffing March 2017 
Ward Daily Staffing April 2017 
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Appendix 2 Mar 2017

Total 
monthly 
planned 

staff 
hours

Total 
monthly 

actual 
staff 

hours

Total 
monthly 
planned 

staff 
hours

Total 
monthly 

actual 
staff 

hours

Total 
monthly 
planned 

staff 
hours

Total 
monthly 

actual 
staff 

hours

Total 
monthly 
planned 

staff 
hours

Total 
monthly 

actual 
staff 

hours

Average fill 
rate - 

registered 
nurses/

midwives  
(%)

Average fill 
rate - care 
staff (%)

Average fill 
rate - 

registered 
nurses/

midwives  
(%)

Average fill 
rate - care 
staff (%)

Adelphi 1227.54 1171 1174 1115.5 724.5 724.5 1414.5 1322.5 95.4% 95.0% 100.0% 93.5%

Alderley Unit 1213.5 1128 1431 1351 713 667 713 736 93.0% 94.4% 93.5% 103.2%

Bollin 1277 1154.5 1567 1518 705.5 705.5 1426 1414.5 90.4% 96.9% 100.0% 99.2%

Croft 1038.5 982 1604 1562 698 655.5 1564 1459.5 94.6% 97.4% 93.9% 93.3%

Greenways A&T 1254.5 1052.5 1297.5 1308.5 713 575 805 920 83.9% 100.8% 80.6% 114.3%

LimeWalk 
Rehab

1138 1109.5 1081.75 990 696 660.5 713 667 97.5% 91.5% 94.9% 93.5%

Saddlebridge
1004 946.5 1318 1288.5 678.5 678.5 747.5 736 94.3% 97.8% 100.0% 98.5%

Brackendale 1014.5 1003 983.5 960.5 714 702.5 783 748.5 98.9% 97.7% 98.4% 95.6%

Brooklands 1115.55 1051 1376 1363.5 728.5 696 1174.6 1134.1 94.2% 99.1% 95.5% 96.6%

Lakefield 1013 990 1177 1050.5 713 667 701.5 713 97.7% 89.3% 93.5% 101.6%

Meadowbank 1124 1135.5 1535.5 1476.5 724.5 713 1191 1081 101.0% 96.2% 98.4% 90.8%

Oaktrees 1223 1048.5 1313.75 1089.5 742.5 639 471.5 494.5 85.7% 82.9% 86.1% 104.9%

Willow PICU 1233 1218 770.5 759 747.5 736 816.5 805 98.8% 98.5% 98.5% 98.6%

Beech 1423 1395 1109 1033 655.5 655.5 759 744.5 98.0% 93.1% 100.0% 98.1%

Cherry 1302.75 1246.25 1047 1035.45 701.5 632.5 885.5 885.5 95.7% 98.9% 90.2% 100.0%

Eastway A&T 814.5 814.5 1251 1239 461.3 461.3 954.5 910 100.0% 99.0% 100.0% 95.3%

Juniper 1406.5 1399 1060 1048.5 717 717 770.5 770.5 99.5% 98.9% 100.0% 100.0%

Coral 1036 1036 1468 1456.5 555.5 521 1265 1276.5 100.0% 99.2% 93.8% 100.9%

Indigo 956.75 960.25 1088 1088 586 528.5 896.5 896.5 100.4% 100.0% 90.2% 100.0%
Rosewood 1020 1020 1289.5 1192 519.5 517.5 882.5 882.5 100.0% 92.4% 99.6% 100.0%

22835.59 21861 24942 23925.45 13494.8 12853.3 18934.6 18597.6 95.7% 95.9% 95.2% 98.2%

Ward

Trustwide

Safe Staffing was maintained by:

Day Night Fill Rate
Registered Care Staff NightRegistered Care Staff

Altering skill mix. Staff cross covered from other wards. 
Nursing staff working additional unplanned hours.

*
*

Staff cross covered from other wards. Nursing staff 
working additional unplanned hours.

Altering skill mix.  Nursing staff working additional 
unplanned hours.

Staff cross covered from other wards.  Altering skill mix.  
Nursing staff working additional unplanned hours.

Day

Altering skill mix. Staff cross covered from other wards.   
Nursing staff working additional unplanned hours.

*

*

*

*

*

*

W
es

t

*

*

*W
irr

al

Staff cross covered from other wards.  Altering skill mix. 
Ward Manager working in the clinical team.        
Nursing staff working additional unplanned hours.

Ea
st Staff cross covered from other wards.  Altering skill mix. 

Ward Manager working in the clinical team.        
Nursing staff working additional unplanned hours.

Staff cross covered from other wards. Ward Manager 
working in the clinical team. Nursing staff working 
additional unplanned hours.

Altering skill mix. Staff cross covered from other wards.



Appendix 3 April 2017

Total 
monthly 
planned 

staff 
hours

Total 
monthly 

actual 
staff 

hours

Total 
monthly 
planned 

staff 
hours

Total 
monthly 

actual 
staff 

hours

Total 
monthly 
planned 

staff 
hours

Total 
monthly 

actual 
staff 

hours

Total 
monthly 
planned 

staff 
hours

Total 
monthly 

actual 
staff 

hours

Average fill 
rate - 

registered 
nurses/

midwives  
(%)

Average fill 
rate - care 
staff (%)

Average fill 
rate - 

registered 
nurses/

midwives  
(%)

Average fill 
rate - care 
staff (%)

Adelphi 1179.8 1019 1095.9 1050 690 678.5 1344.5 1252.5 86.4% 95.8% 98.3% 93.2%

Alderley Unit 1211.5 1180.5 1506.5 1408.5 690 678.5 770.5 774.5 97.4% 93.5% 98.3% 100.5%

Bollin 1244 1184 1550 1453.5 742 723 1304.5 1270 95.2% 93.8% 97.4% 97.4%

Croft 1166 958.75 1403.1 1560 690 621 1483.5 1359.5 82.2% 111.2% 90.0% 91.6%

Greenways A&T 1220 1163 1669 1335.5 690 632.5 1035 1012 95.3% 80.0% 91.7% 97.8%

LimeWalk 
Rehab

994.5 931.65 1065.5 910.5 684 661 701.5 665 93.7% 85.5% 96.6% 94.8%

Saddlebridge
990 917 1253.5 1195.5 678.5 609.5 701.5 736 92.6% 95.4% 89.8% 104.9%

Brackendale 983 932 934 899.5 690 617.5 713 701.5 94.8% 96.3% 89.5% 98.4%

Brooklands 964 968 1299 1303.5 698 694 1114.5 1115.5 100.4% 100.3% 99.4% 100.1%

Lakefield 1018.5 909.5 992 934.5 690 655.5 697 639.5 89.3% 94.2% 95.0% 91.8%

Meadowbank 1027.5 1027.3 1605.5 1583 701.5 690 1299.5 1288 100.0% 98.6% 98.4% 99.1%

Oaktrees 1137.5 1042.5 1009 796.5 690 690 345 322 91.6% 78.9% 100.0% 93.3%

Willow PICU 1066.5 1066.5 805 782 724.5 724.5 678.5 678.5 100.0% 97.1% 100.0% 100.0%

Beech 1449.5 1426.5 1035 995.5 690 690 724.5 713 98.4% 96.2% 100.0% 98.4%

Cherry 1205.5 1182.5 1100 1057 655.5 655.5 1012 969.5 98.1% 96.1% 100.0% 95.8%

Eastway A&T 1070.5 1059 1027.5 982.5 494.5 494.5 936 908 98.9% 95.6% 100.0% 97.0%

Juniper 1458 1441.5 837 834 713 701.5 736 736 98.9% 99.6% 98.4% 100.0%

Coral 1017.5 971.5 1424.5 1459 644 586.5 1265 1265 95.5% 102.4% 91.1% 100.0%

Indigo 1014.5 1056 1016 901 634.5 600 690 678.5 104.1% 88.7% 94.6% 98.3%

Rosewood 931.5 931.5 1461 1449.5 633.75 633.75 735 735 100.0% 99.2% 100.0% 100.0%
22349.8 21368.2 24089 22891 13523.75 13037.25 18287 17819.5 95.6% 95.0% 96.4% 97.4%

Altering skill mix. 

Staff cross covered from other wards.  Altering skill mix. 
Ward Manager working in the clinical team.        
Nursing staff working additional unplanned hours.

Staff cross covered from other wards.  Altering skill mix. 

*

Altering skill mix. Nursing staff working additional 
unplanned hours.

Staff cross covered from other wards.  Altering skill mix. 
Nursing staff working additional unplanned hours.

*

Staff cross covered from other wards.  Altering skill mix. 

Ward Manager working in the clinical team.    
Nursing staff working additional unplanned hours.

Trustwide

*

*
*

*

*

*

Staff cross covered from other wards. Nursing staff 
working additional unplanned hours.

Staff cross covered from other wards.  Altering skill mix. 

Safe Staffing was maintained by:

Staff cross covered from other wards.  Altering skill mix. 
Nursing staff working additional unplanned hours.

Altering skill mix. Nursing staff working additional 
unplanned hours.
Altering skill mix. Nursing staff working additional 
unplanned hours.

Day Night Fill Rate
Registered Care Staff NightRegistered 

W
irr

al
W

es
t

Care Staff Day

Ea
st

Ward



 

STANDARDISED REPORT COMMUNICATION 
REPORT DETAILS 
Report subject: CWP Provider Licence –  

Quarterly self-assessment and Licence declarations  
Agenda ref. no: 17/18/14a 
Report to (meeting): Board of Directors  
Action required: Information and noting 
Date of meeting: 24/05/2017 
Presented by: Louise Brereton, Head of Corporate Affairs  
 
Which strategic objectives this report provides information about: 
Deliver high quality, integrated and innovative services that improve outcomes Yes 
Ensure meaningful involvement of service users, carers, staff and the wider community Yes 
Be a model employer and have a caring, competent and motivated workforce Yes 
Maintain and develop robust partnerships with existing and potential new stakeholders Yes 
Improve quality of information to improve service delivery, evaluation and planning Yes 
Sustain financial viability and deliver value for money Yes 
Be recognised as an open, progressive organisation that is about care, well-being and partnership Yes 
Which CQC quality of service domains this report reflects: 
Safe services No 
Effective services Yes 
Caring services Yes 
Well-led services Yes 
Services that are responsive to people’s needs Yes 
Which Monitor quality governance framework/ well-led domains this report reflects: 
Strategy Yes 
Capability and culture Yes 
Process and structures Yes 
Measurement Yes 
Does this report provide any information to update any current strategic risks?  If so, which? 
See current risk register in the agenda of the public meeting of the Board of Directors 
at http://www.cwp.nhs.uk/about-us/board-members/our-board-meetings Yes 

35T 
Does this report indicate any new strategic risks?  If so, describe and indicate risk score: 
See current integrated governance strategy: CWP policies – policy code FR1 No 
35T 
 
REPORT BRIEFING 

Situation – a concise statement of the purpose of this report 
The licence requirement for health care providers came into effect from April 2013.  

Key components within the licence criteria are reviewed on a quarterly basis. The Board receives 
assurance on licence compliance on a six monthly basis, with the Audit Committee reviewing this 
information prior to the Board of Directors. The last review of the licence for assurance purposes was 
undertaken at the end of Q2 2016/17.   
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Background – contextual and background information pertinent to the situation/ purpose of the report 
This report details the NHS provider licence criteria self-assessment for end of Q4 2016/17. The 
licence contains obligations for the Trust and this assessment aims to help the Audit Committee/ 
Board members in confirming the accuracy of requirements that CWP is required to comply with as a 
license holder. 
  
Assessment – analysis and considerations of options and risks 
Appendix 1 contains the high level excerpts from the full licence document and enables Audit 
Committee members to consider the key licence conditions and any risks to compliance. All conditions 
are now rated as Green (compliant). 
 
The Board of Directors is also required to make an annual declaration under General Condition 6 of 
the Licence to confirm the Trust’s ongoing compliance with the Licence.   

In addition, the Board are also required to confirm compliance under Section 6 (Foundation Trust 
Condition 4) with a number of Corporate Governance Statements.  

With regard to the declarations required under General Condition 6, the Board is required to confirm or 
otherwise, systems in place for compliance with the licence conditions. The Board are recommended 
to confirm this declaration. These are set out at appendix 2. In previous years, these were submitted 
directly to NHSI. From 2017/18, submission is no longer required, however Trusts maintain 
responsibility for ensuring systems are in place to ensure compliance and NHSI will audit a number of 
Trusts from July 2017 to test their systems of assurance to monitor compliance.  
 
With regard to the declarations required under section 6, condition FT4 – NHS FT governance 
systems, the Board is recommended to confirm the corporate governance statements and 
confirmation for governance systems where major joint ventures or Allied Health Science Networks 
are in place. The Board are also required to confirm provision of appropriate Governor training 
opportunities which the Board are recommended to confirm evidenced by the ongoing governor 
training programme in place, providing a range of internal and externally facilitated training 
opportunities.   

 
Recommendation – what action/ recommendation is needed, what needs to happen and by when? 
The Board of Directors  are recommended to 

• Note the Q4/ 2015/16 year end Licence position 
• Approve the confirmation of the declarations in accordance with General Condition 6 and 

Condition FT4 of the Licence for submission to NHS Improvement. 
 
Who/ which group has approved this report for receipt at the 
above meeting? 

David Wood, Associate Director 
Safe Services 

Contributing authors: N/A 
Distribution to other people/ groups/ meetings: 
Version Name/ group/ meeting Date issued 
35T Audit Committee  23.5.17 
 
Appendices provided for reference and to give supporting/ contextual information: 
Provide only necessary detail, do not embed appendices, provide as separate reports 
Appendix no. Appendix title 
1 
2 
3 

Key Provider licence conditions as at end Q4 2016/17 
Licence Declarations G6 and CoS7, and FT4 
Full Licence 
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Appendix 1: Self-assessment evidence against NHS provider licence key criteria as at end Q4 2016/17 
 

RAG Definition 
GREEN Meets or exceeds expectations.  Many elements of good practice.  No major omissions.  

AMBER/ GREEN Partially meets expectations but confident in management’s capacity to deliver green performance within 
reasonable timeframe.  

AMBER/ RED Partially meets expectations but some concerns on capacity to deliver within a reasonable timeframe.  
RED Does not meet expectations. 

 
Licence 
reference Licence provision Self 

assessment 
End quarter 4 

2016/17 position Comments/ Further actions for completion  

1. General provisions 
G2 Has NHSI given any 

direction regarding setting 
or limiting conditions within 
the Provider Licence? 

GREEN Compliant No further actions. 
 
 

G4(1) Is the Trust aware of any 
reason why a newly 
appointed Governor or an 
appointed Governor is 
unfit to be a Governor? 

GREEN Compliant No issues identified – no further actions 

G4(2) Is the Trust aware of any 
reason why a newly 
appointed Director or a 
Director in post is unfit to 
be a Director? 

GREEN Compliant  No issues identified – processes in place in accordance 
with the licence and CQC Fit and Proper Persons 
regulations 

G5 Has NHSI issued new 
guidance relating to the 
provider licence in the 
quarter? 

GREEN Compliant  No issues identified  

G6 Executive to consider any 
new licencing risks 
identified in the quarter – 
update of Board 
Assurance Framework for 

 GREEN Compliant  No new licencing risks  
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Licence 
reference Licence provision Self 

assessment 
End quarter 4 

2016/17 position Comments/ Further actions for completion  

Board approval? 
G6(3) Publication of Annual 

Governance Statement 
(AGS)? 

GREEN Compliant Completed for 2015/16. Published as part of Annual 
Report and Accounts document  
 
http://www.cwp.nhs.uk/resources/reports/annual-report-
and-accounts-201516/  
 
Annual Governance statement 2016/17 completed for 
inclusion in the Annual Report.   
 

G7 Consider CQC registration 
status in quarter – note 
cancellations and 
registrations (G7(2))? 
 

GREEN Compliant CQC statement of purpose updated and approved by 
Board in July 2016 

G8 Consider if all information 
on range of services and 
information on who can 
assess them is published 

GREEN Compliant Details of all clinical services including eligibility (age 
range/conditions) and referral routes are within each 
service listed on our CWP website. The new website 
design includes a template that requires this specific 
information before each service goes live. This has also 
been mapped against the CQC statement purpose to 
ensure all registered locations are included.  

G9 Consider whether 
Commissioner Requested 
Services have been 
amended? 

GREEN Compliant  CWP has agreed Commissioner Requested Services with 
NHS England, Specialised Services for the following three 
services; CAMHS T4, Adult Eating Disorders,  
Secure and Specialised Mental Health Services (adult). 
 

G9(12) Have the contractual 
requirements to activities 
or any mandatory services 
been amended? 

GREEN Compliant  No further actions. 

2. Pricing 
P1(4) Have any services been 

sub contracted? 
GREEN Compliant  

 
Sub contact arrangements are in place for which 
governance monitoring arrangements are in place.   

3. Choice and competition 
C1(3) Are clear systems in place GREEN Compliant  The Associate Director of Patient and Carer Experience 
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Licence 
reference Licence provision Self 

assessment 
End quarter 4 

2016/17 position Comments/ Further actions for completion  

for notifying individual 
patients about choice? 
 

leads in this area, supported by an Implementing Choice 
meeting which meets bi-monthly and includes 
representation from Communications, IT, PALS, 
information governance and people with lived 
experience.   

NHS Choices now contains a full directory of services, 
and PALS regularly respond to questions and comments 
on NHS Choices website that relate to CWP. Individual 
services, such as the Single Point of Access, provide 
information about additional support, such as groups and 
charities, which they regularly use to sign post patients.    

The Community Team Operational Policies contain the 
opportunity for patients to discuss the choice of clinician 
and team and, if it is agreed to be the best action to take, 
patients are able to request a new consultant or team.  
CWP is currently drafting a Person Centred Framework 
which includes a commitment to choice as one of its key 
overarching principles. 

4. Integrated care 
IC1 Are there any service 

changes that require staff/ 
public consultation (need 
to be cognisant of Public 
Interest)? 

GREEN Compliant   Rated compliant however the Trust is planning a public 
consultation to start autumn 2017 on services in central 
and east Cheshire.  
 

5. Continuity of services 
CoS1 Have any contract 

variations been completed 
to service specifications [if 
Yes action required 
CoS1(4)]? 
 

GREEN Compliant - Any 
contract variations are 
in line with licence 
requirements.  
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Licence 
reference Licence provision Self 

assessment 
End quarter 4 

2016/17 position Comments/ Further actions for completion  

CoS2 Have any assets been 
disposed of that would 
impact on the ability to 
provide ‘Commissioner 
Requested Services’? 
 

GREEN Compliant   

6. NHS Foundation Trust conditions 
FT1 Has the Constitution been 

amended? 
 
Amended constitution 
should be submitted to 
NHSI with 28 days of 
amendment.  

GREEN Compliant  
 
 

Yes, the Constitution has recently been amended and the 
amendments approved by the Council of Governors and 
the Board of Directors. The changes did not impact the 
powers or duties of the Council of Governors therefore did 
not require member approval. 
 
Updated Constitution sent to NHSI 24/10/16  

FT4(8) Submit to NHSI Corporate 
Governance Statement 
following Board approval 
in Q1 by 30 June 2016. 

GREEN Compliant. 
 
 

Licences presented and approved at the May Board to 
Directors and submitted to NHSI in June 2016.  
 
Licence declarations now included for review and 
assurance in the Audit Committee business cycle 
2017/18.  
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Worksheet "Other declarations"

Certification on AHSCs and governance and training of governors

5 Certification on AHSCs and governance Response

Confirmed

6 Training of Governors

Confirmed

Signed on behalf of the Board of directors, and having regard to the views of the governors

Signature Signature

Name Sheena Cumiskey Name Mike Maier

Capacity Chief Executive Capacity Chairman

Date Date

The Board is satisfied it has or continues to:

• ensure that the partnership will not inhibit the trust from remaining at all times compliant with the 

conditions of its licence;

• have appropriate governance structures in place to maintain the decision making autonomy of the 

trust;

• conduct an appropriate level of due diligence relating to the partners when required;

• consider implications of the partnership on the trust’s financial risk rating having taken full account of 

any contingent liabilities arising and reasonable downside sensitivities;

• consider implications of the partnership on the trust’s governance processes;

• conduct appropriate inquiry about the nature of services provided by the partnership, especially 

clinical, research and education services, and consider reputational risk;

• comply with any consultation requirements;

• have in place the organisational and management capacity to deliver the benefits of the partnership;

• involve senior clinicians at appropriate levels in the decision-making process and receive assurance 

from them that there are no material concerns in relation to the partnership, including consideration of 

any re-configuration of clinical, research or education services;

• address any relevant legal and regulatory issues (including any relevant to staff, intellectual property 

and compliance of the partners with their own regulatory and legal framework);

• ensure appropriate commercial risks are reviewed;

• maintain the register of interests and no residual material conflicts identified; and

• engage the governors of the trust in the development of plans and give them an opportunity to 

express a view on these plans.

The Board is satisfied that during the financial year most recently ended the Trust has provided the 

necessary training to its Governors, as required in s151(5) of the Health and Social Care Act, to ensure 

they are equipped with the skills and knowledge they need to undertake their role.

The Board are required to respond "Confirmed" or "Not confirmed" to the following statements.  Explanatory information should be provided where required.

For NHS foundation trusts:

• that are part of a major Joint Venture or Academic Health Science Centre (AHSC); or

• whose Boards are considering entering into either a major Joint Venture or an AHSC.



A

B

C

Where boards are unable to self-certify, they should make an alternative declaration by amending the self-certification as necessary, and including any significant prospective 

risks and concerns the foundation trust has in respect of delivering quality services and effective quality governance

The Board are unable make one of more of the confirmations on the preceding page and accordingly declare:



Worksheet "Corporate Governance Statement"

Corporate Governance Statement

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

4 Corporate Governance Statement Response Risks and mitigating actions

1 Confirmed No risks identified. Corporate Governance Manual due for annual review in July 2017

2 Confirmed No risks identified.                                                                                                     

The Trust has regard to and complies with all guidance issued 

3 Confirmed No risks identifed.                                                                                                       

The Trust has a robust governance structure in place. This includes an annual reviw of 

the Intergrated Governance Strategy incorporating a review of Committee structures 

and reporting. Assurance of effectiveness also confirmed via annual governance 

statement and external well led governance review

4 Confirmed No risks identifed.                                                                                                       

The Trust Board has systems and processes in place to ensure ongoing compliance 

with the requirements of the Licence. This includes

• six monthly review of compliance with the Licence

• Established planning cycle including early oversight of financial projections

• Improvement to Board performance reporting

• Significant internal audit assurance on the corporate assurance framework

• Internal audit plan driven by risk register and corporate assurance framework

• Full compliance with CQC registration conditions

5 Confirmed No risks identified.                                                                                                  

Board business cycle in place providing a mixture of formal open and closed meetings 

and developmental seminar sessions

Three times yearly reporting on quality and learning from experience to the Board

Enhanced Board performance reporting and efficiency programme reporting 

Effective reporting from Quality Committee, Audit Committee and Operational Board to 

Board of Directors

6 Confirmed All Directors have the appropriate skills, qualifications and experience to  undertake 

their roles on the Board. 

Signed on behalf of the board of directors, and having regard to the views of the governors

Signature Signature

Name Name

A

B

C

The Board is satisfied that the Trust applies those principles, systems and standards of good corporate 

governance which reasonably would be regarded as appropriate for a supplier of health care services to the 

NHS.

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

to time

The Board is satisfied that the Trust implements: 

(a) Effective board and committee structures;

(b) Clear responsibilities for its Board, for committees reporting to the Board and for staff reporting to the 

Board and those committees; and

(c) Clear reporting lines and accountabilities throughout its organisation.

The Board is satisfied that the Trust effectively implements systems and/or processes:

(a) To ensure compliance with the Licensee’s duty to operate efficiently, economically and effectively;

(b) For timely and effective scrutiny and oversight by the Board of the Licensee’s operations; 

(c) To ensure compliance with health care standards binding on the Licensee including but not restricted to 

standards specified by the Secretary of State, the Care Quality Commission, the NHS Commissioning Board and 

statutory regulators of health care professions;

(d) For effective financial decision-making, management and control (including but not restricted to 

appropriate systems and/or processes to ensure the Licensee’s ability to continue as a going concern); 

(e) To obtain and disseminate accurate, comprehensive, timely and up to date information for Board and 

Committee decision-making;

(f) To identify and manage (including but not restricted to manage through forward plans) material risks to 

compliance with the Conditions of its Licence;

(g) To generate and monitor delivery of business plans (including any changes to such plans) and to receive 

internal and where appropriate external assurance on such plans and their delivery; and

(h) To ensure compliance with all applicable legal requirements.

The Board is satisfied that the systems and/or processes referred to in paragraph 5 should include but not be 

restricted to systems and/or processes to ensure:

(a) That there is sufficient capability at Board level to provide effective organisational leadership on the quality 

of care provided;   

(b) That the Board’s planning and decision-making processes take timely and appropriate account of quality of 

care considerations;

(c) The collection of accurate, comprehensive, timely and up to date information on quality of care;

(d) That the Board receives and takes into account accurate, comprehensive, timely and up to date information 

on quality of care;

(e) That the Trust, including its Board, actively engages on quality of care with patients, staff and other relevant 

stakeholders and takes into account as appropriate views and information from these sources; and

(f) That there is clear accountability for quality of care throughout the Trust including but not restricted to 

systems and/or processes for escalating and resolving quality issues including escalating them to the Board 

where appropriate.

The board are unable make one of more of the above confirmations and accordingly declare:

The Board is satisfied that there are systems to ensure that the Trust has in place personnel on the Board, 

reporting to the Board and within the rest of the organisation who are sufficient in number and appropriately 

qualified to ensure compliance with the conditions of its NHS provider licence.



Worksheet "Certification G6"

1 & 2 General condition 6 - Systems for compliance with license conditions

1 Confirmed

2 Confirmed

Signed on behalf of the board of directors, and having regard to the views of the governors

Signature Signature

Name Mike Maier Name Sheena Cumiskey 

Capacity Chairman Capacity Chief Executive

Date Date

A

B

Further explanatory information should be provided below where the Board has been unable to confirm declarations 1 or 2 

above.

The board are required to respond "Confirmed" or "Not confirmed" to the following statements (please select 'not confirmed' if confirming 

another option).  Explanatory information should be provided where required. 

Following a review for the purpose of paragraph 2(b) of licence condition G6, the Directors of the Licensee 

are satisfied, as the case may be that, in the Financial Year most recently ended, the Licensee took all such 

precautions as were necessary in order to comply with the conditions of the licence, any requirements 

imposed on it under the NHS Acts and have had regard to the NHS Constitution.

AND

The board declares that the Licensee continues to meet the criteria for holding a licence.

Declarations required by General condition 6 of the NHS provider licence



 

STANDARDISED REPORT COMMUNICATION 
REPORT DETAILS 
Report subject: Chair and Chief Executive - Division of Responsibilities 
Agenda ref. no: 17/18/14b 
Report to (meeting): Board of Directors 
Action required: Discussion and Approval 
Date of meeting: 24/05/2017 
Presented by: Louise Brereton, Head of Corporate Affairs 
 
Which strategic objectives this report provides information about: 
Deliver high quality, integrated and innovative services that improve outcomes No 
Ensure meaningful involvement of service users, carers, staff and the wider community No 
Be a model employer and have a caring, competent and motivated workforce No 
Maintain and develop robust partnerships with existing and potential new stakeholders No 
Improve quality of information to improve service delivery, evaluation and planning No 
Sustain financial viability and deliver value for money No 
Be recognised as an open, progressive organisation that is about care, well-being and partnership No 
Which CQC quality of service domains this report reflects: 
Safe services No 
Effective services No 
Caring services No 
Well-led services Yes 
Services that are responsive to people’s needs No 
Which Monitor quality governance framework/ well-led domains this report reflects: 
Strategy No 
Capability and culture Yes 
Process and structures Yes 
Measurement No 
Does this report provide any information to update any current strategic risks?  If so, which? 
See current risk register in the agenda of the public meeting of the Board of Directors 
at http://www.cwp.nhs.uk/about-us/board-members/our-board-meetings No 

35T 
Does this report indicate any new strategic risks?  If so, describe and indicate risk score: 
See current integrated governance strategy: CWP policies – policy code FR1 No 
35T 
 
REPORT BRIEFING 

Situation – a concise statement of the purpose of this report 
 
To inform the Board of the requirements in the Monitor NHS Foundation Trust Code of Governance 
regarding the division of responsibilities between the Chair and the Chief Executive.  
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Background – contextual and background information pertinent to the situation/ purpose of the report 
The division of responsibilities between the Chairperson and Chief Executive should be clearly 
established, set out in writing and agreed by the board of directors. They should be used to inform 
objectives for the Chair and Chief Executive.  

Section 7.11.7 of The Corporate Governance Manual sets out that the division of responsibilities for 
the Chair and the Chief Executive to be set out in writing and approved by the Board of Directors on 
an annual basis.   

 

 
Assessment – analysis and considerations of options and risks 
The responsibilities of the Chair and Chief Executive are set out at appendix 2. The NHS Foundation 
Trust Code of Governance is available at https://www.gov.uk/government/publications/nhs-foundation-
trusts-code-of-governance  

 
Recommendation – what action/ recommendation is needed, what needs to happen and by when? 
The Board of Directors is recommended to approve the division of responsibilities as set out in the 
Monitor NHS Code of Governance for Foundation Trusts and that this is reviewed on an annual basis. 

 
Who/ which group has approved this report for receipt at the 
above meeting? N/A 

Contributing authors: N/A 
Distribution to other people/ groups/ meetings: 
Version Name/ group/ meeting Date issued 
N/A N/A N/A 
 
Appendices provided for reference and to give supporting/ contextual information: 
Provide only necessary detail, do not embed appendices, provide as separate reports 
Appendix no. Appendix title 
1 CEO and Chair Responsibilities  
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17/18/XX Appendix 1 
 
The responsibilities of the Chair are as follows: 
 

• To ensure the effective operation of the Board of Directors and the Council of 
Governors 

• To promote the highest standards of integrity, probity and corporate governance 
throughout the organisation and particularly at the Board of Director level 

• To ensure that the Board of Directors as a whole plays a full part in the 
development and determination of the Foundation Trust's strategy and overall 
objectives, having regard to the Council of Governors 

• To lead the Board of Directors, to preside and lead the Council of Governors and 
to be the guardian of the Board of Directors decision making processes 

• To ensure that the Board of Directors and the Council of Governors work together 
effectively 

• To set clear expectations concerning the Trust's culture, values and behaviours 
including setting the style and tone of discussions at Board meetings 

• To ensure the Board of Directors and Council of Governors agendas take full 
account of the important issues facing the Trust  

• To ensure compliance with the Board of Directors approved procedures including 
schedule of matters, terms of reference and other Board policies and procedures 

• To facilitate the effective contribution of all members of the Board of Directors 
and the Council of Governors ensuring that constructive relationships exist 
between Directors, between Governors and between Governors and Directors 
themselves 

• To ensure that the Non-Executive Directors understand their accountability, 
individually and collectively to the Council for Governors for the performance of 
the Board 

• To preside over the Council of Governors in holding the Non-Executive Directors 
to account 

• Ensure the provision of appropriate development and training for the council of 
governors  

• To ensure that accountability processes work effectively 
• To Chair the Remuneration and Nominations Committees 
• To initiate succession planning at Board level with the Nominations Committee to 

ensure appropriate Board composition and refreshment 
• To ensure effective communication on the part of the foundation trust with 

patients, members, staff and other stakeholders 
• To lead an induction programme for new Non-Executive Directors 
• Working with the Chief Executive, to lead in updating the skills and knowledge 

and in meeting the development needs of individual Directors and the Board of 
Directors as a whole  

• To ensure that the Governors have the skills, knowledge and familiarity within the 
Foundation Trust to fulfil their role 

• To ensure that the performance of the Board of Directors and the Council of 
Governors as a whole, including an externally led assessment at least once in 
every three years 



• To ensure a good flow of information each way between the Board of Directors, 
committees, the Council of Governors, Non-Executive Directors and 
management 

 
The responsibilities of the Chief Executive are as follows: 
 

• To report to the Chair and the Board of Directors and lead the Executive Team 
ensuring high standards of performance.  

• Conduct the affairs of the Foundation Trust in compliance with the highest standards 
of integrity, probity and corporate governance and promote continuing compliance 
across the organisation.  

• To lead and be responsible for proposing and developing, in consultation with the 
Board, the Foundation Trust's strategy and overall objectives, and to lead the 
implementation of these, ensuring appropriate resources and control and risk 
management systems are in place 

• As the Accountable Officer to maintain a sound system of internal control that 
supports the organisation’s policies, aims and objectives and manages risks to a 
reasonable level, including responsibility for safeguarding the public funds and 
organisations assets ensuring the efficient and effective use of all the resources 
in their charge to ensure the quality of services delivered.  

• To ensure the appropriate and timely flow of information to the Board that 
enables an assessment of risk and a level of assurance in internal control. 

• To ensure the provision of information and support with the Board of Directors and 
the Council of Governors 

• To facilitate and support effective joint working between the Board of Directors and 
the Council of Governors 

• To communicate the expectations of the Board, concerning culture, values and 
behaviours to all employees 

• To ensure the Chair is aware of any important issues facing the Foundation Trust 
and to ensure the provision of reports to the Board  containing accurate, timely and 
clear information 

• To ensure the compliance of the Executive Team with the Board of Directors 
procedures 

• To support the Chair in facilitating effective contributions and sustaining constructive 
relations between Executive and Non-Executive directors of the Board. Between 
governors and between the Board of Directors and Council of Governors 

• To provide, with  Executive team, support to the Non-Executive Directors in order to 
facilitate the accountability relationship 

• To support the Chair in delivering an effective accountability process 
• To support with Board succession planning, particularly in respect of executive 

directors 
• Lead the communication programme with members and stakeholders including staff, 

particularly around Trust strategy, vision and values 
• Ensure that the development needs of the Executive Directors and other senior 

management are identified and are met 
• Ensure that performance reviews are carried out at least annually for each of the 

Executive Directors and provide input to the wider Board of Directors and Council of 
Governors evaluation process 

 
 
Last reviewed: May 2017  
Next review: May 2018  



 

STANDARDISED REPORT COMMUNICATION 
REPORT DETAILS 
Report subject: Statutory Registers – Directors and Governors  
Agenda ref. no: 17/18/14c 
Report to (meeting): Board of Directors 
Action required: Information and noting 
Date of meeting: 24/05/2017 
Presented by: Louise Brereton, Head of Corporate Affairs  
 
Which strategic objectives this report provides information about: 
Deliver high quality, integrated and innovative services that improve outcomes No 
Ensure meaningful involvement of service users, carers, staff and the wider community No 
Be a model employer and have a caring, competent and motivated workforce No 
Maintain and develop robust partnerships with existing and potential new stakeholders Yes 
Improve quality of information to improve service delivery, evaluation and planning No 
Sustain financial viability and deliver value for money No 
Be recognised as an open, progressive organisation that is about care, well-being and partnership Yes 
Which CQC quality of service domains this report reflects: 
Safe services Yes 
Effective services No 
Caring services No 
Well-led services Yes 
Services that are responsive to people’s needs No 
Which Monitor quality governance framework/ well-led domains this report reflects: 
Strategy No 
Capability and culture Yes 
Process and structures Yes 
Measurement No 
Does this report provide any information to update any current strategic risks?  If so, which? 
See current risk register in the agenda of the public meeting of the Board of Directors 
at http://www.cwp.nhs.uk/about-us/board-members/our-board-meetings No 

35T 
Does this report indicate any new strategic risks?  If so, describe and indicate risk score: 
See current integrated governance strategy: CWP policies – policy code FR1 No 
35T 
 
REPORT BRIEFING 

Situation – a concise statement of the purpose of this report 
This report provides an introduction to the following updated Registers: 

• Directors Register of Interests 
• Governors Register of Interests 
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Background – contextual and background information pertinent to the situation/ purpose of the report 
The requirements for Directors and Governors to identify and declare interests are set out in the 
Trust’s Constitution; the Corporate Governance Manual and in the Governors’ Code of Conduct.   

In order to assist with the identification and declaration of interests, Directors and Governors are 
requested to declare their interests upon initial appointment and annually thereafter. There is also the 
opportunity at each Board of Directors and Council of Governors meeting for Directors and Governors 
respectively to declare their interests and for the declared interests to be managed appropriately. 
Directors and Governors are provided with guidance to inform their declarations. Where Directors and 
Governors have no declarations of interest, they are asked to provide NIL response.  

 

 
Assessment – analysis and considerations of options and risks 
 
Registers are updated in year where changes arise and are reported. Registers are also subject to an 
annual review of declarations.  
 
The Directors Register of Interests and the Governors Register of Interests have been presented to 
the Audit Committee meeting in March 2017 and May 2017 respectively.  
 
Registers are required to the noted by the Board on an annual basis. Both Registers are publically 
available at www.cwp.nhs.uk.  
 
  
Recommendation – what action/ recommendation is needed, what needs to happen and by when? 
The Board of Directors are recommended to note the updated Registers.  

 
Who/ which group has approved this report for receipt at the 
above meeting? Audit Committee 

Contributing authors: N/A 
Distribution to other people/ groups/ meetings: 
Version Name/ group/ meeting Date issued 
1 Audit Committee March/ May 2017 
 
Appendices provided for reference and to give supporting/ contextual information: 
Provide only necessary detail, do not embed appendices, provide as separate reports 
Appendix no. Appendix title 

1, 2 
1. Directors Register of Interests 2016/17 
2. Governors Register of Interests 2016/17 
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DIRECTOR REGISTER OF INTERESTS 2016/17 
(updated January 2017) 

 
(As per section 7.23 of the Corporate Governance Manual, an annual review of the register should detail any changes to interests declared 
during the preceding twelve months) 
 

NAME, DESIGNATION/ 

BOARD DIRECTORSHIP 

NOTHING 

TO 

DECLARE 

TITLE OF 

INTEREST 

DETAILS OF 

RELEVANT 

ORGANISATION 

COMMENCEMENT 

OF INTEREST 

LENGTH OF 

APPOINTMENT 

Dr Faouzi ALAM 

Joint Medical Director  

     

Andrea CAMPBELL 

Non-Executive Director 

 Non-Executive 

Director 

A.Campbell Consultancy December  2004 On-going 

Non-Executive 

Director 

CLS / Belong September 2015 On-going 

Chair Aspire CIC, Salford December 2016 On-going 

Dr James O’CONNOR 

Non-Executive Director/ Chair 

of Quality Committee 

 Chair  General Council – 

Eastham Lodge, Golf 

Club. 

April 2016 3 years until 2019. 

Lucy CRUMPLIN 

Non-Executive Director  

 

 

 Director Tiger Bright Ltd 

(consultancy)  

May 2012 On-going 



 

Sheena CUMISKEY 

Chief Executive 

 Chair  Board of the NHS North 

West Leadership 

Academy 

 22 February 2010   Ongoing  

Member Health Education 

England North West 

Board 

2013 April 2016 

Member NHS Employers Board 2016 Ongoing 

 

Professor Avril DEVANEY   

Director of Nursing, 

Therapies and Patient 

Partnership 

 Trustee Of Jamie 

Devaney Memorial 

Fund 

 Charity supporting 

mental health care in 

Uganda 

March 2013  Ongoing 

Chair  Mental Health and 

Learning Disabilities 

Nurse Directors and 

leads’ Forum 

March 2016 March 2019 

Visiting Professor at 

University Of Chester 

University of Chester, 

Parkgate Road, Chester 

December 2016 Three Years 

Member Shared Lives Plus / NHS 

England implementation 

group 

October 2016 On-going 

David HARRIS 

Director of People and OD  

     

Edward JENNER 

Non-Executive Director 

     

Mike MAIER 

CHAIR 

     



 

Sarah MCKENNA 

Non-Executive Director  

      

Rebecca BURKE-

SHARPLES 

Non-Executive Director/ 

Interim Chair of Audit 

Committee 

 Spouse (Alan 

Sharples) is a NED/ 

Chair of Audit 

Committee (currently 

in 2nd term of office). 

Walton Centre NHS 

Foundation Trust  

 

Appointed 2010 Ongoing (until 2018) 

Vice Chairman of the 

Board of Trustees  

North of England 

Zoological Society aka 

Chester Zoo 

Began 2009  Ongoing (until 2020) 

 

Dr Anushta SIVANANTHAN 

Joint Medical Director  

     

Andy STYRING 

Director of Operations 

 Director Nevexia Ltd, 

Redesmere, Countess 

of Chester Health Park. 

 

January 2017 On-going 

Governor of Ancora 

School 

 

 

Ancora House, 

Countess of Chester 

Health Park, Chester. 

 

December 2016 On-going 

Tim WELCH 

Director of Finance/ Deputy 

Chief Executive 

 Director Nevexia Ltd, 

Redesmere, Countess 

of Chester Health Park. 

 

January 2017 On-going 



 

Director Villicare, Limited Liability 

Partnership 

 

November 2013 On-going 

 



 

© Cheshire and Wirral Partnership NHS Foundation Trust 

 

 
 

GOVERNOR REGISTER OF INTERESTS 
 

2017/18 as at 09.05.2017 
 

NAME DECLARED INTEREST/S DATE 

Peter Wilkinson – 
Public Governor 

Nil 01/02/2017 

Ferguson McQuarrie 
– Service User & 
Carer Governor 

Volunteer - CWP 02/02/2017 

Carol Gahan – 
Partnership 
Governor 

Avenue Services LLD – Blacon – Director (Vice 
Chair) 

Vintage Blacon – Treasurer 

21/04/2017 

Charlotte 
Arrowsmith – 

Service User and 
Carer Governor 

Nil 19/01/2017 

Dr Keerthy Raju – 
Staff Governor 

Nil 01/02/2017 

Gladys Archer – 
Service User and 
Carer Governor 

Nil 19/01/2017 

Liz Durham – 
Partnership 
Governor 

Cabinet Member for Children and Families 
Cheshire East Council.   

06/02/2017 

Richard Agar – 
Public Governor 

Nil 19/01/2017 

Brian Crouch – 
Service User and 
Carer Governor 

Trustee ‘Speaking up, Speaking out’ providing 
services for the Learning Disabled at 

Macclesfield, Cheshire 
31/01/2017 

Phil Gilchrist – 
Partnership 
Governor 

Councillor – Wirral Borough Council 

Member of Wirral Health and Wellbeing Board 
19/01/2017 

Anna Usherwood – 
Service User and 
Carer Governor 

Nil 02/02/2017 

Jill Doble – Staff 
Governor 

Nil 01/02/2017 
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Governor Register of Interests 

NAME DECLARED INTEREST/S DATE 

Kathy Bullen – Staff 
Governor 

Nil 19/01/2017 

Rob Robertson – 
Public Governor 

Interim Chair - West Cheshire Mental Health 
Forum 

 
Third Sector Representative - West Cheshire 
Clinical Commissioning Group - Integrated 

Provider Hub Board 
 

Stakeholder - Cheshire West and Chester Adult 
Social Care and Health 

27/01/2017 

Janie Shaw – Staff 
Governor 

Syrian Family Refugee Placement Volunteer 
(overseen by Cheshire East Local Authority MH 

Reablement Team). 
19/01/2017 

Pam Smith – 
Partnership 
Governor 

Lay Member on Cheshire West CCG Governing 
Body 

 
Director of Pam Smith Consultancy Ltd 

 
Director of Sutton Electrical contractors Ltd 

 

AQUA Associate 

CQC Associate 

02/02/2017 
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Governor Register of Interests 

NAME DECLARED INTEREST/S DATE 

Rob Walker – Public 
Governor 

Royal College of Psychiatrists – Co-chair Experts 
Fora, Leadership and Management Committee/ 

Westminster Parliamentary Committee 
 

Royal College of Psychiatrists – Expert Advisor – 
Psychiatric Liaison Accreditation 

 
College of Quality Improvement – Expert Advisor 

– Community Mental Health Services 
 

Care Quality Commission – Expert Advisor – 
Inspectorate 

 
Liverpool John Moore’s University – Honorary 
Lecturer – Health and Social Care Education 

 
East and Central Mental Health Forum – Deputy 

Chairman – Influencing 
 

Institute of Mental Health – Member – Research 
 

Changes Plus Ltd – Founder – Training – 
Parliamentary Outreach 

 
Higher Education Academy – Associate Fellow – 

Higher Education 
 

02/02/2017 

Mike Robinson – 
Public Governor 

Nil 19/01/2017 

Philip Mook – Staff 
Governor 

Nil 01/02/2017 

Chris Lynch – 
Service User and 
Carer Governor 

Chair – Chester Plus – Mental Health Charity – 
2012 - present 

 
Trustee – British Psychological Society – 2015 - 

present 
 

Trustee - Rethink Mental Illness – 2017 - present 
 

Time to Change – Senior Management Group – 
2016 - present 

19/03/2017 

Ann McGrath – 
Service User and 
Carer Governor 

Volunteer at Alzheimer’s Society 19/01/2017 
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Governor Register of Interests 

NAME DECLARED INTEREST/S DATE 

Stanley Mayne – 
Public Governor 

Wirral Healthwatch - Member 

Mary Secole BME Mental Health Charity – Chair 
 

Social Partnership Charity – Trustee 
 

Independent Monitoring Board of Her Majesty’s 
 Prison Kennet and Berwyn – Member 

 
West Kirby Practice PPG - Chair 

19/01/2017 

Iain Stewart – 
Partnership 
Governor 

Employee of NHS Wirral Clinical Commissioning 
Group 

11/02/2016 

(2017 declaration 
outstanding) 

Graham Pollard – 
Partnership 
Governor 

Director of Operations with University of 
Liverpool, Faculty of health and Life Sciences. 

19/01/2017 

Deepak Agnihotri – 
Staff Governor 

Nil 07/06/2016 

Emma King – Service 
User and Carer 

Governor 

Trustee – Chester Plus 
Re-think Mental Illness – Co-ordinator Chester 
group and member  for North West Regional 

Committee 

21/06/2016 

Gordon Cairns – 
Service and User 
Carer Governor 

Chair of Blacon Health and Wellbeing  Group 22/06/2016 

David Bull – Service 
User and Carer 

Governor 

Trustee and Chair Elect, Chester Voluntary Action 
Group (Limited by guarantee) 

Trustee – Chester and District Scout Council (Reg 
Charity No 511406) 

08/09/2016 

Michael Brassington 
– Service User and 

Carer Governor 

BrassNexus Ltd, Hesby, Cheshire – Director 
Deebanks School, Chester – School Governor 

13/09/2016 

Ken Edwards – Staff 
Governor – Nursing 

Nil 27/09/2016 

Keith Millar – Service 
User and Carer 

Governor 

Enter and View Representative with Healthwatch 
– Cheshire West  

Involvement Representative with Healthwatch – 
Cheshire West 

03/10/2016 

Sean Boyle – 
Partnership 

Governor – Staff-side 
Nil 05/01/2017 

 



 
 

 
CHAIR’S REPORT 

AUDIT COMMITTEE – 2 May 2017 
The following is a summary of issues discussed and any matters for escalation from the May 2017 
meeting of the Audit Committee: 
 
Annual Report 2016/17 

• Annual Governance Statement 
 
The Chief Executive presented the 2016/17 annual governance statement to the Committee. It was 
confirmed that no significant internal control issues have been identified. The annual governance statement 
was approved by the Committee.  
 

• Code of Governance assurance  
 
The Committee reviewed the code of governance provisions and assurance. This included confirmation that 
all required disclosures have been included in the annual report and that all other provisions have been 
complied with.  
 
Internal Audit progress update 
The Audit Committee was updated on the completion of recent work including audits on agency staffing, 
payroll/ human resources (ESR review), Registration Authority review, and Mental Health Act CQC action 
plan. All audits attained significant assurance.  
 
The Mental Health Act CQC action plan receive one high risk action concerning a lack of demonstrable 
assurances that changes in practice had been realised as a result of the actions identified from the CQC 
MHA reviews. This action has been escalated to the Quality Committee to provide assurance on this matter 
to the next Audit Committee.  
 
The Director of Audit Opinion for 2016/17 was reviewed. This confirmed a significant assurance opinion on 
the presence of a generally sound system of internal control designed to meet the organisation’s objectives 
with controls that are generally being applied consistently.  
 
Committee members reviewed the final internal audit plan 2017/18 which includes changes following review 
at the last meeting. The final audit plan was approved.  
 
The Committee also reviewed the follow up to previous audit recommendations report.  
   
External Audit update 
An update on the 2016/17 audit was provided. A technical update was also provided with recent sector 
updates.  
 
Anti- Fraud 
The anti-fraud annual report 2016/17 was presented with the key work completed reviewed. The Committee 
agreed to consider reviewing anti-fraud approaches in more detail in future.  
 
Corporate Assurance Framework and Risk Register 
The Committee undertook their quarterly review of the corporate assurance framework and the risk register. 
A number of new risks were noted. There were no escalations to the Quality Committee.  
 
Governance Matters 
The Audit Committee noted the 2016/17 statutory register of interests for Governors.  
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The 2016/17 Register of Seals was noted.  
 
The Audit Committee terms of reference was approved, including the amendments agreed at the previous 
meeting.  
 
The Audit Committee noted the minutes and/ or chair’s reports from the Quality Committee and the 
Operational Board. There were no specific matters for escalation. 
 
Edward Jenner 
Chair of Audit Committee 
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       Audit Committee Report to the Board – year ended 31st March 2017 

 

1. Introduction and Purpose of the Report 

The Audit Committee of Cheshire and Wirral Partnership NHS Foundation Trust (CWP) is 
established under Board delegation with approved terms of reference that are aligned with the latest 
Audit Committee Handbook (2014), as published by the Healthcare Financial Management 
Association (HFMA) in association with the Department of Health. The Audit Committee 
independently reviews, monitors and reports to the Board on the attainment of effective control 
systems and financial reporting processes.  

This report sets out how the Audit Committee has satisfied its terms of reference during the financial 
year and seeks to provide the Board with evidence relevant to its responsibilities for the Annual 
Governance Statement (AGS). 

2. Members and Attendance 

The Audit Committee consists of three independent Non-Executive Directors and met 7 times during 
2016/17 The quorum is two members and each member must attend at least 50% of meetings 
during the year. The appointed Chair is able to demonstrate recent and relevant financial 
experience. 

Committee Members   Number of Meetings 
Michael Maier ( Chair  until 31st 
May 2016)                               

2/2 

Rebecca Burke- Sharples (Chair 
from 1 June 2016) 

7/7 

Sarah McKenna  
 

4/7 

Edward Jenner 
 

2/2 

Dr Jim O’Connor (co-opted as a 
member from July 2016) 

6/6 

 
 
The external auditors KPMG Audit PLC (KMPG), the Director of Mersey Internal Audit Agency 
(MIAA), the Head of Corporate Affairs, Director and Deputy Director of Finance and the Chair of the 
Quality Committee are also invited to attend and do so on a regular basis. The Chief Executive 
attends on annual basis to the Audit Committee to present the Annual Governance Statement.  
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3. Key Responsibilities 
 
The Audit Committee provides one of the key means by which the CWP Board and the Foundation 
Trust’s Accounting Officer obtain an independent and objective view on internal control and probity.  
Its role is to review the establishment and maintenance of an effective system of integrated 
governance, risk management and internal controls, across the whole of the Trust’s activities, both 
clinical and non-clinical. 

 
In carrying out this work the Committee primarily utilises the work of Internal Audit and External 
Audit partners and draws on a variety of other independent assurance sources where available and 
relevant. It does not, however, limit itself to these external functions and seeks internal stewardship 
contributions when appropriate as part of the triangulation or validation process.  Effectiveness of 
these controls is evidenced through the Committee’s use of CWP’s Corporate Assurance 
Framework (CAF) which guides the scheduling of its work priorities throughout the year and that of 
the assurance functions that report to it. 

4. Work of the Committee 

a. Governance, Risk Management and Internal Control 

During 2016/17, the Committee has continued to focus on the work of the internal and external audit 
teams including anti- fraud and the implementation of the Trust’s Integrated Governance strategy 
(means of internal control and risk management).  During this time, the Committee has reviewed 
relevant disclosure statements including the Annual Governance Statement (AGS), the Director of 
Audit Opinion, and other appropriate assurances that confirm that the AGS is consistent with the 
Audit Committee’s view on the Trust’s system of internal control. Accordingly the Audit Committee 
will commend the Annual Governance Statement for Board approval as part of the process to 
approve the Annual Report, Accounts and Quality Account.  

The Committee considers that it has fully and effectively discharged its duties under the Terms of 
Reference extended to it by the Trust Board. The terms of reference are reviewed annually and 
were most recently reviewed at the March 2017 meeting and approved in May 2017.   

The Committee approved its detailed annual business cycle for the year 2016/17 at its meeting in 
March 2016 and completed all areas of work by the year end. Actions arising from the Committee’s 
work were delegated according to the area of operational responsibility and monitored for 
implementation and effect through a programme of follow-up reports and updates at each 
subsequent meeting. 
 
The Committee’s opinion on the adequacy of the Trust’s systems of Internal Control is based upon 
the following further assurances: 

 
• Quarterly review of the corporate assurance framework and strategic risk register 
• Receipt of minutes from Operational Board and Quality Committee for escalation of 

any matters of risk  
• Review of financial statement risks 
• Approval of changes to the Corporate Governance Manual 
• Approval of the Annual Report,  Accounts and Quality Account  
• Healthcare Quality Improvement Programme review 
• Assurances on any potential breaches to the Licence 
• Receipt of statutory registers 
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Accordingly, the Committee is able to provide a Positive Opinion to the Board and the Accounting 
Officer as to the adequacy of the Trust’s underlying system of Internal Controls. 

b. Internal Audit  

Internal Audit services in the period have been delivered by Mersey Internal Audit Agency (MIAA), 
an independent NHS organisation. 
 
The MIAA Audit Opinion for the year to 31st March 2016, reported to the Committee on 3rd May 
2017 was that “Significant Assurance can be given that there is a generally sound system of 
internal control designed to meet the organisation’s objectives and that controls are generally being 
applied consistently.  
 
In 2016/17, 13 audits were undertaken which provided an assurance opinion. 12 were found to be 
significant assurance and 1 was limited assurance.  MIAA have also have undertaken advisory 
reviews such as the cyber security baseline technical controls assessment and a review of Complex 
Case Management  (Out of Area Placements) and as such these provided guidance to the trust on 
future actions but did not  provide with a specific level of assurance. 
 
Where recommendations made by Internal Audit are classified as ‘high’ risk (posing threat to 
achievement of Trust objectives), additional formal monitoring / scrutiny of effective implementation 
is undertaken by the Audit Committee via a process involving MIAA follow-up audits within a 
timeframe agreed by Audit Committee.  
  
The Committee approved the Internal Audit plan for 2016/17 at its meeting on 3rd May 2016 and 
subsequently during the course of the year has received regular progress reports from MIAA on its 
delivery.  Following receipt of the reports, the Committee has directed audit resources to complete 
follow-up reviews and to perform detailed reviews into specific issues and high risk areas where 
considered necessary.   
 
Additionally, to support the Committee’s control of implementation of key actions, a rolling schedule 
of action points is reviewed and updated at the start of every meeting. 
 
The Internal Audit Plan work programme is informed by, and constructed through, a combination of 
intelligence gathering around both organisational and clinical risk issues as determined by the Trust 
Risk Register and Assurance Framework. Contribution to the formulation and finalisation of the Plan 
is sought from Executive Directors together with Medical Directors and other senior Clinical leads. 
The Non-Executive Chair of the Trust’s Quality Committee plays a key role in shaping the work 
programme to reflect the Board’s agreed Quality priorities and as an invitee to and participant in 
meetings of the Audit Committee. From May 2017, the Chair of the Quality Committee will be a 
formal member of the Audit Committee.     
 
The Internal Audit Plan for 2017/18 was compiled using the iterative process described above 
during the first months of 2017 and in its finalised form was approved by Committee at the meeting 
on 3rd May 2017. 
 
The Audit Committee is satisfied that the programme of reviews for the coming year adequately 
addresses the strategic priorities of the Trust, is driven by the Board assurance framework and 
reflects an appropriate balance between clinical and operational (including financial) risk factors. 
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c. External Audit  

An “unqualified” opinion on the Trust’s Financial Accounts for the year ended 31st March 2016 was 
provided to the Committee (and Board) in May 2016 by the external auditors – KPMG LLP. The 
auditors also reviewed and provided an Audit Opinion on the Trust’s Quality Account – termed a 
“Limited Assurance”. 

 
At the time of writing this report, the audit for 2016/17 is not finalised and no formal Opinion can yet 
be issued. Notwithstanding, no matters of concern have been raised to date with the Committee 
regarding either the conduct of the Audit or the nature of findings thus far.  
 
A draft of the Annual Governance Statement was reviewed by the Committee at its meeting on 3rd 
May 2017 for consideration by the Chief Executive.   

A draft of the 2016/17 Accounts was circulated to Audit Committee members in April 2017 for 
comment.  

The Committee discussed and approved the 2016/17 External Audit Plan on 10th January 2017 and 
has received regular updates on progress since that time. 

KPMG continues to contribute to the development of the Committee by alerting members to relevant 
sector developments within the wider accounting and governance arena. KPMG continue to engage 
well with Trust governors.  

There has been no non-audit work undertaken by the external auditors in 2016/17. .  

Following completion of the annual audit 2015/16, Committee members met privately with the 
internal and external auditors to consider the effectiveness and adequacy of access to the required 
Trust staff / records and to review working relationships generally, both between the Audit partners 
themselves and with Trust parties. This meeting also provided the opportunity to consider any 
ongoing issues which might not be raised openly; all parties confirmed that there were no such 
concerns.  

The Internal Audit Manager and the Lead External Auditor are assured of unfettered access to the 
Committee Chair in order to raise any significant issues of concern in confidence and neither had 
cause to do so during the year. 

 
d. Anti- Fraud services   
 
Local Anti-Fraud services in the period continue to be provided by MIAA as a separately 
commissioned and managed service from the Internal Audit function.  

 
During the year the Committee has received updates on ongoing investigations where fraud or 
potential fraud was suspected. The Committee is able to assure the Board that there was no 
evidence of any significant deterioration in the trend of the Trust’s experience of such incidents – 
either in terms of nature or degree of seriousness. Notwithstanding, it remains the case that CWP 
continues to adopt a zero tolerance policy to any situations where fraud is detected with suitable 
sanctions put into effect, including, where appropriate, involvement of the authorities and 
professional bodies. 
 
The Trust’s Fraud, Bribery and Corruption Policy was reviewed and updated during the year.  
 
At its meeting on 28th February 2017, the Committee received and approved the Local Anti- Fraud 
Annual Report for 2016/17. This report noted that during the year, the Local Anti- Fraud Specialist 
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has continued to build on past successes in previous years and promoted a zero tolerance 
approach to fraud, corruption and bribery within the Trust. The report concluded that anti-fraud 
performance in the year provided a robust platform for the future and also acknowledged the 
continued strong effective support from both the Director of Finance and the Audit Committee in 
anti-fraud activity.  
 
The Anti-Fraud Plan for 2017/18 was received and approved by Committee at the meeting on 2nd 
May 2016.  
 
 
 
5. Working with Governors 
Members of the Audit Committee attend the bi-monthly meetings of the Scrutiny subcommittee of 
the Council of Governors to provide an overview and assurances of matters discussed at the Audit 
Committee. Members of this subcommittee regularly attend to observe the Audit Committee as a 
means of additional assurance.  

 
 

6. Committee self-assessment of effectiveness 
 
The Committee’s annual self-assessment was this year incorporated within the work facilitated by 
AQUA and MIAA on the external well led governance review which observed and concluded on the 
operations of the Audit Committee. This included individual interviews with Committee members, 
officers and the external auditor and an observation of an Audit Committee meeting.  
 

 
 

Rebecca Burke-Sharples 
Audit Committee Vice Chair/ Acting Chair        
May 2017  
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Audit Committee 
 

Terms of Reference 
 

1. Constitution 
 
The Board of Directors hereby resolves to establish a Committee to be known as the Audit Committee.  
The Committee is a non-executive Committee of the Board and has no executive powers other than 
those specifically delegated in these Terms of Reference. 
 
2. Duties 
 
The Committee is responsible for: 
 

a. Governance, risk management and internal control 
The Committee shall review the establishment and maintenance of an effective system of 
integrated governance, risk management and internal control across the whole of the Trust’s 
activities (both clinical and non-clinical) that supports the achievements of the Trust’s 
objectives.  It will provide an independent and objective view on internal control and probity.  In 
addition, the Committee will monitor any formal announcements relating to its financial 
performance, reviewing significant financial reports and the judgements contained in them. 
 
In particular the Committee will review the adequacy of: 

• All risk and control related disclosure statements (in particular the Annual Governance 
Statement and declarations of compliance to external bodies), together with any 
accompanying Head of Internal Audit statement, external audit opinion or other 
appropriate independent assurances, prior to endorsement by the Board 

• The underlying assurance processes that indicate the degree of the achievement of 
corporate objectives, the effectiveness of the management of principal risks and the 
appropriateness of the above disclosure statements 

• The policies for ensuring compliance with relevant regulatory, legal and code of conduct 
requirements, licence requirements and related reporting and self-certification 

• Finance-related policies and procedures including Standing Orders, Standing Financial 
Instructions, Scheme of Delegation 

• The policies and procedures for all work related to fraud and corruption as required by 
the NHS Protect. 

• The arrangements by which Trust staff may raise, in confidence, concerns about 
possible improprieties in matters of financial reporting and control, clinical quality, 
patient safety or other matters.  In so doing the Committee’s objective should be to 
ensure that arrangements are in place for the proportionate and independent 
investigation of such matters and for appropriate follow-up action. 

 
In carrying out this work the Committee will utilise the work of internal audit, external audit 
and other assurance functions but will not be limited to these sources.  It will also seek 
reports and assurances from directors and managers as appropriate, concentrating on the 
overarching systems of integrated governance, risk management and internal control, 
together with indicators of their effectiveness.  This will be evidenced through the 
Committee’s use of an effective Assurance Framework to guide its work and that of the 
audit and assurance functions that report to it. 
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b. Internal audit 
The Committee will ensure that there is an effective internal audit function established by 
management that meets public sector internal audit standards and NHS internal audit 
standards and provides appropriate independent assurance to the Audit Committee, Chief 
Executive and Board.  This will be achieved by: 

• Consideration of the provision of the internal audit service, the cost of the audit and any 
questions of resignation and dismissal  

• Review and approval of the internal audit strategy, operational plan and more detailed 
programme of work, ensuring that this is consistent with the audit needs of the Trust as 
identified in the Assurance Framework 

• Consideration of the major findings of internal audit work (and management’s response) 
and ensuring coordination between internal and external auditors to optimise audit 
resources 

• Ensuring that the internal audit function is adequately resourced and has appropriate 
standing within the Trust 

• Annual review of the effectiveness of internal audit. 
• Annual self-assessment of the Committee, facilitated by Internal Audit. 

 
 

c. External audit 
The Committee shall review the independence, objectivity and work of the external auditor 
appointed by the Council of Governors and consider the implications and management’s 
responses to their work.  This will be achieved by: 

• Consideration of the appointment and performance of the external auditor, including 
liaising with and making recommendations to the Council of Governors regarding the 
former 

• The duration of each term will be three years with an option for an additional two years. 
once the term has expired, the appointment must be subject to open tender. 

• Discussion and agreement with the external auditor, before the audit commences, of 
the nature and scope of the audit as set out in the annual plan and ensure coordination 
with internal auditors and with other external auditors in the local health economy 

• Discussion with the external auditors of their local evaluation of audit risks and 
assessment of the Trust and associated impact on the audit fee 

• Review all external audit reports, including the report to those charged with 
governance, agreement of the annual audit letter before submission to the Board and 
any audit work performed outside the annual audit plan, together with the 
appropriateness of management responses 

• Approval of the engagement of the external auditor in respect of non-audit work where 
the cost is over £5,000, taking into account relevant ethical guidance regarding the 
provision of such services.  The Director of Finance will inform the Committee of any 
non-audit engagements below this figure and in all cases the Committee will report 
them to the Council of Governors  

• Annual review of the effectiveness of external audit. 
 

d. Other assurance functions 
The Audit Committee shall review the findings of other significant assurance functions, both 
internal and external to the Trust, and consider the implications to the governance of the Trust.  
It will review, appraise and report in accordance with Government Internal Audit Standards 
(GIAS) and best practice.  These will include, but will not be limited to, reviews and reports by 
Department of Health arms length bodies or regulators/inspectors e.g. Care Quality 
Commission, NHS litigation Authority, etc), professional bodies with responsibility for the 
performance of staff or functions (e.g. Royal Colleges, accreditation bodies, etc), the Local 
Anti-Fraud Specialist (LCFS). 
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In addition the Committee will review the work of other committees within the Trust, whose 
work can provide relevant assurance to the Audit Committee’s own scope of work.  This will 
particularly include the Quality Committee and Operational Board.  With regard to the former 
and issues around clinical risk management the Audit Committee will wish to satisfy itself on 
the assurance that can be gained from the clinical audit function. 
 
The Committee will also review all suspensions of Standing Orders and variation or 
amendment to Standing Orders. 
 
At each meeting, the Committee may wish to review any "red" rated risk from the Risk Register 
and may request it receives a presentation in person from the senior clinical / other 
professional responsible for addressing this particular risk. 

 
The Audit Committee will report to the Board and to the Council of Governors any matters in 
respect of which it considers action or improvement is needed. 
 
e. Anti- fraud 
The Audit Committee shall satisfy itself that the Trust has adequate arrangements in place for 
countering fraud and will approve the appointment of the Local Anti-Fraud Specialist.  The 
Committee will review the outcomes of Anti-fraud work. 
 
f. Management 
The Committee shall request and review reports and positive assurances from directors and 
managers on the overall arrangements for governance, risk management and internal control.  
They may also request specific reports from individual functions within the Trust (e.g. clinical 
audit) as they may be appropriate to the overall arrangements. 
 
g.  Statutory reporting  ( Financial & Quality Accounts ) 
The Audit Committee shall review the Trust’s annual report and associated accounting 
statements before submission to the Board, focusing particularly on: 

• The wording in the Annual Governance Statement  and other disclosures relevant to 
the Terms of Reference of the Committee 

• Changes in, and compliance with, accounting policies, practices and estimation 
techniques 

• Unadjusted mis-statements in the financial statements 
• Major judgemental areas 
• Significant adjustments resulting from the audit 
• Letter of representation 
• Qualitative aspects of  statutory reporting 

 
The Committee shall monitor the integrity of the accounting statements of the Trust and any 
formal announcements relating to the Trust’s reported performance.  The Committee should 
also ensure that the systems for both financial and qualitative reporting to the Board are 
subject to review as to completeness and accuracy of the information provided to the Board. 

 
3. Membership 
 
Membership will be appointed by the Board of Directors from amongst its Non-Executive members 
and will consist of not less than three members, at least one of whom should have recent and relevant 
financial experience.  The Chair of the Quality Committee shall be a member of the Audit Committee  
 
Members can participate in meetings by two-way audio link including telephone, video or computer 
link (excepting email communication).  Participation in this way shall be deemed to constitute 
presence in person at the meeting and count towards the quorum. 
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The  Board will appoint one of the members to be Chair and another Vice Chair from the outset.  The 
Vice Chair will automatically assume the authority of the Chair should the latter be absent.  The Chair 
of the Trust shall not be a member of the Committee. 
 

a. Quorum 
A quorum shall be two members. 
 
b. Voting 
Each member will have one vote with the Chair having a second and casting vote, if required.  
Should a vote be necessary a decision will be determined by a simple majority. 
 
c. Attendance by members 
Members will be required to attend a minimum of 50% of all meetings. The Committee shall be 
able to co-opt further members to the Committee for special purposes.  
 
d. Attendance by officers or others 
Either the Director of Finance or the Deputy Director of Finance and appropriate internal and 
external audit representatives shall normally attend meetings.  At least once a year the 
Committee will meet privately with the external and internal auditors. 
 
The Chief Executive and other executive directors will be invited to attend, particularly when 
the Committee is discussing areas of risk or operation that are the responsibility of that 
director. 
 
The Chief Executive will also be required to attend when the Audit Committee discussed the 
process for assurance that supports the Annual Governance Statement 
 
The Trust’s Head of Corporate Affairs will be Secretary to the Committee and will attend to take 
minutes of the meeting and provide appropriate support to the Chair and the Committee 
members. 
 
Officers of the Trust will be invited to attend the meeting as appropriate when an issue relating 
to their area of operation or responsibility is being discussed. 
 
Governors may be invited to observe meetings of the Audit Committee.  
 

 
4. Accountability and reporting arrangements 
 
The Audit Committee will be accountable to the Board of Directors. 

 
The minutes of the Audit Committee will be formally recorded and submitted to the Board of Directors.  
The Chair of the Audit Committee shall draw to the attention of the Board of Directors any issues that 
require disclosure to it, or require executive action. 
 
The Audit Committee will refer to the other two Board governance Committees (the Quality Committee 
and the Operational Board) matters considered by the Committee deemed relevant for their attention.  
The Committee will consider matters referred to it by those two governance Committees. 
 
The Audit Committee will receive reports from the Quality Committee regarding assurances relating to 
the effective operation of controls and in the event of a significant risk arising, the risk will be reported 
as per the Trust’s integrated governance framework and risk management processes.   
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The Committee will report to the Board annually on its work and performance in the preceding year 
and, as part of this report, will provide commentary in support of the Annual Governance Statement, 
specifically dealing with the fitness for purpose of the Assurance Framework, the completeness and 
embeddedness of risk management in the Trust, the integration of governance arrangements and the 
appropriateness of the evidence compiled to demonstrate fitness to register with the Care Quality 
Commission and the robustness of the processes behind the quality accounts. 
 
Trust Standing Orders and Standing Financial Instructions apply to the operation of the Audit 
Committee. 
 
5. Frequency  
 
Meetings will normally be held bi-monthly. 
 
The external auditor or Head of Internal Audit may request a meeting if they consider that one is 
necessary. 
 
6. Authority 
 
The Audit Committee is authorised by the Board of Directors to investigate any activity within its Terms 
of Reference.  The Committee is authorised to seek any information it requires from any employee 
and all employees are directed to cooperate with any request made by the Committee. 
 
The Committee is authorised by the Board to obtain outside legal or other independent professional 
advice and to secure the attendance of outsiders with relevant experience and expertise, subject 
always to compliance with Trust delegated authorities. 
 
7. Monitoring effectiveness 
 
The Committee will undertake an annual review of its performance against its duties in order to 
evaluate its achievements. 
 
8. Administration 
 
The Committee shall be supported administratively by the Company Secretary whose duties in this 
respect will include: 
 

• Agreement of the agenda with the Chair 
• Collation and review of reports 
• Distribution of agenda and reports to members in accordance with the Trust’s corporate 

governance standards 
• Taking the minutes of the meeting 
• Preparing a record of actions 
• Advising the Committee on pertinent areas. 

 
9. Review 
 
These terms of reference will be reviewed at least annually by the Committee. 
 
Date reviewed by Committee   March 2016 
Date approved by Board of Directors   May 2016 
Review date  March 2017 
  
10. Version control 
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Version 
control 

Date Comments  

1 7 July 2010  Amends made by Audit Committee members and by Company 
Secretary following review of (as yet unpublished) Department 
of Health Audit Committee Handbook 2010 

2 26 July 2010  Amends made by Audit Committee members and Deputy 
Director of Finance 

3 27 July 2010 Further amends made by Audit Committee members 
 

4 4 May 2011 Further amends made by Audit Committee members 
5 6 March 2012 Further amends made by Audit Committee members 
6 5 March 2013 Reviewed by Audit Committee 
7 1st May  2014 Reviewed by Audit Committee, amendments agreed 
8 5th May 2015 Reviewed by Audit Committee, amendments agreed (references 

to anti-fraud and annual governance statement) 
9 1st March 2016 Amendment to section 2a.  
10 5th July 2016 Addition of co-option of members to membership section.  
11 2nd May 2017 Amendments made as follows: 

• Requirement for Chair of Quality Committee to be a 
formal member of the Audit Committee 

• Addition of Audit Committee Chair to have ‘recent and 
relevant financial experience.’ 

• Removal of reference to Operational Board in section 2a 
• Addition of reference to Licence requirements in section 

2a. 
• Addition of Governor attendance in section 3d.  
• Addition of reference to Quality Committee reporting in 

section 4.  
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CHAIR’S REPORT – 
QUALITY COMMITTEE 

3 MAY 2017  
 

The following issues and exceptions were raised at the Quality Committee, which require escalation to the 
Board of Directors: 
 

 Strategic risk register 
A new risk of lack of training in respect of mandatory Autism training requirements as per the Autism Act and 
related guidance including MHA Code of Practice and the Care Act was agreed at Operational Board in April 2017 
and approved for inclusion on the strategic risk register.  It will be led by Education CWP and the National Autism 
Champion, with a completion date target of the end of October 2017.  Two risks have been archived on the basis 
that continuous quality improvement approaches are in place and are demonstrably sustaining mitigation of these 
risks at a tolerable level.  These are the risk of avoidable falls resulting in harm for specific vulnerable patients and 
the risk of harm to vulnerable patients in the event of failure to identify deteriorating physical health.  Both are being 
monitored and will be escalated back to the register as required.  In relation to the latter risk, the Patient Safety & 
Effectiveness Sub Committee has commissioned work to understand current themes in relation to physical health 
(from learning from experience sources) and this will inform specific risks which might need to be modelled. 
Exceptions where risk updates and actions are outstanding were noted by the Quality Committee and 
these are being addressed by the risk owners and leads, managed through the integrated governance 
structure, and will be reported to the Board of Directors as part of the strategic risk register and corporate 
assurance framework being presented at July’s meeting. 

 

 Annual review of effectiveness of the Quality Committee 
The Quality Committee has undertaken an in-depth review of its effectiveness throughout 2016/17.  This has 
resulted in an update to the terms of reference for 2017/18, which includes ensuring that the agenda is structured 
to ensure it seeks assurance around quality of care as per NHS Improvement’s Single Oversight Framework. 
The Board is asked endorse the approval of the Quality Committee’s terms of reference for 2017/18. 

 

 Nasogastric (NG) tube misplacement 
On behalf of the Board of Directors, the Quality Committee revisited the current controls and assurances in line 
with the NPSA alert: NHS/PSA/RE/2016/006 around the continuing risk of severe harm associated with misplaced 
NG tubes.  The Board of Directors, at its previous meeting in public, noted the assurance received by the Quality 
Committee that sufficient support and clinical governance arrangements are in place to comply with this NPSA 
alert.  However, subsequent to this, all NHS trusts received a letter from NHS England and NHS Improvement 
requesting confirmation of compliance with the alert.  Whilst CWP has confirmed this, the Trust is acquiring 
additional assurances in relation to standardised procurement of pH test strips. 
The Board of Directors is asked to note the further assurance being sought in relation to this NPSA alert.  
Any gaps will be escalated on an exceptional basis. 

 

 Psychosis quality performance 
A presentation was received to share CWP’s performance in relation to meeting quality and access standards in 
each of its early intervention locality teams.  The benchmarking received was based on team-led self-assessments.  
These show areas where all and individual teams are performing well, and areas for improvement, such as the 
offer of family intervention/ therapy.   
The benefits of re-instating a network meeting were discussed, that will take forward quality improvement 
approaches in areas where this is scope to improve or where teams can learn from each other. 
 

 Quality Account 2016/17 
The Board of Directors is receiving the Quality Account as a component of CWP’s annual report at today’s 
meeting.  This year the Quality Account includes locality level data based on feedback from stakeholders last year 
to allow for more scrutiny of the Trust’s quality performance at the level of the different communities that the Trust 
serves.  Overall CWP is performing well in relation to the mandated areas of quality that it is required to report on, 
including significant improvements made against its own quality improvement priorities.   
The Board is asked to endorse the Quality Account (as part of the annual report) at today’s meeting. 

 

Jim O’Connor 
Non Executive Director/ Chair, Quality Committee 

CHAIR’S REPORT – QUALITY COMMITTEE 3 MAY 2017  
Page 1 



 

 
 
 

QUALITY COMMITTEE 
 

Terms of Reference 
 
1. Constitution 
 
The Board of Directors hereby resolves to establish a committee to be known as the Quality 
Committee. 
 
2. Duties 
 
The Quality Committee is responsible for receiving assurance on organisational quality governance 
and ensuring that that the strategic priorities for quality improvement are identified, implemented and 
monitored.  The Quality Committee has delegated responsibility from the Board of Directors for 
monitoring strategic risks within the organisation.  The Quality Committee’s duties can be categorised 
as: 
 
a) Receiving assurance on organisational quality of care, aligned to the national “Single Oversight 

Framework”, across the domains of safe, effective, caring and responsive services. 
b) Identifying the strategic priorities in relation to quality improvement as per the Trust’s Zero Harm 

strategy, including those required on an annual basis as part of the regulatory Quality Account, 
and oversight of the implementation of these strategic priorities. 

c) Receiving assurance on the clinical and quality impact of the delivery of: 
i. the priority services described in the operational plan 2017/19 (routine reporting of activity); 
ii. all current services (exception reporting of real/ near-real time issues); and 
iii. financial decisions within the Trust (exception reporting of impact of efficiency schemes). 

d) Review of the Trust’s Quality Account and recommending its approval to the Board of Directors. 
e) Oversight of the quality schedules (including CQUINs) of the Trust’s contracts with commissioners, 

including ensuring that any escalated issues are addressed or referred to the Board of Directors as 
appropriate.  

f) Ensuring that the patient safety agenda is implemented throughout the Trust.  This includes: 
 Updates from patient safety initiatives, including thematic reports as an output of implementing 
 the Trust’s safety management system. 
 Oversight of serious incident management processes, including response to Regulation 28 
 reports. 
 Oversight of complaints and claims processes. 
 Monitoring of the Trust’s risk register processes. 
 Receipt of assurance in relation to whether the Trust is learning from past harm and integrating 
 best practice, through receipt of the Learning from Experience report and Quality Improvement 
 report. 

g) Ensuring that the clinical effectiveness agenda is implemented throughout the Trust.  This 
includes: 
 Updates from clinical effectiveness initiatives. 
 Through service-level outcome reporting, receipt of assurance in relation to whether the Trust 
 adheres to best practice and evidence based best practice (NICE guidance including quality 
 standards, Royal College standards etc.). 
 Through service-level outcome reporting, monitoring the processes around outcome/ impact/ 
 variance measurement against care pathways. 

h) Ensuring that the patient and carer experience agenda is implemented throughout the Trust.  This 
includes: 
 Updates from the implementation of the person-centred framework. 
 Updates on progress with the involvement and volunteering agenda. 
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 Oversight of PALS processes. 
 Receipt of assurance in relation to whether the Trust is learning from patient and carer 
 experience initiatives, through receipt of the Learning from Experience report and Quality 
 Improvement report.  
 Receipt of the CQC community mental health survey results. 

i) Receiving, monitoring and seeking assurance of (including through improvement plans) 
service-level quality performance as presented in aggregated quality data sets (service-level 
locality data packs).  These will be directly linked to supporting assurance requirements associated 
with the above three duties. 

j) Monitoring and reporting on the Trust’s delivery of integrated governance, exercising oversight of 
the systems and escalating any matters of concern as appropriate.  

k) Seeking assurances that the Trust complies with external regulations and standards of quality and 
governance, including Care Quality Commission registration requirements. 

l) Receiving reports from the Board of Directors and Operational Board for information, context, 
assurance and/ or action as appropriate. 

m) Approving the terms of reference and membership of its reporting sub committees and overseeing 
the work of those sub committees, receiving reports from them for consideration and action as 
necessary and routinely receiving the Chair’s reports of their meetings. 

n) Receiving and reviewing the corporate strategic risks (including those referred from other 
committees which are concerned with quality matters) allocated to the Quality Committee, 
monitoring progress made in mitigating those risks, identifying any areas where additional 
assurance is required and escalating to the Board of Directors as agreed by Quality Committee 
members. 

  
3.  Membership 
 
Membership will be appointed by the Board of Directors and will consist of the following: 

 
i. Non Executive Director (Chair) 
ii. Two additional Non Executive Directors (one of whom shall be Vice Chair) 
iii. +Lived Experience Advisor 
iv. Chief Executive (Accountable Officer) 
v. Medical Director (Quality) 
vi. Medical Director (Effectiveness and Medical Staffing) 
vii. +Director of Finance  
viii. Director of Nursing, Therapies & Patient Partnership 
ix. *Director of Operations  
x. +Director of People & Organisational Development 
xi. *Associate Director of Nursing & Therapies (Mental Health) 
xii. *Associate Director of Nursing & Therapies (Physical Health)/ Director of Infection Prevention 

and Control (DIPC) 
xiii. *Locality Clinical Directors 
xiv. *Locality Service Directors  
xv. Associate Director of Safe Services 
xvi. Associate Director of Effective Services 
xvii. Associate Director of Patient & Carer Experience 
xviii. +Head of Clinical Governance 
xix. +Head of Compliance 
xx. Clinical Expert Champion for Zero Harm 
 
*or their nominated representative who will be sufficiently senior and have the authority to make 
decisions 
+responsive attendance based on agenda 
(otherwise core members) 
 
If core members cannot attend meetings, they must ensure that a nominated deputy attends.   
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The following individuals may be in attendance at meetings: 
Committee Secretary 
Governors   
 
Members can participate in meetings by two-way audio link including telephone, video or computer 
link (excepting email communication).  Participation in this way shall be deemed to constitute 
presence in person at the meeting and count towards the quorum. 
 
The Board of Directors will appoint one of the members to be Chair and another Vice Chair from the 
outset.  The Vice Chair will automatically assume the authority of the Chair should the latter be absent. 
 
a. Quorum 

A quorum shall be 50% of core membership including the Chair or Vice Chair, two Executive 
Directors, two Non Executive Directors (which can include the Chair) and a representative from 
each CWP locality. 
 

b. Voting 
Each member will have one vote with the Chair having a second and casting vote, if required.  
Should a vote be necessary, a decision will be determined by a simple majority. 
 

c. Attendance by members 
Core members identified above will be required to attend a minimum of 50% of all meetings in-
year, this is in addition to the requirement to ensure that a nominated deputy attends.   
 

d. Attendance by officers 
Officers and staff of the Trust will be invited to attend the meeting as appropriate when an issue 
relating to their area of operation or responsibility is being discussed. 

 
4.  Accountability and reporting arrangements 
 
The Quality Committee will be accountable to the Board of Directors. 

 
The minutes of the Quality Committee will be formally recorded and submitted to the Board of 
Directors.  The Chair of the Quality Committee shall draw to the attention of the Board of Directors any 
issues that require disclosure to it, or require executive action, via a Chair’s report. 
 
Approved minutes will also be circulated to the Audit Committee and Operational Board for 
information. 
 
Members of the Quality Committee will provide reports to the Audit Committee on assurances relating 
to the effective operation of controls and in the event of a significant risk arising, the risk will be 
reported as per the Trust’s integrated governance framework and risk management processes.   
 
5.  Frequency  
 
Meetings shall be held every two months, with at least 5 meetings per year, and additional meetings 
may be arranged from time to time, if required, to support the effective functioning of the Trust. 
 
6. Authority 
 
The Quality Committee is authorised by the Board of Directors to investigate any activity within its 
terms of reference.  It is authorised to seek any information it requires from any employee and all 
employees are directed to co-operate with any request made by the Quality Committee. 
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The Quality Committee is authorised to obtain legal or other independent professional advice and to 
secure the attendance of other parties with relevant experience and expertise to facilitate its 
understanding of the issues if it considers necessary. 
 
7.   Monitoring effectiveness 
 
The Committee will undertake an annual review of its performance against its duties in order to 
evaluate its achievements. 
 
8.   Administration 
 
The Committee shall be supported administratively by a member of the corporate affairs/ board 
support team, whose duties in this respect will include: 
 
• Agreement of the agenda with the Chair 
• Collation and review of reports 
• Distribution of agenda and reports to members in accordance with the Trust’s corporate 

governance standards 
• Taking the minutes of the meeting 
• Preparing a record of actions 
• Advising the Committee on pertinent areas 
 
9.   Review 
 
These terms of reference will be reviewed at least annually by the Committee. 
 
Date reviewed by Committee 3 May 2017 
Date approved by Board of Directors 31 May 2017 (pending) 
Review date As per 2018/19 business cycle 
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Annual review of the effectiveness of the 
Quality Committee 

2016/17   
1. Review 
 Duties (as set out in the terms of reference) What went well  

(consider outcomes and impact) 
Gaps/ areas for improvement 
(consider outcomes and impact) 

1 Receiving assurance on organisational quality 
governance, aligned to the national “quality 
governance framework”, to inform and provide 
integrity to the Board of Directors’ quarterly self-
assessment assurance framework. 
 

With the exception of the May meeting (when 
this duty was approved), all subsequent 
agendas were structured to deliver against this 
duty. 

The Board of Directors is not now required to 
undertake a quarterly self-assessment of it’s 
quality governance arrangements, following the 
introduction of the “Single Oversight Framework” 
by NHS Improvement.  This duty should be 
amended and the business cycle updated to 
reflect the requirement so this framework in 
assuring around quality of care through the 
stated four domains “safe”, “effective”, “caring” 
and “responsive”. 

2 Identifying the strategic priorities in relation to 
quality improvement and oversight of the 
implementation of these strategic priorities. 

Approval of the Quality Account and quality 
improvement priorities 2016/17, underpinned by 
Zero Harm/ continuous improvement plans to 
improve safety and effectiveness of care with 
good experience.  Oversight of implementation 
received via Quality Improvement Reports and 
Zero Harm implementation plan updates 
demonstrating sound progress/ impact.  Third 
year outcomes were reported to the Board of 
Directors by the Associate Director of Safe 
Services.  

The Quality Committee should receive 
assurance that locality representatives at the 
meeting have ensured that strategic priorities 
that it identifies are articulated and 
communicated effectively to the frontline so that 
there is shared understanding, for example in-
year threats to achievement of priorities around 
increasing the proportion of low harm incident 
reporting numbers and increasing the 
implementation of the Friends and Family Test.  

3 Receiving assurance on the clinical and quality 
impact of the delivery of: 
i. the priority services described in the 
operational plan 2016/17 (routine reporting of 
activity); 
ii. all current services (exception reporting of 
real/ near-real time issues); and 
iii. financial decisions within the Trust (exception 
reporting of impact of efficiency schemes/ cost 

 With the exception of the May meeting (when 
this duty was approved), all subsequent 
agendas were structured to receive 
assurance on the priority services described 
in the operational plan 2016/17. 

 Exception of real/ near-real time issues has 
been received, latterly through a new agenda 
item to review positive and negative variance 
areas within each locality based on team-

Exception reporting of the impact of efficiency 
schemes/ cost improvement programmes has 
received nil returns at each meeting.  This is an 
area for improvement and should include a focus 
on aggregated impact over time.  The Learning 
from Experience report for trimester 3 has 
looked to review this in relation to community 
mental health services and will develop this 
analysis throughout 2017/18. 
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 Duties (as set out in the terms of reference) What went well  
(consider outcomes and impact) 

Gaps/ areas for improvement 
(consider outcomes and impact) 

improvement programmes). level and aggregated locality data packs. 
4 Review of the Trust’s Quality Account and 

recommending their approval to the Board of 
Directors. 
 
 

Review of the Quality Account and quality 
improvement priorities 2016/17, underpinned by 
Zero Harm/ continuous improvement plans to 
improve safety and effectiveness of care.  
Informed in-year by updates from the tri-annual 
Quality Improvement Reports and other Quality 
Committee business. Subsequent Board 
approval of Quality Account. 

 There should be a greater focus on impacts 
and outcomes in the Quality Account 
2017/18. 

 Ensure that the goal driven quality 
improvement measures each report their 
progress as quality improvement projects. 

5 Oversight of the quality schedules (including 
CQUINs) of the Trust’s contracts with 
commissioners via minutes and/ or reports from 
the Patient Safety and Effectiveness Sub 
Committee, Compliance, Assurance & Learning 
Sub Committee, Safeguarding Sub Committee, 
the Infection, Prevention & Control Sub 
Committee and Patient and Carer Experience 
Sub Committee, including ensuring that any 
escalated issues are addressed or escalated to 
the Board of Directors as appropriate. 

Specific reporting against the quality schedules 
(particularly CQUINs) of the Trust’s contracts 
with commissioners was introduced in 2016/17.  
The Associate Director of Effective Services has 
reported quarterly to the Quality Committee. 

The quarterly report might consider inclusion of 
more assurance/ exception reporting in relation 
to the wider quality schedule content. 

6 Ensuring that the patient safety agenda is 
implemented throughout the Trust.  This 
includes: 
 Updates from patient safety initiatives, 

including thematic reports as an output of 
implementing the Trust’s safety 
management system. 

 Oversight of serious incident management 
processes, including response to Regulation 
28 reports. 

 Monitoring of the Trust’s risk register 
processes. 

 This is predominantly achieved through the 
receipt of assurances from the Patient Safety 
& Effectiveness Sub Committee.  The sub 
committee submitted its Chair’s reports in full 
throughout the year to update on patient 
safety matters. 

 The Quality Committee has received a 
number of updates on development of the 
processes around serious untoward incident 
management processes, especially through 
the Learning from Experience report, 
updates on the Trust’s response to CQC 
report “Learning, accountability and 
candour”, and a specific report on the LeDeR 
programme in January. 

 Each meeting receives the up-to-date 
strategic risk register with allocated time for 

None identified. 
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 Duties (as set out in the terms of reference) What went well  
(consider outcomes and impact) 

Gaps/ areas for improvement 
(consider outcomes and impact) 

discussion of the register to inform the 
update of the corporate assurance 
framework to the subsequent meeting of the 
Board of Directors.  In March, the Quality 
Committee received an in-depth review of a 
strategic risk (ligature risk management). 

 A thematic report on the Trust’s safety 
management system was received in March. 

 In January and March, oversight of the 
response of two Regulation 28 reports was 
received. 

7 Ensuring that the clinical effectiveness agenda 
is implemented throughout the Trust.  This 
includes: 
 Updates from clinical effectiveness 

initiatives. 
 Receipt of assurance in relation to whether 

the Trust adheres to best practice and 
evidence based best practice (NICE 
guidance including quality standards, Royal 
College standards etc.). 

 Monitoring the processes around outcome/ 
impact/ variance measurement against care 
pathways. 

 This is predominantly achieved through the 
receipt of assurances from the Patient Safety 
& Effectiveness Sub Committee.  The sub 
committee submitted its Chair’s reports in full 
throughout the year to update on clinical 
effectiveness matters. 

 Presentations were also received throughout 
the year relating to clinical effectiveness. 

 

 More robust receipt of assurance around 
compliance with NICE guidance (including 
quality standards) and evidence-based best 
practice reporting, as well as outcomes/ 
variance reporting against care pathways, 
has been identified as part of the annual 
review of effectiveness of the Patient Safety 
& Effectiveness Sub Committee.  Plans to 
improve performance against this duty 
include the Head of Effectiveness now taking 
a lead on NICE guidance reporting and as 
this progresses, information should be 
included in the locality data packs. 

 Presentations should continue to be 
scheduled and received in-year to receive 
information around outcomes and 
performance against care pathway 
standards. 

8 Ensuring that the patient and carer experience 
agenda is implemented throughout the Trust.  
This includes: 
 Updates from patient and carer experience 

initiatives. 
 Oversight of complaints, PALS and claims 

processes. 
 Receipt of assurance in relation to whether 

 This is predominantly achieved through the 
receipt of assurances from the Patient & 
Carer Experience Sub Committee (from July 
onwards).  The sub committee submitted its 
Chair’s reports in full throughout the year.   

 The Quality Committee has received the 
Learning from Experience report (including 
updates on complaints, PALS and claims) 

Oversight of the involvement and engagement 
agenda, person-centred framework, and receipt 
of the community mental health survey results 
have been added to the business cycle for 
2017/18. 
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 Duties (as set out in the terms of reference) What went well  
(consider outcomes and impact) 

Gaps/ areas for improvement 
(consider outcomes and impact) 

the Trust is learning from patient and carer 
 experience initiatives, through receipt of 
the Learning from Experience report and 
Quality Improvement report. 

and Quality Improvement Report as per 
business cycle throughout the year.  These 
have demonstrated a number of positive 
impacts and outcomes. 

9 Receiving, monitoring and seeking assurance of 
(including through improvement plans) service 
level quality performance as presented in 
aggregated quality data sets (service-level 
locality data packs).  These will be directly 
linked to supporting assurance requirements 
associated with the above three duties. 

With the exception of the May meeting (when 
this duty was approved), all subsequent 
agendas were structured to deliver against this 
duty. 

The services/ Quality Committee could provide/ 
request more evidence of quality improvement 
approaches to improving team and service level 
quality performance. 

10 Monitoring and reporting on the Trust’s delivery 
of integrated governance, exercising oversight 
of the systems and escalating any matters of 
concern as appropriate.  

The Quality Committee approved the integrated 
governance strategy in September.  Sound 
implementation has been demonstrated through 
the business cycle and also through regular 
referrals and receipts of matters to the 
Operational Board. 

Oversight of integrated governance at other 
corporate meetings requires strengthening.  The 
Medical Director (Quality) and Associate Director 
of Safe Services plan to meet with Chairs of 
these meetings to promote delivery of integrated 
governance. 

11 Seeking assurances that the Trust complies 
with external regulations and standards of 
quality and governance, including Care Quality 
Commission registration requirements. 

 The Trust has been compliant with the main 
external regulations and standards of quality 
and governance throughout 2016/17.  The 
Quality Committee’s business cycle allows 
for receipt of exception reports where there 
is potential for or actual breach to such 
standards.  This has included the CQC re-
inspection of mental health services 
regulatory actions in November by 
presentation of quality governance themes 
identified by the Associate Director of Safe 
Services. 

 For information and context to the wider 
regulatory compliance agenda, two way 
communication (i.e. from Board to Quality 
Committee) has improved Quality 
Committee’s assurance, with the Chair 
summarising relevant quality matters 
discussed.  Additionally, communication of 
matters between the Operational Board and 

None identified.  
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Quality Committee has also continued to be 
strengthened through each agenda allowing 
for discussion of these matters (see duty 
number 10). 

12 Receiving reports from the Board of Directors 
and Operational Board for information, context, 
assurance and/ or action as appropriate. 

At each meeting, the Chair of the Quality 
Committee as an attendee of the Board of 
Directors has drawn out Quality Committee 
pertinent areas that were discussed for the 
attention of the Quality Committee membership. 

None identified. 

13 Approving the terms of reference and 
membership of its reporting sub committees and 
overseeing the work of those sub committees, 
receiving reports from them for consideration 
and action as necessary and routinely receiving 
the Chair’s reports and minutes of their 
meetings. 
 

The business cycle was followed appropriately 
and compliance with this duty demonstrated.   

None identified. 

14 Receiving and reviewing the corporate strategic 
risks (including those referred from other 
committees which are concerned with quality 
matters) allocated to the Quality Committee, 
monitoring progress made in mitigating those 
risks, identifying any areas where additional 
assurance is required and escalating to the 
Board of Directors as agreed by Quality 
Committee members. 

The business cycle was followed appropriately 
and compliance with this duty demonstrated.  
See also duty number 6 above. 
 

Receipt of exception reporting against 
outstanding risk mitigation treatment action 
plans to ensure greater oversight of threats to 
non-achievement of mitigation of risks to the 
Trust’s strategic objectives. 
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