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WIGAN BOROUGH CLINICAL COMMISSIONING BOARD MEETING 
 

TUESDAY 26 March 2013, 1.30pm 
MEETING ROOM 17, WIGAN LIFE CENTRE 

 
AGENDA 
PART 1 

 
Agenda Item Time Presenter Paper/ 

Verbal 
Action 

Required 

 
1 

 
Chairman’s Welcome 
 

 
1.30pm 

 
Tim Dalton 

 
Verbal 

 
Information 

 
2 

 
Apologies For Absence 
 

  
Tim Dalton 

 
Verbal 

 
Information 

 
3 

 
Declarations Of Interest 
(Individuals will declare any interest that they 
have, in relation to a decision to be made in the 
exercise of the commissioning functions of 
WBCCG, in writing to the governing body, as soon 
as they are aware of it and in any event no later 
than 28 days after becoming aware.) 
 

  
All 

 
Verbal 

 
Information 

 
4 

 
Minutes Of Previous WBCCG Board 
Meeting held on 22.1.13 
 
Notes from Corporate Objectives 
Meeting Held on 26.2.13 In Place Of 
Public Board 
 

 
 

 
All 

 
Paper 

 
Approval 

 
5 

 
Actions/Decisions Log From Previous 
CCG Board Meeting 22.1.13 

 
 
 

 

 
All 

 
Paper 

 
Approval 

 
6 

 
Questions From Members Of The 
Public 
 

 
1.35 pm

  
Verbal 

 

 
7 

 
New Business 
 
 

 
1.40 pm

 
 
 

  

  
7.1 

 
CAMHS’ Visioning Paper 
 

  
Trish 

Anderson 
(Sue Elliott) 

 
Paper 

 
Approval 



 
 
 

2 
 

 
 7.2 Assisted Conception Update  Trish 

Anderson 
Paper Approval

  
7.3 

 
PCT Closedown 
 

  
Julie 

Southworth 

 
Verbal 

 
Update 

  
7.4 

 
Briefing Paper: 
Report of the Mid Staffordshire NHS 
Foundation Trust 
Public  Inquiry - Published   
6 February 2013 
(Francis Report) 
 

  
Julie 

Southworth 
 

 
Paper 

 
Update 

 
8 

 
Strategic Business Items 
 

 
2:10 pm

   

  
8.1 
 

 
Chief Officer’s Report 

 Greater Manchester Wide 
Issues 
 

  
Trish 

Anderson 

 
Verbal 

 
 

Information 

  
8.2 

 
Finance  

i. Month 11  Finance Update 
ii. Month 11 QiPP Report 
iii. Month 10 Performance 

Report 
iv. CCG Financial Plan 

2013/14 and QiPP Financial 
Plan 2013/14 
 

  
Mike Tate 

 

 
Paper 

 
 

Information 

  
8.3 

 
WBCCG Board Assurance 
Framework 
 

  
Julie 

Southworth 
 

 
Paper 

 
Information 

 
9 

 
Current Business Issues 
 

 
2:45 pm

   

  
9.1 

 
Atherleigh – February 2013 
 

  
Deepak Trivedi 

 

Paper 
 

Information 

  
9.2 

 
Patient Focus – February 2013 
 

  
Mohan Kumar 

 
Paper 

 
Information 

  
9.3 

 
TABA -  February 2013 
 

  
Ashok Atrey 

 
Paper 

 
Information 
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Date and Time of Next Meeting: Tuesday 23 April 2013, 1.30pm, Meeting 
Room 17, Wigan Life Centre  

  
9.4 

 
WCC -  February 2013 
 

  
Tony Ellis 

 
Verbal 

 
Information 

  
9.5 

 
Wigan North – February 2013 
 

  
Pete Marwick 

 
Paper 

 
Information 

  
9.6 

 
United League -  February 2013 
 

  
Sanjay Wahie 

 
Paper 

 
Information 

  
9.7 

 
Avoidable Infections Report – 
update 
 

  
Chris Sweeney 
(Public Health) 

 

 
Paper 

 
Information 

  
9.8 

 
Chairperson’s Report Corporate 
Governance – February 2013 
 

  
Tony Ellis 

 
Paper 

 
 

Approval 

  
9.9 

 
Chairperson’s Report Finance 
and Performance Committee 
 

  
Mohan Kumar 

 
Paper 

 
Approval 

  
9.10 

 
Chairperson’s Report Service 
Design and Implementation 
Committee 
 

  
Pete Marwick 

 
Paper 

 
Approval 
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Any Other Business (to be accepted at 
the Chair’s discretion 

 
3:30pm 

   



 

 
MEETING: WBCCG Board       Item: 7.1 
 
DATE: 26 March 2013 
 
 
REPORT TITLE: 
 

 
CAMHs Visioning Paper 

 
REPORT AUTHOR: 
 

 
Michael Chew (Service Manager: Targeted and Specialist 
Commissioning, Wigan LA/Wigan Borough CCG)  
 

 
PRESENTED BY: 
 

 
Sue Elliott (Assistant Director: Children’s Health, Wigan 
LA/Wigan Borough CCG) 
 

 
RECOMMENDATIONS/DECISION 
REQUIRED: 
 

Requests support for commissioning intentions 2013/14 

 
EXECUTIVE SUMMARY 
 
The purpose of this paper is to set out a strategic vision for CAMHs in the borough on behalf of the 
CAMHs Partnership, it contains the key commissioning intentions for children’s mental health services 
for 2013/14 and beyond. 

Mental health is a fundamental element of the resilience, health assets, capabilities and positive 
adaptation that enable people to cope, to flourish and to experience good health and social outcomes.   
Yet 1 in 10 children and young people aged 5 - 16 suffer from a diagnosable mental health disorder - 
that is around three children in every school classroom. 

This paper sets out the national and local picture of children’s mental health services, and sets out a 
number of commissioning intentions for addressing the key issues. 

Wigan Borough CCG Board are asked to support the commissioning intentions relating contained in 
section 6 of the document.  In particular these relate to; developing a single point of access, children in 
care, conduct disorders and psychological therapies for long term conditions, as agreed previously by 
the Finance and Performance Committee of the Wigan Borough CCG Board. 

 

 
FURTHER ACTION REQUIRED: 
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A vision for children’s mental health services in Wigan 

 

1. Introduction 
 
1.1 The purpose of this paper is to set out a strategic vision for CAMHs in the borough on 

behalf of the CAMHs Partnership, it contains the key commissioning intentions for 
children’s mental health services for 2013/14 and beyond. 

 
1.2 Responsibility for commissioning a comprehensive Children’s Mental Health service in 

Wigan children is with Wigan Borough Clinical commissioning Group (WBCCG) in 
partnership with the Local Authority.  This responsibility is discharged by an Integrated 
Commissioning Function. 

 
1.3 Approximately £8 million per annum is spent in Wigan to deliver children’s mental health 

services.   
 
1.4 Mental health is a fundamental element of the resilience, health assets, capabilities and 

positive adaptation that enable people to cope, to flourish and to experience good health 
and social outcomes.  Improving mental health brings significant benefits for health and 
quality of life, for individuals and for communities; these benefits are not only or 
necessarily the result of absence for mental illness, but are due aspects of positive 
mental health.   Mental health is also a key factor in explaining and predicting outcomes 
and highlights the centrality of emotional well-being to children’s life chances.  

 
2. National Context 
 
2.1 Key data about children’s mental health 
 

 1 in 10 children and young people aged 5 - 16 suffer from a diagnosable mental 
health disorder - that is around three children in every school classroom. 

 Between 1 in every 12 and 1 in 15 children and young people deliberately self-harm 
and around 25,000 are admitted to hospital every year due to the severity of their 
injuries 

 More than half of all adults with mental health problems were diagnosed in childhood. 
Less than half were treated appropriately at the time  

 Nearly 80,000 children and young people suffer from severe depression. 
 Over 8,000 children aged under 10 years old suffer from severe depression. 
 95% of imprisoned young offenders have a mental health disorder.  Many of them 

are struggling with more than one disorder 
 
2.2 Looked After Children 
 

 40% have a diagnosed mental health difficulty  
 54% of the children who started to be looked after in England during the year 1 April 

2010 to 31 March 2011 became looked after because of abuse or neglect. 
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 Some children are remaining in care for longer periods with 13% staying in the care 
system for more than five years.     

 
2.3 Substance Misuse 
 

 The majority of young people accessing specialist drug and alcohol interventions 
have problems with alcohol (37%) and cannabis (53%), requiring psychosocial, harm 
reduction and family interventions, rather than treatment for addiction, which most 
adults but only a small minority of young people require. 

 Most young people need to engage with specialist drug and alcohol interventions for 
a short period of time, often weeks, before continuing with further support elsewhere, 
within an integrated young people’s care plan that incorporates their mental health.  

 
3. National and Local Drivers. 

 
3.1    This visioning paper is directed by a range of factors that are relevant to the national 

policy direction for mental health services, as follows;  
 

 The National CAMHS Review 
 The Mental Health Strategy (DH) 
 Improving Outcomes for LAC (DfE) 
 The Bradley Report (Offending) 
 Substance Misuse. Building Recovery in Communities (NHS) 
 The demise of National Indicators 50, 51 and 115 
 Public sector restructuring and local re-organisation 
 The CAMHs strategy is guided by NICE clinical Guidance and best practice e.g.  

providing psychological therapy within a diabetes pathway 
 
4.      Children’s Mental Health in Wigan 

4.1.   The CAMHs Partnership in Wigan has been responsible for the development of the 

following strategies in the last five years, that have enabled a more robust approach to 

early intervention and prevention in CAMHs.  It is now timely to review these strategies 

and consider the future direction of travel for the CAMHs Partnership. 

 

 The MH Promotion Strategy 2008-12 
 The MH Strategy 2009-13 
 The MH Workforce Development Plan  ( 2010) 

4.2  Wigan dataset 

 
4.2.1    Acute care.  We know that in the period 2010/2011 the rate of alcohol specific 

admissions in under 18s for Wigan was 110.9 admissions per 100,000 population.  
This figure is almost twice the national average for England and significantly higher 
than that of the North West.   Further to this our self harm related admissions in 
Wigan were 219.9 per 100,000, also significantly higher than the National average.  
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4.2.2    Access to CAMHs.  There are challenges to accessing CAMHs in the borough with 
many stakeholders misunderstanding the role of CAMHs and its thresholds.  The 
level of appropriate referrals to CAMHs is regularly reported at 70% of those referrals 
received highlighting this point, and has also been highlighted through Local Case 
Reviews.  

 
4.2.3    Vulnerable Groups.  Numbers of LAC referrals to CAMHs are low as we have only 

had 50 out of a population of 530.  This does not reflect the numbers of these young 
people that national demographic data suggests would require support to build 
resilience in their emotional health.  Further to this National Indicator 58: Emotional 
and behavioural health of looked after children is improving but still below target in 
comparison to national benchmarking. 

 
4.3 Key issues identified by stakeholders 
 
4.3.1    In addition to the areas identified above stakeholders have challenged the availability 

of pathways to support particular conditions.  In particular paediatricians have 
challenged the availability of psychological therapies to support children and young 
people with long term conditions, ADHD and Autistic Spectrum Conditions. 

 
4.3.2    There is also a challenge from Local Authority colleagues about the coordination of 

available resources in the borough to support effective work with families in ADHD 
and Autism, but also in challenging behaviour (in relation to the alignment to 
parenting services).  This is also evident in the provision of Counselling services for 
children, young people and their families. 

 
5. Achievements in Wigan  

5.1    Since 2008 the CAMHs Partnership has worked hard to develop a Comprehensive 
CAMHs system.  The Partnership’s key achievements in that period are as follows; 

 
5.1 Universal Mental Health.  The CAMHs Partnership in Wigan has a strong history of 

supporting the development of universal mental health services in the borough, as can 
be seen from the following activities since receiving TaMHS in 2008; 

 The development of a Mental Health Toolkit to improve the knowledge of practitioners 
in universal services in relation to children’s mental health 

 Appointing 5 locality based leads who will support and enable practitioners to improve 
mental health of children and young people in their locality.  

 Developed Mental Health Standards for Schools to support them in supporting positive 
emotional health and well being in a School environment.  

5.2 Early Intervention.  In addition to this Commissioners have supported the 
development of an early intervention and prevention offer in the borough through the 
following activities; 

 Expanding the Primary Care Mental Health Team offering psychological therapy for 0-
19s.  
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 Providing outreach and liaison and diversion workers to targeted services where there 
are a high number of children with mental health related issues e.g LAC, Young 
Offenders, Young substance misusers. 

5.3  Acute mental health, and transition 

 We have developed early intervention and crisis intervention services (CURT, EDIT 
and EIT) to improve screening and signposting and timely access to appropriate 
services. 

5.4 Secure settings 

 We have developed a comprehensive CAMHs service at Hindley YOI ensuring an 
equitable service for young offenders within the secure estate. 

6.  Opportunities in Wigan 

6.1    Wigan LA, Wigan Borough CCG and partners, have identified the following 
commissioning intentions to improve the CAMHs system.  In challenging financial 
circumstances both organisations have demonstrated their commitment to improving 
mental health by identifying current provision / resources for these projects. 

 
6.2    Universal Services.  Commissioners want to ensure that Mental Health is seen as 

core business for all with a clear understanding of where and what services can be 

delivered and at the appropriate threshold. To ensure workforce development is 

consistent and of a high quality, Mental Health Champions will be identified and trained 

across the children’s workforce to take this agenda forward.  This will include a further 

roll out of the Mental Standards for Schools. 

Grant funding has also been made available for the development of locality based 

projects in universal services that test new ways of working in line with the following 

themes; innovation, personalisation and partnership. 

6.3   Counselling redesign.  The Partnership has identified the need for a coherent 

counselling offer to children and families that is understood by stakeholders with clear 

access points, linked to a continuum of tier 2 provision offering a range of different 

psychological therapies.  

6.4    Single Point of Access to the CAMHs System.  Commissioners are seeking to 

improve access and patient flows to children’s mental health services, clarify and 

streamline the system for stakeholders and ensure robust safeguarding arrangements 

by developing a single point of access in the CAMHs system in the tier 2 service. 

6.5    Locality based Looked After Children’s (LAC) Nursing Team.  To improve the 

identification of healthcare needs for children in local authority care commissioners 

would like a locality based model for Looked After Children’s Nurses that includes an 

additional focus on mental health.   

6.6    Targeted outreach model into statutory services.  A locality based outreach model 

for the delivery of direct liaison and consultation, mental health assessment and the 

delivery of therapeutic interventions appropriate to tier 2 CAMHs provision (including 
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psychological therapies) with a focus on assisting children in care, young offenders and 

young people known to the Young People’s Drug and Alcohol Team.  

6.7    Long term conditions.  Commissioners are seeking to improve access to mental 

health services and specifically the delivery of psychological therapies to children and 

young people with long term conditions, in particular asthma, epilepsy, diabetes and 

those children with the most complex medical needs accessing care in both the acute 

and community sectors in the borough.    

6.8    ADHD, ASC and Conduct Disorder.  To develop a comprehensive mental health 

service for children and young people who have co morbidities with their mental health 

and these conditions, and align delivery in the CAMHs system with the Local 

Authorities statutory services. 

6.9    Children in Care and statutory provision.  To ensure that provision is available for 

children and young people who are in the public care system, known to the Youth 

Offending Team or the Young People’s Drug and Alcohol Team who have more acute 

or severe difficulties with their emotional health to compliment the development of the 

outreach model in tier 2 services. 

  

7. Next steps.  In 2013/14 the CAMHs Partnership will; 

 

 Implement the commissioning intentions at 6.3 to 6.8 above in consultation with 
stakeholders in CAMHs in the borough, as agreed previously by the Finance and 
Performance Committee of the Wigan Borough CCG Board. 

 
 Complete a needs assessment on self harm in the Borough. The recommendations 

from this report will be considered at the CAMHS Partnership Board with a view to 
developing commissioning intentions against any identified gaps. 

 
 Deliver a workforce development audit across the partnership and agree a workforce 

development strategy. 
 

 Review access arrangements, and provision in CAMHs for children in care, and 
produce a report for the CAMHs Partnership Board setting out how we can improve 
mental health services for this cohort. 

 Deliver a counselling research project considering the breadth of provision in light of 
the needs as identified/ perceived, gaps identified and opportunities missed from the 
perspectives of users, referrers, deliverers and commissioners.  

 
8. Recommendation 
 
8.1       Wigan Borough Clinical Commissioning Group Board, and the Senior Management 

Team of Wigan LA’s People’s Services are asked to give their support to these 
commissioning intentions, and identify any opportunities that might exist to improve 
mental health services for children and young people in the borough. 
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Sue Elliott 
Associate Director: Partnerships and Safeguarding 
Wigan Local Authority/Wigan Borough Clinical Commissioning Group  
January 2013 

 



 

 
MEETING: WBCCG Board       Item Number:  7.2 
 
DATE: 26.3.13 
 
 
REPORT TITLE: 
 

 
Assisted Conception Eligibility Criteria and Funding 

 
REPORT AUTHOR: 
 

 
Paul Carroll 

 
PRESENTED BY: 
 

 
Trish Anderson 

 
RECOMMENDATIONS/DECISION 
REQUIRED: 
 

Approval of the revised policy to take effect from April 
2013 

 
EXECUTIVE SUMMARY 
 
NICE published revised infertility guidance on 20th February 2013 which has prompted a timely revision of our local policy 
which sets out the eligibility criteria for access to advice and treatment. 

The paper describes the issues arising from the revised guidance including cost pressures and sets out proposals as to how 
those costs can be managed in recognition of the CCG’s desire both to provide fair and equitable access to assisted 
conception treatments and manage other competing priorities.  

There is a potential full year cost pressure of £55k or 5% of the current budget arising primarily from the introduction of a 
single cycle for eligible women aged 40-42. 

The paper proposes to retain access to 2 full IVF cycles for eligible women aged up to 39. If in practice those costs do not 
arise then it is proposed that the CCG reconsider the potential to add a 3rd cycle in 2014/15 at an estimated cost of approx. 
£45k. 

A revised policy is included for the CCG’s approval. 

 
 
 

 
FURTHER ACTION REQUIRED: 
 

  
Implementation of the revised policy via local providers  
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ASSISTED CONCEPTION ELIGIBILITY CRITERIA AND FUNDING 

 

Executive Summary 

1. Introduction  

1.1 NICE published revised guidance on 20th February 2013 which has prompted 
a timely revision of our local policy which sets out the eligibility criteria for 
access to advice and treatment. 

http://guidance.nice.org.uk/CG156 

1.2 The existing policy is attached together with a revised draft for perusal, 
comment and approval if appropriate by the board (amended sections are 
highlighted in green in the draft policy and the relevant CCG policy paragraph 
is referenced below in yellow). This paper also identifies potential cost 
pressures that might arise from the NICE guidance and how these might be 
managed in a way that provides access to assisted conception treatments as 
equitably and fairly as possible within the CCG’s budget constraints. 

2. NICE Guidance 2013  

2.1 The revised NICE guidance (Fertility CG156) updates and replaces NICE 
clinical guideline 11 published in 2004. It offers evidence based advice on the 
care and treatment of people with fertility problems. The guidance is not 
mandatory. 

2.2 The main changes between the new and previous guidance can be 
summarised as follows: 

2.2.1 Without being explicit the guidance is sensitive to the requirements of 
discrimination legislation [CCG policy 2.4] and consequently it is clear 
that any woman within the defined age range, whether she is single or 
part of a lesbian or heterosexual couple, can access assisted 
conception treatments if they have a fertility problem. Gay men can 
also access treatment for an underlying fertility problem. Single 
women and same –sex couples would have to demonstrate that they 
had a fertility problem by accessing private treatment first. [CCG policy 
5]. In addition, CCGs who ignore NICE guidance in relation to the 
defined age range may face a legal challenge under age 
discrimination legislation. (Very slight cost pressure).  

2.2.2 The guidance recommends that patients can have access to 
assessments and investigation after one year rather than 2 and 
access to IVF after 2 years rather than 3 with earlier access for 
women aged 36 or over. [CCG policy 3.2–3.3 and 3.5] (Slight cost 
pressure). 

2.2.3 NICE does not favour the use of intrauterine insemination (IUI) other 
than in exceptional circumstances. [CCG policy 1] (Cost reduction). 

2.2.4 Women aged 40-42 who have never had IVF can be offered 1 cycle of 
IVF. [CCG policy 12.4] (Cost pressure). 
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2.2.5 NICE guidance is more explicit about the preferred use of single rather 
than double embryo transfers to reduce the multiple pregnancy rate. 
[CCG policy 13.1]. (Cost reduction in other areas, eg paediatric 
intensive care as a result of reducing the multiple birth rate). 

2.3 The NICE guidance restates previous guidance that eligible women up to the 
age 39 (though ‘eligible women’ was previously defined as between the ages 
of 23-39) should be offered 3 full cycles. Since 2008 this PCT has offered 2 
(and 1 before that). [CCG policy 12.2] 

2.4 There has been a lot of misreporting in the media that new guidance extended 
IVF to same-sex couples (indeed an initial reading of the summary guide can 
be interpreted in that way). However, the full guidance states that the scope for 
the guidance made it clear that women in same-sex relationships should have 
some period of artificial insemination before being referred for assessment and 
possible treatment in the NHS. The scope also specified that surrogacy was 
not to be covered in the guidance. Thus NICE only considered the definitions 
of infertility in lesbian couples and not gay couples. [CCG policy 5 and 6] 

3. Applying the Guidance Locally 

3.1 The draft revised CCG policy incorporates all the key recommendations in the 
revised guidance including 1  full cycle for women aged 40-42 [CCG policy 
12.4]  but proposes to maintain the number of cycles at 2 rather than 3 
[CCG policy 12.2] for women aged up to 39 pending a review of the impact of 
the revised guidance after 12 months. The policy also removes the blanket 
exclusion of single women that was in the previous guidance and clarifies 
access for same-sex lesbian and gay couples. [CCG policy 5]. The guidance 
regarding single embryo transfer is strengthened. [CCG policy 13.1] 

3.2 PCTs have traditionally used one of 3 definitions of childlessness in their 
criteria (in the absence of NICE guidance on this issue): 

a) Funding for subfertility will be available to patients who do not have a 
living child from their current relationship nor any previous relationship. 

b) Funding will be made available to patients who do not have a living 
child from their current relationship and where either of the partners 
does not have a living child from a previous relationship (i.e. one of the 
partners may have a child, the other must not). 

c) Funding will be made available to patients who do not have a living 
child from their current relationship. 

Up to 2006 this PCT adopted criteria (a) and (b) from 2006. The advice from 
clinicians working in the field is that moving to criteria (c) would add a cost 
pressure of circa £100k. Given the cost pressures associated elsewhere with 
the revised NICE guidance it is proposed to leave the present arrangements 
unchanged. [CCG policy 4.1]  

4. Funding Assisted Conception 

4.1 The CCG spends about £1million per annum on assisted conception. The vast 
majority of this (£916k) is via a block contract with Wrightington, Wigan and 
Leigh Trust (WWL) which is turn sub-contracts with tertiary care providers, 
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notably Care Manchester. Most of the remainder is spent at the Hewitt Fertility 
Centre (Liverpool Women’s Hospital) on a cost-per-case basis. (Very few 
referrals are made to St Mary’s in Manchester due to their relatively poorer 
success rates). This funding buys about 140 IUI cycles at a cost of approx. 
£900 each and about 110 IVF cycles at an average cost of approx. £5K (most 
of the remaining cost is for outpatient appointments). 

4.2 Reducing the time before patients can access investigations and treatment 
presents a potential cost pressure but is expected to be mostly offset by the 
strengthened NICE guidance that patients should be advised of the success 
rates arising from regular sexual intercourse and reduced use of routine IUI.   

4.3 The NICE guidance relating to 40-42 year old women is an undoubted cost 
pressure, though difficult to predict by how much. This cost arises not only 
because of the number of eligible women, estimated to be between 10-15 per 
annum, but also because the majority of women in this age category require 
donor eggs which increases the cost to £6k for a fresh cycle (though the use of 
donor eggs does lead to success rates in excess of 40%). The net cost is 
estimated in the region of £50-£90k per annum. 

4.4 This could be partly funded by managing access to 2nd cycles for women 
under 38 as set out in the draft policy. [CCG policy 12.3]. At present couples 
requiring a 2nd cycle wait 6 months from the start of their 1st fresh cycle to the 
start of their 2nd. Managing access to 2nd cycles to 6 months from the date of 
the last negative test on the previous cycle will reduce the number of 2nd 
cycles overall per annum. (Incidentally, the 18 week referral-to-treatment rules 
apply to the 1st cycle only). The estimated net saving is in the region of £20k – 
£40k per annum.  

4.5 Reduction in IUI as per NICE guidance will also partly help fund single cycles 
for 40-42 year old women. Our expectation is that IUI costs could reduce by 
approx 20% (£25k) as a result of applying the NICE guidance more strictly. 

4.6 The increasing success rates of IVF, routinely in excess of 35% at centres 
such as Care and the Hewitt Centre, are also leading to a reduction in 2nd 
cycles. 

4.7 It is proposed:  

a) To maintain the present block contract arrangement with WWL and 
cost per case arrangement with other providers, uplifted by inflation; 

b) Implement the revised NICE guidance, except to retain 2 cycles, as per 
the draft policy, from April 2013 and review the actual impact at 
quarterly intervals. 

4.8 Assuming that the costs for 40-42 year old women are as described in para 
4.3, 2nd cycles are managed as per para 4.4 and IUI rates decrease as 
described in para 4.5, there is a potential full year cost pressure of £55k or 
5% of the current budget. 

4.9 If in practice those costs do not arise then it is proposed that the CCG 
reconsider the potential to add a 3rd cycle in 2014/15, each approved via the 
EUR process, and thus be fully compliant. It is estimated that a maximum of 
15 patients per annum would have a third cycle at a cost of approx. £45k. 
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1. INTRODUCTION 
 

1.1 This policy describes circumstances in which Wigan Borough CCG (the 
CCG) will fund treatment for subfertility as defined in section 3. 

 
1.2 The objective of treatment for subfertility is to achieve a successful 

pregnancy quickly and safely with the least intervention required and the 
delivery of a healthy child.  

 
1.3 The criteria set out in this policy apply irrespective of where the residents of 

the CCG have their treatment (local NHS hospitals, tertiary care centres or 
independent sector providers). A Wigan Borough CCG patient is defined as 
someone registered with a GP practice within the CCG boundary. 

 
1.4 This policy has drawn on guidance issued by the Department of Health, 

Infertility Network UK and the NICE guidance (CG156) published in 
February 2013. 

 
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_101
068.pdf 
 
http://www.infertilitynetworkuk.com/uploadedFiles/Standardising%20Access%20Criteria%20to%2
0NHS%20Fertility%20Treatment%2009%2006%2009.doc 

 
 http://guidance.nice.org.uk/CG156 (summary guidance) 
 
 http://www.nice.org.uk/nicemedia/live/14078/62770/62770.pdf (full guidance) 
  
   
2.       GENERAL PRINCIPLES 
  

2.1 The CCG will fund investigations and treatment for subfertility as set out in 
the National Institute for Health and Clinical Excellence (NICE) clinical 
guideline (link above). 

 
2.2 The eligibility criteria set out below do not apply to clinical investigations for 

subfertility which are available to anyone with a fertility problem. 
 

2.3 The eligibility criteria do not apply to the use of assisted conception    
techniques for reasons other than subfertility, for example in families with 
serious inherited diseases where in-vitro fertilization (IVF) is used to screen 
out embryos carrying the disease (see section 19), or to preserve fertility, for 
example for patients about to undergo chemotherapy, radiotherapy or other 
invasive treatments. 

 
2.4  The CCG respects the right of patients to be treated according to the 

obligations set out in the NHS Constitution and the Human Rights Act 
specifically with regard to age and sex discrimination. 
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 3.       DEFINITION OF SUBFERTILITY, TIMING OF ACCESS TO TREATMENT AND 

AGE RANGE 
 

3.1   Fertility problems are common in the UK and it is estimated that they affect 
one in seven couples. 84% of couples in the general population will 
conceive within one year if they do not use contraception and have regular 
sexual intercourse. Of those who do not conceive in the first year, about half 
will do so in the second year (cumulative pregnancy rate 92%). In 30% of 
infertility cases the cause can not be identified.  

 
3.2 Where a woman is of reproductive age and having regular unprotected 

vaginal intercourse two to three times per week, failure to conceive within 12 
months should be taken as an indication for further assessment and 
possible treatment. If the woman is aged 36 or over then such assessment 
should be considered after 6 months of unprotected regular intercourse 
since her chances of successful conception are lower and the window of 
opportunity for intervention is less. 

 
3.3 Women should be offered access to investigations if they have subfertility of 

at least 1 year duration (6 months for women aged 36 and over) and offered 
IVF if they have subfertility of at least 2 years duration (12 months for 
women aged 36 and over).  

 
3.4 If, as a result of investigations, a cause for the infertility is found, the patient 

should be referred for appropriate treatment without further delay. 
 
3.5 The CCG will offer access to intra-uterine insemination (IUI) or donor 

insemination (DI) services where appropriate after subfertility of at least 12 
months duration. 
 

3.6 This policy adopts the NICE guidance that access to high level treatments 
including IVF should be offered to women up to the age of 42. First 
treatment cycles must be commenced before the woman’s 42nd birthday. 
Second treatment cycles must be commenced before the woman’s 40th 
birthday.  

 
3.7 Women will be offered treatment provided their hormonal profile is 

satisfactory. 
 

4.         DEFINITION OF CHILDLESSNESS 
 

4.1 Funding will be made available to patients who do not have a living child 
from their current relationship and where either of the partners does not 
have a living child from a previous relationship (i.e. one of the partners may 
have a child, the other must not). 
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4.2 A child adopted by a patient or adopted in a previous relationship is 

considered to have the same status as a biological child. 
 

4.3 In very exceptional circumstances patients who do not meet the criteria may 
receive NHS funding. Applications must be made to the CCG. 

 
4.4 Once a patient is accepted for treatment they will no longer be eligible for 

treatment (ie additional cycles – see section 12) if a pregnancy leading to a 
live birth occurs or the patient adopts a child. 

 
5.        SAME SEX COUPLES AND SINGLE WOMEN  
 

5.1  This policy is intended, as per NICE guidance, for people who have a 
possible pathological problem (physical or psychological) to explain their 
infertility. The CCG will fund treatment for same sex couples and single 
women provided there is evidence of subfertility, defined as no live birth 
following artificial insemination (AI) of up to 6 cycles or proven by clinical 
investigation as per NICE guidance. AI must be undertaken in a clinical 
setting with an initial clinical assessment and appropriate investigations.  

 
5.2 The CCG will not fund the AI cycles referred to in 5.1 but will fund access to 

a clinical consultation to discuss options for attempting conception, further 
assessment and appropriate treatment.  

  
6.        SURROGACY 
 

6.1  The CCG will not commission any form of fertility treatment to those in 
surrogacy arrangements (ie the use of a third party to bear a child for 
another couple). This is due to the numerous legal and ethical issues 
involved. For this reason NHS treatment is not available to male couples 
except when a pregnancy does not occur through surrogacy after an 
appropriate period of time (equivalent to the 12 months with vaginal 
intercourse or 6 cycles of AI for other people). In those circumstances the 
man whose sperm is being used and the surrogate partner would be eligible 
to be referred for further clinical assessment and possible treatment of any 
underlying condition.  

 
7.       REVERSAL OF STERILISATION AND TREATMENT FOLLOWING REVERSAL 
 

7.1  Subfertility treatment will not normally be provided where this is the result of 
a sterilisation procedure in either partner. 

 
7.2  The surgical reversal of either male or female sterilisation will not normally 

be funded. 
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7.3  Where sub fertility remains after a reversal of sterilization, treatment will not 
normally be funded. 

 
7.4  The CCG will consider exceptional circumstances to all 3 of the positions 

stated above. This may for example be related to the death of a child (or 
children) or evidence that a sterilisation was carried out within an abusive 
relationship.  

 
8.        FEMALE BODY MASS INDEX (BMI) 
 

8.1   Women will be required to achieve a BMI of 19-29 before treatment begins. 
Women outside this range can still undergo investigations and be added to 
the ‘watchful-waiting’ list but treatment will not commence until their BMI is 
within this range. (Exceptionally a woman with a BMI above 29 may be able 
to demonstrate that they are not clinically obese through use of other 
acceptable measures). 

 
9.        SMOKING 
 

9.1   Patients must be non-smoking in order to access any fertility treatment and 
must continue to be non smoking throughout treatment.  Providers should 
seek evidence from referrers and confirmation from patients. Providers 
should also include this undertaking on the consent form and ask patients to 
acknowledge that smoking will result either in cessation of treatment or 
treatment costs being applied. 
 

 
10.       DRUGS AND ALCOHOL 
 

10.1 Patients will be asked to give an assurance that their alcohol intake is within 
Department of Health guidelines and they are not using recreational drugs.  
Any evidence to the contrary will result in the cessation of treatment. 
 
 

11.      INTRA –UTERINE INSEMINATION (IUI) / DONOR INSEMINATION (DI) 
 

11.1 Patients with unexplained subfertility, mild male factor fertility problems or 
minimal to mild endometriosis will not be routinely offered unstimulated IUI 
other than in exceptional circumstances, for example: 

a) people have social, cultural or religious objections to IVF; 
b) people who are unable to, or would find it very difficult to, have 

vaginal intercourse because of a clinically diagnosed physical 
disability or psychosexual problem who are using partner or donor 
sperm; 

c) same-sex couples and single women who have met the criteria set 
out in section 5.1. 
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11.2 Donor insemination (with IUI) will be funded where clinically indicated. 
 
11.3 Stimulated IUI will be funded where clinically indicated 
 
11.4 Patients who are receiving IUI who have not conceived after 6 cycles of 

donor or partner insemination, despite evidence of normal ovulation, tubal 
patency and semenalysis, should be offered a further 6 cycles of 
unstimulated intrauterine insemination before IVF is considered. 

 
11.5 Patients who fail to achieve a pregnancy using IUI/DI will be considered for 

IVF.  
 
12.       IVF DEFINITION AND NUMBER OF CYCLES 
 

12.1 A cycle is the process whereby one course of IVF (or ICSI) commences with 
ovarian stimulation and is deemed to be complete when all viable fresh and 
frozen embryos resulting from that stimulation have been replaced.  

 
12.2 For women aged 23-39 the CCG offers 2 full cycles. 
 
12.3 Patients under the age of 38 at the time of 1st hospital appointment and 

requiring more than 1 full cycle will have to wait 6 months between the end 
of one cycle (date of last negative test) and commencement of another. 
Patients over the age of 38 will have to wait 6 months from the 
commencement of a cycle and the commencement of another. 

 
12.4 For women aged 40-42 the CCG offers 1 full cycle provided: 

a) They have never previously had IVF (including privately); 
b) There is no evidence of low ovarian reserve; 
c) There has been a discussion about the implications of IVF at this 

age. 
 

12.5 Access to additional cycles is not an automatic right – the outcome of any 
previous cycle will be taken into account.  

 
12.6 The number of IVF cycles commissioned is unrelated to the number of 

IUI/DI cycles commissioned. 
 
12.7 As IVF success rates decline significantly after 3 cycles the CCG will take 

into account the number of cycles received irrespective as to whether they 
were funded by the NHS or privately.  

 
12.7.1 If patients have funded 3 or more IVF cycles privately they will not 

be entitled to any NHS funded cycles.  
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12.7.2  If patients have funded 2 cycles privately they will be entitled to 1 
NHS cycle. 

12.7.3.  If patients have funded 1 cycle privately they will be entitled to 2 
NHS cycles 

 
12.8 A person will normally be entitled to a maximum of 2 cycles irrespective of 

the number of the relationships they have tried to conceive within. However, 
a patient may be eligible for a new entitlement to treatment within a new 
relationship even if they have had IVF previously providing the nature of 
previous subfertility is clearly linked to their previous partner and there are 
no concerns with regard to the welfare of the child. 

 
13.       NUMBER OF TRANSFERRED EMBRYOS 
 

13.1 In keeping with the Human Fertilisation and Embryology Authority’s (HFEA) 
multiple birth reduction strategy patients will be counselled about the risks 
associated with multiple pregnancies and advised that they will receive a 
single embryo transfer (whether fresh or frozen) unless there is a clear 
clinical justification for not doing so (e.g. a single top quality embryo is not 
available). In any event a maximum of 2 embryos will be transferred per 
procedure (either fresh or frozen). 

 
13.2 Patients with a good prognosis should be advised that a single embryo 

transfer, involving fresh followed by frozen single embryo transfers, can 
virtually abolish the risk of a multiple pregnancy while maintaining a live birth 
rate which is the same as that achieved by transferring 2 fresh or frozen 
embryos.  

 
13.3 The CCG will only contract with providers who make a public commitment to 

comply with the HFEA single embryo transfer policy and can demonstrate 
significant progress towards achieving the annual target set by the HFEA 
with performance that is not signicantly above the target. 

 
13.4 Further information is available via the HFEA’s ‘One at a Time’ website -  
  http://www.oneatatime.org.uk.  

 
13.5 Provider multiple-pregnancy data is available via the HFEA’s website - 

http://www.hfea.gov.uk/6195.html  
 
 
14.      CANCELLED AND ABANDONED CYCLES 
 

14.1 A cancelled cycle is defined by NICE as ‘egg collection not undertaken’.  
Where IVF is charged by providers as an ‘all-in’ price a cancelled cycle 
should not be charged.  
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14.2 An abandoned cycle is not defined by NICE but is defined by this policy as 
including treatment leading to a failed embryo transfer. Where IVF is 
charged by providers as an ‘all-in’ price abandoned cycles will be charged at 
two-thirds of the local tariff price and will be counted against the number of 
commissioned cycles.  

 
15.      HANDLING OF EXISTING FROZEN EMBRYOS FROM PREVIOUSLY 

FUNDED CYCLES 
 

15.1 All stored and viable embryos should be replaced before a new cycle 
commences.  This includes embryos stored by private providers (but the 
CCG will consider any financial issues for the couple this may give rise to)]. 

 
16.      SPERM RETREIVAL 
 

16.1 Sperm retrieval for the treatment of male related fertility problems is a 
separate clinical procedure and will be charged at Payment by Results rates 
to the CCG. 

 
16.2 Funding will be provided for men who, with their partner, will be eligible for 

NHS funded treatment. 
 
16.3 Funding will be provided if appropriate for those exceptional cases where 

vasectomised men and their partners have IVF funding approved.  
 
16.4 Other than exceptional cases couples will have to self-fund sperm retrieval 

for vasectomised men even if the female partner also requires subfertility 
treatment.  

 
17.      OVUM / EMBRYO DONATION 
 

17.1 NHS funding will be available for women with premature menopause, 
defined as amenenorrhea of at least 12 months duration with an hormonal 
profile in the menopausal range, under the age of 42.  The cause may be 
spontaneous, or as a result of other morbidity, or congenital abnormality or 
iatrogenic 

 
17.2 NHS funding would not normally be available for women outside these 

groups who do not respond to follicular stimulation 
 
18.       EGG SHARING/DONATION AND SPERM DONATION 
 

18.1 NHS funding will be available for women requiring donated eggs/sperm. 
Due to a reduction in the availability of donated eggs and sperm this may 
result in couples having to wait. Due consideration will be given to those 
couples who would consequently be at risk of falling outside the age criteria. 
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18.2 Egg sharing/ donation for any ‘commercial’ consideration (i.e purchase of 

additional entitlements) will not be approved. 
 
18.3 Egg and sperm donations will be sourced by providers and charged 

separately  
 
19. EMBRYO AND SPERM STORAGE 
 

19.1 Embryo and sperm storage will be funded for patients who are undergoing 
NHS fertility treatment.  Storage will be funded for a maximum of 3 years or 
until 6 months post successful live birth, whichever is the shorter. 

 
19.2 The CCG will not separately fund access to and the use of frozen embryos 

remaining after a live birth. Couples may be charged separately by 
providers for the use of these embryos 

 
20.       PRE – IMPLANTATION GENETIC DIAGNOSIS  
 

19.1 This is subject to a separate CCG policy. 
 

19.2 All applications must be made to the CCG for approval and must be for 
conditions listed by the Human Fertilisation and Embryology Authority  

 
21.       ANTI – VIRAL TRANSMISSION (e.g. HIV and HepC) 
 

20.1 This is subject to separate guidance issued by the Greater Manchester 
Sexual Health Network. 

 
21.       CRYO – PRESERVATION 
  

21.1 Early-menopausal women under the age of 42, and men and women with 
cancer or other illnesses which may impact on fertility may access tertiary 
care services to discuss fertility preservation (egg, embryo or sperm 
storage). The eligibility criteria set out in this policy do not apply to cryo-
preservation but do apply to the use of the stored material.   
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Briefing Paper: 
Report of the Mid Staffordshire NHS Foundation Trust 
Public  Inquiry - Published 6 February 2013 
(Francis Report)  
 

 
REPORT AUTHOR/S: 
 

 
Quality and Safety Team 

 
PRESENTED BY: 
 

 
Director for Quality and Safety (Designate) 

 
RECOMMENDATIONS/DECISION 
REQUIRED: 
 

 
The Governing Body are requested to review the information, 
support the actions noted within the paper and identify any 
further actions required as/if necessary. 

 
 
EXECUTIVE SUMMARY 
 
The purpose of the report is to provide the Governing Body with the following: 
 

 A brief account of the initial conclusions and lessons learned.  
 Information on the specific recommendations for Commissioners. 
 Suggestions as to the initial actions for Wigan Borough CCG. 

 
 
 
 
 
 
 

                                   
 

 

 

 

 

 

 
FURTHER ACTION REQUIRED: 
 

 
As noted with the recommendations 
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Wigan Borough Clinical Commissioning Group 
 

 
Briefing Paper 

Report of the Mid Staffordshire NHS Foundation Trust 
Public Inquiry - Published 6 February 2013 

(Francis Report) 
 

 
1 Introduction 
 
 On one level, the problems at Mid Staffordshire NHS Foundation Trust would not appear 
 complex: an inability to listen  and a lack of accountability. But it is a far from simple story. At 
 1,919 pages, and containing  290 recommendations, the above reveals a complex and wide-
 ranging set of  circumstances which require measured reflection.  

 
 The findings from the inquiry which include a lack of transparency, tolerance of poor standards 
 and the denial of problems and how a target driven culture, preoccupied with efficiency savings 
 and curbing the power of health professionals, all led to the quality of patient care becoming a 
 secondary concern.  

 
The Report needs to be absorbed and that is going to take time. In confronting the challenges 
that emerge from reflection organisations will need to clearly understand the challenges, but 
appreciate the potentially catastrophic consequences that may lie ahead if they are not 
addressed. Boards should also be aware of potential pitfalls of simply noting compliance against 
the Report's key recommendations and then moving on. 

 
2 Purpose  
  
 The purpose of the report is to provide the Governing Body the Committees and Sub Groups with 
 the following: 
 

 A brief account of the initial conclusions and lessons learned.  
 Information on the specific recommendations for Commissioners. 
 Suggestions as to the initial actions for Wigan Borough CCG. 

 
3 A Summarised Account of Initial Conclusions   
 
 3.1 Accountability for implementing the recommendations 

 
All providers should consider the findings and recommendations and how to apply them to 
their work. Where accepted how will the recommendations be implemented and progress 
monitored and reported. (At least annually is suggested). 

 
3.2 Putting the Patient first 
 

The patient must be first in all the NHS does (within available resources) be cared for by 
caring, compassionate and committed staff….they must be protected from avoidable 
harm and any deprivation of their basic rights. 
 
 Staff should put patients before themselves. 
 Staff will do everything in their power to protect patients from avoidable harm. 
 Staff will be honest and open with patients regardless of the consequences to 

themselves. 
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An express commitment to the NHS Constitution and NHS values and this should be 
incorporated into contracts of employment for all staff.  
 
Professional bodies should work on devising evidence-based standard procedures for as 
many interventions and pathways as possible. 
 
Reporting of incidents of concern relevant to patient safety needs to be insisted upon, not 
just encouraged. Feedback on outcomes is an entitlement and information about actions 
taken or reason for not acting provided. 

 
3.3 A common culture made real throughout the system 
 

Fundamental standards of minimum safety and quality, in respect of which non 
compliance should not be tolerated. 
 
There should be a single regulator - Care Quality Commission (CQC). 

 
NICE measures should include “the suitability and competence of staff, and the culture of 
organisations” what each service is likely to require “as a minimum in terms of skill-mix 
and staff numbers” and it should be the duty of all professional bodies, ideally with NICE 
to assist in the development of measures of standards of compliance. 
 
In policing compliance with standards, direct observation of practice, direct interaction 
with patients, carers and staff, and audit of records should take priority over monitoring 
and audit of policies and protocols. 

 
4 Lessons learned and related key recommendations identified within the Report 
 
 The negative aspects of culture in the system were identified as including: 
 

 A lack of openness to criticism; 
 A lack of consideration for patients; 
 Defensiveness; 
 Looking inwards not outwards; 
 Secrecy; 
 Misplaced assumptions about the judgements and actions of others; 
 An acceptance of poor standards; 
 A failure to put the patient first in everything that is done. 
 

5 Recommendations for Commissioning and Primary Care 
 

 
Recommendation 123 
 
GPs need to undertake a monitoring role on behalf of their patients who receive acute hospital 
and other specialist services. They should be an independent, professionally qualified check on 
the quality of service, in particular in relation to an assessment of outcomes. They need to have 
internal systems enabling them to be aware of patterns of concern, so that they do not merely 
treat each case on its individual merits. They have a responsibility to all their patients to keep 
themselves informed of the standard of service available at various providers in order to make 
patients’ choice reality. A GP’s duty to a patient does not end on referral to hospital, but is a 
continuing relationship. They will need to take this continuing partnership with their patients 
seriously if they are to be successful commissioners. 
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Recommendation 124 
 
The commissioner is entitled to and should, wherever it is possible to do so, apply a fundamental 
safety and quality standard in respect of each item of service it is commissioning. In relation to 
each such standard, it should agree a method of measuring compliance and redress for non-
compliance. Commissioners should consider whether it would incentivise compliance by requiring 
redress for individual patients who have received substandard service to be offered by the 
provider. These must be consistent with fundamental standards enforceable by the Care Quality 
Commission. 
 

 
6  Wigan Borough Clinical Commissioning  Group (WBCCG) - Initial Response to the Francis 

 Report 
 
6.1 The Governing Body and Senior Leadership Team have received and reviewed both the 

Executive Summary and Chapter Seven as a minimum requirement. 
 
6.2 The Associate Directors following their review of the Executive Summary and Chapter 

Seven are currently in the process of identifying the relevant elements and mapping this 
through to their service objectives. This work will then be linked to the WBCCG Corporate 
Objectives for 2013 - 2014. 

 
6.3 The Associate Directors will also ensure that a suite of indicators that are quality and 

safety focused are completed and agreed by the Governing Body no later than July 2013. 
This work will detail how the Commissioners will provide the required evidence on 
assurance in respect of both Commissioner and Provider(s) compliance with the Francis 
Report. 

 
6.4 The Francis Report will be included for discussion at the Accountable Officer staff briefing 

sessions that are planned to take place during March and April 2013.  
 

6.5 The Quality and Safety Team will ensure the distribution of the Executive Summary and 
Chapter Seven to all WBCCG staff mailboxes no later than 31 March 2013. 

 
6.6 The Clinical Governance Committee will ensure that the Locality Clinical Leads are 

requested to ensure that Executive Summary and Chapter Seven (as a minimum) is 
included on their Locality meeting agendas to identify actions for Primary Care Services. 

 
6.7 The WBCCG Communications lead will ensure that a response to the Report and copy of 

the full Report is placed on the public website by no later than the 31 March 2013. The 
website will then be updated once the full suite of quality indicators as at 6.3 is agreed. 

 
6.8 As of 1 April 2013, the Clinical Governance Committee will ensure that this is included as 

a standing item on the agenda until all the required actions have been completed and the 
Governing Body has the required level of assurance in respect of surveillance, intelligence 
and monitoring. 

 
6 In Conclusion 
 

Going forward in addition to the above it is the WBCCG Governing Body who ultimately will need 
to consider the assurances they will require regards compliance with the findings and 
recommendations of the Report of the Mid Staffordshire NHS Trust Public Enquiry (Published 6 
February 2013).  In addition, they will need to be clear on how this will be monitored and 
reported, given that it is important that this is not just an exercise on compliance against the 
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Francis Report's key recommendations and then moving on. This is about what can be learned to 
ensure the quality of commissioned services going forward. 
 
The draft Quality and Safety Delivery Plan for 2013 - 2014 has been included at appendix one, 
this will also be included on the Clinical Governance Committee agenda on 20 March 2013 for 
review and comment. 
 
A further report and action plan detailing the suite of quality and safety indicators (inclusive of 
provider assurance) as captured at 6.3 will be forwarded for inclusion on the July (2013) 
Governing Body meeting. 
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Appendix One 
 

Quality and Safety Delivery Plan for 2013 – 2014 
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Finance Report to 28th February 2013 

 
REPORT AUTHOR: 
 

 
Mike Tate 

 
PRESENTED BY: 
 

 
Mike Tate 

 
RECOMMENDATIONS/DECISION 
REQUIRED: 
 

To note the contents of the paper on the financial performance 
of the locality PCT (CCG/NCB/LA). 

To inform the Clinical Commissioning Board of the financial 
position of the organisation up to 28th February 2013 

 
EXECUTIVE SUMMARY 
 
At month 10 the locality PCT (CCG/NCB/LA) is forecasting to achieve its statutory duties in 2012/13, 
and achieve a surplus of £2,807k.  
 
The Year to Date (YTD) surplus (£2,574k) is in line with the projected planned surplus. 
 
Detailed financial positions are given for: 
• Wigan Borough CCG budgets; 
• National Commissioning Board budgets;  
• Wigan MBC budgets; and 
• Section 75 Single Commissioning Agency budgets. 
 
 
 

 
FURTHER ACTION REQUIRED: 
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Month 11 - Key Financial Performance Dashboard 

 
 
 
1. Headline financial indicators NHS Ashton, Leigh & Wigan  Year to date 

rating 
Year-end 

rating 

01 Revenue 
The Locality PCT (The PCT) is forecasting a planned surplus of £2.8m in 
2012/13. 

 

02 Capital 
The PCT is forecasting to achieve financial balance against its Capital 
Resource Limit in 2012/13. 

 

03 Cash 
The PCT is drawing down cash in accordance with plans. 
 

 

 
 
 
2   Summary financial position at Month 11 NHS Ashton, Leigh & Wigan 

 Budget 
£000s 

 Actual 
£000s 

Variance 
(favourable)  / 
adverse £000s

Trajectory RAG rating  Budget £000s 
Forecast  

£000s 

 Variance 
(favourable)  / 
adverse £000s 

Trajectory RAG rating

CCG 396,685 397,205 520  G 439,075 439,393 318  G

NCB 115,278 114,502  (776)  G 126,733 126,237  (496)  G

Local Authority 18,324 18,170  (154)  G 20,195 20,038  (157)  G

Property Co 5,148 5,557 410  A/R 5,832 6,167 335  A/R

Total Budgets 535,434 535,434 0  G 591,835 591,835 0  G

Allocation 538,008 538,008 0  G 594,642 594,642 0  G

Surplus 2,574 2,574  (0)  G 2,807 2,807 0  G

Year to Date Forecast

 

 

 
3 Achievement of Surplus – current position against full year plan 

 

 
 

4 Capital Resource Limit 

Item 8.2.i 
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Section B: NHS ALW Overall Financial Position 
 
 
Summary PCT Position 

At month 11 the locality PCT (CCG/NCB/LA) is forecasting to achieve its statutory duties in 2012/13, 
and achieve a surplus of £2,807k. The Year to Date (YTD) surplus (£2,574k) is in line with the 
projected planned surplus. 
 
Detailed financial positions are given in: 
 

 Section C: Wigan Borough CCG budgets; 
 Section D: National Commissioning Board (NCB) budgets;  
 Section E: Wigan MBC budgets; and 
 Section F: Section 75 Single Commissioning Agency budgets. 
 Section G: Capital Budget 

 
Appendix 1 shows the allocations received by the locality PCT (CCG/NCB/LA) this month.  
 
Appendices 2 to 7 show detailed information for the CCG budgetary position this month. 
 

Key Message 1 – Final Finance Report for 2012/13 

This is the last formal finance report of 2012/13.  The locality PCT’s final outturn position will be 
reported in the 2012/13 annual accounts, which will be taken to Finance and Performance Committee 
and the Audit Committee of the CCG as part of the agreed year-end close down process. 
 
This will confirm that the organisation has once again delivered its financial statutory duties under 
challenging circumstances as previously reported to the Governing Body. 
   
Key Message 2 – QIPP 

The locality PCT (CCG/NCB/LA) planned to deliver £18.1m QIPP savings in 2012/13.  
 
The Governing Body should note that 96% of this year’s QIPP target has been achieved at month 11, 
and there are no remaining high risk schemes. 
 
The details and remaining medium and low risks schemes are shown in the separate QIPP report. 
 

Key Message 3 – Department of Health (DH) Request for Additional Lodgement 

There has been a national request from the Department of Health, conveyed via the Local Area Team 
Director of Finances to seek, were possible additional funds from organisations. The reason for the 
request was not specified. 

After a careful review of the CCG’s financial position, the Accountable Officer and Chief Finance Officer 
agreed to support this request and offered £1.0m of additional lodgement. 

The NHS Greater Manchester Director of Finance has agreed that these funds will be returned to the 
CCG in 2013/14.  
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Looking Towards Month 12 and Year-End 

As reported in ‘Key Message 1’ this report will be the last formal finance report of 2012/13 and will be 
presented at March Board along with the CCG’s Financial Plan for 2013/14.  

Upon completion of that report the finance team will start the production of the 2012/13 Annual 
Accounts, and once completed in April the final outturn position (once audited) will be taken to a future 
Finance and Performance Committee of the CCG. 

Once plans are approved in March then a 2013/14 budget booklet for the organisation will be produced 
and presented to the May Finance and Performance committee. 

 

Mike Tate 

Chief Finance Officer 

March 2013 
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Section C: Transition to Wigan Borough CCG budgets 

 
1. Summary financial position at month 11 

 

 Budget 
£000s 

 Actual 
£000s 

Variance 
(favourable)  / 
adverse £000s

Trajectory RAG rating
 Budget 

£000s 
 Forecast  

£000s 

 Variance 
(favourable)  / 
adverse £000s 

Trajectory RAG rating

Acute Services 241,542 241,999 457  G 264,253 264,790 537  G

Mental Health 26,693 26,189  (505)  G 29,135 28,584  (551)  G

Community 33,300 33,195  (106)  G 36,796 36,683  (113)  G

Other Commissioning 9,726 8,717  (1,009)  G 10,750 9,643  (1,107)  G

Prescribing 55,091 52,747  (2,345)  G 60,108 57,523  (2,585)  G

Primary Care 1,455 1,296  (159)  G 1,626 1,466  (160)  G

CHC/FNC 17,676 16,625  (1,051)  G 19,399 18,349  (1,050)  G

Corporate 7,398 7,913 514  A/R 7,765 8,376 611  A/R

Social Care 3,831 3,831 0  G 4,179 4,179 0  G

Reserves -29 4,694 4,723 5,064 9,800 4,737

Total CCG Budgets 396,685 397,205 520  G 439,075 439,393 318  G

ForecastYear to Date

 
 

 
2. Key financial performance issues in February 

 Acute Services: Overall forecasted position on secondary care budgets is an over-performance of 
£537k at month 11.  This is a decrease of £193k on last month’s forecast.  This relates to the return 
of funds for Advancing Quality that the locality PCT was notified about by Salford Royal NHS FT 
this month (£252k); 

 Acute Services - Wrightington, Wigan & Leigh NHS Trust:  

The outturn reported in respect of WWLFT is in line with the settlement agreed and highlighted in 
section B; 

 Prescribing – GP Prescribing: 

Based on the outturn figures provided by the NHS Business Services Authority (NHS BSA), we are 
reporting a surplus of £2.6m on the GP prescribing budgets this month. This is a £200k increase on 
the surplus reported last month; and 

 Corporate: The over performance on corporate budgets is as previously reported and is due to a 
non-recurrent increase in the NHS GM Board costs, which was passed onto each GM CCG. These 
additional costs were funded from CCG reserves. 

 

Risks  

 Prescribing:  

The latest forecast outturn from the NHS Business Services Authority (BSA) indicates that £2.4m 
additional savings will be delivered on the prescribing budget this year in addition to the £2.7m of 
planned QIPP savings.  The risk associated with this forecast outturn is that in previous years, the 
NHS BSA outturn has reduced consistently with each additional monthly forecast. The NHS BSA 
forecast will be subject to continual review by the MMT and finance in the coming weeks to ensure 
that suitable mitigating actions are taken were appropriate; and 

 Continuing Healthcare (CHC): 

The locality PCT is prioritising the review of the restitution claims as previously reported. The 
provision of £4.4m, which has been validated against a Department of Health model, is still being 
maintained, but given the nature of the claims it still represents a financial risk to the locality PCT. 

 
Supporting information regarding the CCG position at month 11 is attached as Appendices 2 to 7. 
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Section D: Transition to National Commissioning Board budgets  
 
1. Summary financial position at month 11 

 

 Budget 
£000s 

 Actual 
£000s 

Variance 
(favourable)  / 
adverse £000s

Trajectory RAG rating
 Budget 

£000s 
Forecast  

£000s 

Variance 
(favourable)  

/ adverse 
£000s 

Trajectory RAG rating

Primary Care 64,305 63,430  (875)  G 70,346 69,740  (607)  G

Specialist 35,973 36,010 38  G 39,243 39,284 41  G

Other Commissioning 6,444 6,382  (62)  G 7,053 6,986  (67)  G

Public Health 7,232 7,381 149  A/R 7,889 8,052 163  A/R

Corporate 1,324 1,299  (25)  G 1,444 1,418  (27)  G

Reserves 0 0 0  G 757 757 0  G

Total NCB Budgets 115,278 114,502  (776)  G 126,733 126,237  (496)  G

Year to Date Forecast

 
 
As previously reported these budgets will transition to NCB control (NHS GM) during the year, but 
will still be accounted for in the locality PCT/CCGs accounts. The NCB has stated that the locality is 
still expected to manage these budgets on behalf of the NCB during 2012/13. 
 
The NCB will take responsibility for a number of Public Health areas in 2013/14.  Their main 
responsibilities will be for Public Health for children aged 0–5, and immunisation and screening 
programmes. 

 
2. Key financial performance issues in February 

 All: There has been an increase of £246k in the forecast surplus reported on the NCB budgets at 
month 11.  This is mainly a result of an increased surplus on the primary care budgets (£384k), 
which has been offset by increased costs in public health (£163k). 

 Primary Care: The in-month primary care surplus increase of £384k reflects the settlement of the 
amounts payable under certain APMS contracts for GPs of £108k. Finalisation of premises costs 
has also released £100k. A reduction in the previously predicted overspend on Ophthalmic services 
has also released £176k;  

 Primary Care:  

Primary Care budgets are being monitored closely by NHS GM and reported to the Direct 
Commissioning Board on a monthly basis. At present there are a number of opportunities and risks 
associated with Primary Care budgets. These have been discussed locally with the Associate 
Director of Primary Care and identified to NHS GM by the Director of Finance, and will continue to 
be monitored; 

 Public Health: 

The increase in the forecast cost of Public Health services relates to claims for flu and 
pneumococcal vaccinations, which are higher than previously planned.  
 

3. Risks  

Primary Care: Control over budgets reported through the locality PCT/CCG but managed externally 
by NHS GM.  
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Section E: Transition to Wigan MBC budgets  
 
1. Summary financial position at month 11 

 

 Budget 
£000s 

 Actual 
£000s 

Variance 
(favourable)  / 
adverse £000s

Trajectory RAG rating
 Budget 

£000s 
 Forecast  

£000s 

 Variance 
(favourable)  / 
adverse £000s 

Trajectory RAG rating

Public Health 18,324 18,170  (154)  G 19,979 19,822  (157)  G

Reserves 0 0 0  G 216 216 0  G

Total LA Budgets 18,324 18,170  (154)  G 20,195 20,038  (157)  G

Year to Date Forecast

 
 

2. Key financial performance issues in February 

 All: The locality PCT/CCG and Local Authority (LA) Public Health finance teams are working 
together to monitor performance against the 2012/13 shadow LA budget during this transition year; 
and     

 All: There are no significant financial performance issues this month. 

 
3. Risks 

No significant risks remaining. 
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Section F: Section 75 Single Commissioning Agency  
 
1. Summary financial position at month 11 

 
The year to date financial position for 2012/13 on Single Commissioning Agency budgets is as 
follows: 
 

SCA - MH and LD (NHS Providers) 21,855              21,731              (124)  G 23,847                 23,731                 (116)  G

SCA - MH and LD (non NHS Providers) 4,839                4,458                (381)  G 5,288                   4,853                   (435)  G

SCA - Community Services (NHS Providers) 30,017              29,945              (72)  G 33,213                 33,135                 (77)  G

SCA - Other Community Services (non NHS Providers) 20,032              18,967              (1,065)  G 22,131                 21,066                 (1,064)  G

SCA Commissioner (NHS) 76,743              75,100              (1,642)  G 84,479                 82,786                 (1,693)  G

Externally Commissioned Services 29,619              31,189              1,570  R 32,489                 34,389 1,900  R

In House Provider Services 13,795              14,842              1,047  R 17,668                 18,768 1,100  R

Further In Year Support from LA

SCA Commissioner (LA) 43,413              46,030              2,617  R 50,157                 53,157                 3,000  R

SCA TOTAL 120,156           121,131           974 134,636               135,943               1,307

Forecast  £000s 

 Variance 
(favourable)  

/ adverse 
£000s 

Trajectory RAG rating

Variance 
(favourable)  

/ adverse 
£000s

Trajectory RAG rating  Budget £000s 

Year to Date Forecast

 Budget £000s  Actual £000s 

 
 
 
2. Key financial performance issues in February 

 Single Commissioning Agency (NHS): There is no significant change in the reported position on the 
locality PCT’s Single Commissioning Agency budgets. 

 Single Commissioning Agency (LA): Wigan MBC is reporting a forecast of £3.0m deficit on their 
Single Commissioning Agency budgets this month, which is slight increase in the deficit reported 
last month (£2.8m).   

 

The locality PCT continues to monitor the opportunities to support the Local Authority through the 
Health and Social Care arrangements, which exist between both organisations. This approach is 
designed to ensure that joint working for the benefit of the borough’s population is maximised and in 
line with issued guidance. 

 

The Single Commissioning Agency budget is in place until 31st March 2013.  The CCG is currently 
discussing with officers of the Local Authority the potential for rolling forward this mechanism into the 
new financial year in order to help focus on shared areas of working. 
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Section G: Capital 
 
1. Summary financial position at month 11 

The Capital Resource Limit for the PCT has changed by £93k in month 11. This change was not 
expected as the Department of Health have actioned a £93k capital grant as a revenue increase 
only rather than a capital to revenue transfer. This was only notified in the month 11 reports, 
therefore the PCT must show an increase in it’s under spend due to the late notification of this 
change. This has been highlighted to the SHA and NHS GM. 
 
However, a small amount of this can be absorbed by additional spend, but this is limited due to 
approvals processes and timescale. 
 
The overall impact on the reported position is that the PCT will be declaring a £162k under spend, 
rather than the previously reported £83k. 
 
Work on the Frog Lane site is well underway and progressing well, and all backlog maintenance 
schemes are in progress and due for completion by 31st March 2013. 
 
IT schemes are all complete and the PCT is awaiting final deliveries and invoices.
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Appendix 1: Allocations 
 

. 

Allocation Update February 2012 Allocation Total

£000 £000

Opening allocation 2012/13 593,337 

No allocations received in month 02

PCT allocation at month 02 593,337

Allocations received in month 03

2012/13 Pooled Treatment Budget & Drug Interventions Programme 38              

Child & Adult Vaccination - routine vaccs programme for HPV vaccine 46              

GM Cats 2011/12 contract under utilisation (51)             

2012/13 Transformational pool WWLFT 450            

2012/13 Transformational pool Bridgewater Community Trust 50              

PCT allocation at month 03 593,870

Allocations received in month 04

Offender Health Liaison & Diversion 66              

Regional Innovation Fund- Bridgewater Community 15              

Bowel cancer screening (452)           

Escort & Bed Watches(£99k not £96k anticipated) 3               

Prisons Healthcare additional allocation 794            

Advancing Quality - not  a toplsice now invoiced by SRFT 247            

Impairments 260            

PCT allocation at month 04 594,803

Allocations received in month 05

Palliative Care (49)

Health, work & Well Being 38              

Emergency non elective performance adj (231)           

Offender Health - liaision & diversion 86              

PCT allocation at month 05 594,647

Allocations received in month 06

Public Health support for Local Authorities 94

PCT allocation at month 06 594,741

No allocations received in month 07

PCT allocation at month 07 594,741

Allocations received in month 08

Liaison & Diversion funding - Offender Health 10

NW Healthcare libraries IAT 5

Regional Innovation Fund 105

Emergency non elective performance adj 12./13 (253)

PCT allocation at month 08 594,608

Allocations received in month 09

Emergency non elective performance 12./13 - further adjustment (324)

NCG - return of 2012/13 under spend 106

Winter Pressues monies (535k LA,514 WWLFT,365k Bridgewater) 1,414

Overseas Visitors - topslice (339)

PCT allocation at month 09 595,465

No allocations received in month 10

PCT allocation at month 10 595,465

Allocations received in month 11

Amendment to Clinical Excellence (4)

Dental Access funding 120

Vaccination - Pertussis outbreak pregnant women 6

Revenue grants for GPs 243

Major Trauma Centre (767)

National Top Slice (344)

CATs transfer - 12/13 (9)

GM Cluster Risk share agreement (57)

Take out IAPT anticpated allocation (11)

PCT allocation at month 11 (included in FIMS submission to SHA) 594,642  
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Appendix 2: CCG Detail – Key Financial Indicators 
 
1 Operate within Delegated Expenditure Budget(£000s)

Plan Actual Variance Result Trend

Cumulative to date 396,685   397,205 520 

Year end forecast 439,075   439,393 318 

2 Top 2 contracts (cumulative year-to-date)

Plan Actual Variance Result Trend

Wrightington, Wigan & Leigh NHS FT 162,859   162,859 0 

Royal Bolton NHS FT 16,548     16,401 (147) 

3 Continuing Health Care Expenditure

Plan Actual Variance Result Trend

Cumulative to date 17,676 16,625 (1,051) 

Year end forecast 19,399 18,349 (1,050) 

4 GP Prescribing

Plan Actual Variance Result Trend

Cumulative to date 55,091 52,747 (2,345) 

Year end forecast 60,108     57,523 (2,585) 

 
 
 

Key Symbol

Symbol

Getting worse (Actual v Target) from last period to current  period

Actual better than plan

Actual meets the plan

Actual fails to meet the plan

Target Result

Performance Trend

Getting better (Actual v Target) from last period to current period

No change (Actual v Target) from last period to current period
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Appendix 3: CCG Detail – Year to Date position 
 

Cumulative year-to-date expenditure

MONTH Plan £000 Actual £000 Variance £000

APRIL 36,948      36,948 0 

MAY 73,895      73,895 0 

JUNE 107,464    107,464 0 

JULY 148,539    148,539 0 

AUGUST 178,276    178,276 0 

SEPTEMBER 216,033    216,005 (28) 

OCTOBER 249,285    249,109 (176) 

NOVEMBER 282,849    282,546 (303) 

DECEMBER 319,704    319,683 (20) 

JANUARY 358,571    358,741       170 

FEBRUARY 396,685    397,205 520 

MARCH 439,075    (439,075) 

 -
 50,000

 100,000
 150,000
 200,000
 250,000
 300,000
 350,000
 400,000
 450,000
 500,000

£0
00

Cumulative year-to-date expenditure

Plan £000 Actual £000
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Appendix 4: CCG Detail – Top 5 Acute Contracts 
 

Acute 
provider Point of delivery

Activity 
plan

Activity 
(over) / 
under 

plan

Variance 
as % of 

plan Budget

Actual 
(over) / 
under 

budget

Variance 
as % of 
budget Budget

Actual 
(over) / 
under 

budget

Variance 
as % of 
budget

A&E 51,729 (1,764) (3%) 6,660,948 (321,641) (5%) 7,266,489 (350,881) (5%)

Elective: inpatients and day cases 26,334 1,536 6% 31,127,315 1,030,695 3% 33,957,071 1,124,394 3%

Non-elective admissions 29,093 40 0% 46,424,055 (1,399,838) (3%) 50,644,424 (1,527,096) (3%)

Outpatients 254,003 (10,856) (4%) 34,919,846 (1,993,309) (6%) 38,094,377 (2,174,519) (6%)

All other (PbR excluded, non activity services) 0 0 0% 41,176,336 133,469 0% 44,919,639 145,602 0%

Settlement    2,550,625 2,550,625 2,782,500 2,782,500

Total 328,326 (11,044) (3%) 162,859,125 0 0% 177,664,500 0 0%

A&E 9,137 (610) (7%) 1,133,906 (81,809) (7%) 1,236,989 (89,246) (7%)

Elective: inpatients and day cases 1,579 (190) (12%) 2,522,539 (178,500) (7%) 2,751,861 (194,727) (7%)

Non-elective admissions 5,195 511 10% 8,580,994 187,438 2% 9,361,085 204,478 2%

Outpatients 14,640 (462) (3%) 2,410,481 (5,064) (0%) 2,629,616 (5,524) (0%)

All other (PbR excluded, non activity services) 628 21 3% 1,900,329 225,393 12% 2,073,086 245,883 12%

Items outside Slam (including making it better)   

Total 30,092 (730) (2%) 16,548,249 147,459 1% 18,052,636 160,864 1%

A&E 1,947 2 0% 321,493 (27,029) (8%) 350,720 (29,486) (8%)

Elective: inpatients and day cases 1,532 (68) (4%) 2,520,149 (6,546) (0%) 2,749,253 (7,141) (0%)

Non-elective admissions 668 (328) (49%) 1,518,536 (390,103) (26%) 1,656,585 (425,567) (26%)

Outpatients 8,438 (11) (0%) 1,522,155 (73,798) (5%) 1,660,533 (80,507) (5%)

All other (PbR excluded, non activity services) 1,340 35 3% 3,262,363 259,143 8% 3,558,941 282,701 8%

Items outside Slam (including making it better)   

Total 13,925 (370) (3%) 9,144,696 (238,333) (3%) 9,976,032 (260,000) (3%)

A&E 1,198 38 3% 134,448 (10,591) (8%) 146,671 (11,554) (8%)

Elective: inpatients and day cases 1,151 (244) (21%) 2,015,898 (175,509) (9%) 2,199,161 (191,464) (9%)

Non-elective admissions 439 (81) (18%) 815,331 (307,871) (38%) 889,452 (335,859) (38%)

Outpatients 7,943 (128) (2%) 1,263,821 181,831 14% 1,378,714 198,361 14%

All other (PbR excluded, non activity services) 6,841 2,305 34% 2,377,675 223,348 9% 2,593,827 243,652 9%

Items outside Slam (including making it better)

Total 17,572 1,890 11% 6,607,173 (88,792) (1%) 7,207,825 (96,864) (1%)

A&E 165 19 12% 18,029 2,078 12% 19,668 2,267 12%

Elective: inpatients and day cases 479 (25) (5%) 490,459 (45,062) (9%) 535,046 (49,158) (9%)

Non-elective admissions 108 23 21% 210,490 46,806 22% 229,625 51,061 22%

Outpatients 2,811 147 5% 318,549 19,251 6% 347,508 21,001 6%

All other (PbR excluded, non activity services) 0 0 0% 1,769,923 (126,641) (7%) 1,930,825 (138,154) (7%)

Items outside Slam (including making it better)  

Total 3,562 164 5% 2,807,449 (103,568) (4%) 3,062,672 (112,983) (4%)

Total 393,477 (10,090) (2%) 197,966,692 (283,234) (0%) 215,963,665 (308,983) 0%

Salford Royal

Central 
Manchester

UHSM

Wrightington, 
Wigan & 

Leigh

Activity (year to Date) Finance (year to Date) Finance (forecast outturn)

Royal Bolton
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Appendix 5: CCG Detail – Summary financial position 
 
 

Annual  

Budget 

£000 £000 £000 £000 £000 £000

Acute services

NHS 257,578 235,738 235,422 (315) 257,267 (311)

Private providers 5,122 4,381 5,295 914 6,125 1,003

NCA 1,553 1,424 1,282 (142) 1,398 (155)

Total Acute services 264,253 241,542 241,999 457 264,790 537

Mental Health

Mental Health  - NHS 23,847 21,855 21,731 (124) 23,731 (116)

Mental Health  - Private providers 4,693 4,293 4,183 (110) 4,552 (141)

Mental Health  - NCA 0 0 0 0 0 0

LD 595 546 275 (271) 301 (294)

Total Mental Health 29,135 26,693 26,188 (505) 28,584 (551)

Prescribing 60,108 55,091 52,747 (2,345) 57,523 (2,585)

Community 36,796 33,300 33,195 (106) 36,683 (113)

Other Commissioning 14,929 13,557 12,548 (1,009) 13,822 (1,107)

Primary Care 1,626 1,455 1,296 (159) 1,466 (160)

CHC / FNC 19,399 17,676 16,625 (1,051) 18,349 (1,050)

Corporate 7,765 7,398 7,913 514 8,376 611

CSS recharge 0 0 0 0 0 0

Social Care 0 0 0 0 0 0

Reserves 5,064 (29) 4,694 4,723 9,800 4,737

Other CCG 145,686 128,449 129,017 568 146,019 332

TOTAL  439,075 396,685 397,205 520 439,393 318

Forecast 

variance

 YTD 

Budget YTD Spend

YTD 

variance Forecast
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Appendix 6: CCG Detail – Corporate financial position 
 

  

Annual     YTD 
Budget 

YTD 
Spend 

YTD 
variance Forecast 

Forecast 
variance Budget  

   £000  £000  £000  £000  £000  £000 

              

              

Corporate             

Chief Executive 2,699 2,664 3,204 540 3,285 586 

Commissioning & Partnerships 838 768 771 3 842 4 

Finance & Performance 2,376 2,187 2,288 101 2,487 111 

Quality 615 569 406 (163) 435 (180) 

IM&T 0 0   0 0 0 

PBC Management Allowance 900 900 896 (4) 940 40 

Premises -Wigan Life Centre 136 126 164 38 186 50 

Depreciation 201 184 184 0 201 0 

Total Corporate  7,765  7,398 7,913 515 8,376  611 

              

CSS recharge 0 0 0 0 0 0 

              

TOTAL   7,765  7,398 7,913 515 8,376  611 
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Appendix 7: CCG Detail – Risk Analysis 
 

Risk Worst Best
Most 

Likely

£000 £000 £000

Current forecast outturn, including most likely risks 439,393 439,393 439,393

Adjusted delegated budget expenditure 439,393 439,393 439,393

Failure to control prescribing spend and deliver efficiency 1,000 0 250

Continuing Care Restitution Claims 6,700 2,500 4,400

Risk Adjusted Delegated Expenditure 447,093 441,893 444,043
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1. Executive Summary – Month 11 
 
1.1  The achievement of QIPP savings in this report is also built into the forecast outturn 

of this month’s Finance Board report. The CCG is planning to deliver £18,169k QIPP 
savings in 2012/13 and it is expected that this level of saving will be made in 
aggregate.  
 

1.2   Year to date the CCG has achieved £17,606k of savings, which is 96.9% of the full 
QIPP target.  Table 1 below shows the current risk rating of schemes against 
achieving their forecast value. Whilst we have a number of medium risk rated 
schemes totalling a forecast value £677k, we do not anticipate any problems in 
meeting our full year target. 

 
Table 1. 

   
                
  Value of Forecast Outturn by Risk Rating   
        £000s   

  Low   £                  17,492   

          

  Medium   £                       677   

          

  High   -£                           0   
                
                

 
               

1.3  Table 2 below shows the percentage achievement for each scheme against the 
original plan value. 

 
Table 2.  Full year forecast percentage achievement against original plan. 
 

Forecast Percentage Achievement Against Original Plan

Community Care
Community Health

Other

114%
128%
101%
92%
23%
50%
100%
297%

Secondary Care
Primary Care
Public Health

Meds Management
Estates

 
 
 
 



2 Specific Points for Month 11 
 
2.1  Total planned savings in month 11 were £1,291k, compared to actual savings 

reported as £1,029k. Forecast full year savings remain the same at £18,169k. The 
underachievement in month is due to a number of schemes that were originally 
planned to deliver savings in the final quarter of the year now no longer progressing. 
These include the LIFT Utilisation Review and the  PBR excluded drugs scheme, 
both QIPP schemes are being rolled forward into future years. 
 

2.2 The cumulative planned total for month 11 was £12,939k, where the actual 
achievement at month 11 is £17,606k, £4,667k above plan. This is largely due to the 
management account baseline budget reviews in months 6 and 7 that allow financial 
management to revise profiles and allocate underutilised budgets to address QIPP 
variances. 
 

2.2 A review of the Anti-Depressant LDAP scheme has shown current expenditure levels 
in this area are £266k down on the previous year, due to one of the key drugs used 
coming off license.. The full year forecast has been amended in the QIPP scorecard,  
accompanying this report. The overachievement is being utilised to offset schemes 
that are not achieving their full plan value 

                    
3. General Points 

 
3.1 The NHS Greater Manchester Director of Finance has emphasised the need for 

Locality PCTs to concentrate their efforts on the significant QIPP programmes rather 
than the minor schemes. 

 
3.2 Non-achievement of the CCG’s QIPP savings target represents a significant risk to 

the CCG. This would be with regard to the delivery of its statutory financial duty. The 
risk is reported in the monthly FIMS return to the Strategic Health Authority (SHA).  

 
3.3 It is important to ensure any reduction in acute spend achieved by reducing GP 

referrals are not offset by increases in internal referrals.  
 

4. 2013/14 Process and Working Groups. 
 

4.1 Following the November workshop and the consolidation of QIPP ideas into theme 
areas, the first round of QIPP workshops have now been held. These included 
Pain management/MSK, Cancer/ End of Life, Diabetes & Podiatry, CVD and 
COPD. The Acute schemes are being managed through the contract process and 
prescribing through the medicines management committee. The workshops were 
led by GP’s who provided the necessary clinical input.  A number of consistent 
themes were identified,  such as the need for education programmes and the  need 
for more  information about existing pathways. Some pathways need to be 
redesigned and these schemes will pass to the developing redesign team. The 
next steps are to prioritise schemes and establish businesses cases to take 
forward for approval. 

 
 
 
 



QIPP Programme  

Dashboard

Schemes by Categories  Monthly £000s Monthly
RAAG

Cumulative £000s Cumulative
RAAG

M11 Feb-2013 Planned Actual Trajectory Planned Actual
Secondary Care 287 229  AG 2305 2741 G
Primary Care 124 124  G 2741 3541 G
Public Health 57 58  G 627 636 G
Medicines Management 173 173  G 2408 2334 AG
Estates 463 5  R 1391 394 R

Community Care (BW) 20 170  G 1530 1780 G

Community Health 0 0  G 100 100 G
Other 167 270  G 1837 6080 G
Total 1291 1029  AG 12939 17606 G

Current value of schemes yet to be identified to meet £18.1 million target has increased in month by £116k to £2,204k

Secondary Care

Primary Care

Public Health

Medicines
Management

Estates

Community Care
(BW)

Community
Health

Other

£17,606k

£18,169k

£0k £2,000k £4,000k £6,000k £8,000k £10,000k £12,000k £14,000k £16,000k £18,000k £20,000k

1

Cumulative Actual Against Full Year Plan - £000s

Full Year Plan

YTD Actual

Full Year Plan, £2,594k

Full Year Plan, £2,866k

Full Year Plan, £687k

Full Year Plan, £2,700k

Full Year Plan, £1,862k

Full Year Plan, £3,320k

Full Year Plan, £100k

Full Year Plan, £5,103k

Current Forecast, £2,952k

Current Forecast, £3,666k

Current Forecast, £696k

Current Forecast, £2,511k

Current Forecast, £422k

Current Forecast, £1,650k

Current Forecast, £100k

Current Forecast, £6,196k

YTD Forecast  Against Full Year Plan - £000s - RAAG Rated

Mike Tate
Locality Director of Finance, 
Contracting and Performance Management
Director of Finance Wigan Borough Clinical Commissioning Group



QIPP 2012/13 Programme  

Schemes by Categories  Monthly £000s £000s £000s Actual

M11 Feb-2013 Scheme Planned Actual Variance Current  Status
YTD 
Plan

YTD
Actual

Variance Current  Status
Full Year

Plan
Current

Forecast
Variance

Risk

Pathology Testing (Contract) Kim 
Godsman

50 50 0
No Material Concerns -

100% of Milestone 
Achieved

550 550 0
No Material Concerns -

100% of Milestone 
Achieved

600 600 0 Low

Local Pricing  (nursing)(Contract) Kim 
Godsman

36 36
No Material Concerns -

100% of Milestone 
Achieved

396 396 0
No Material Concerns -

100% of Milestone 
Achieved

430 430 0 Low

Blood Transfusions - Local Pricing 
(Contract)

Kim 
Godsman

11 11
No Material Concerns -

100% of Milestone 
Achieved

121 121 0
No Material Concerns -

100% of Milestone 
Achieved

130 130 0 Low

Recommissioning Dermatology Paul Carroll 4 0 -4
Scheme no longer in 

place. 44 0 -44
Scheme no longer in 

place. 50 0 -50 N/a

Alcohol related admissions - 'Frequent 
Fliers' Carol lyons

54 0 -54
Scheme no longer in 

place. 270 0 -270
Scheme no longer in 

place. 324 0 -324 N/a

Other Secondary Care Savings All 132 132 0
No Material Concerns -

100% of Milestone 
Achieved

924 1674 750
No Material Concerns -

100% of Milestone 
Achieved

1060 1792 732 Low

Secondary Care Sub-Total Secondary Ca 287 229 -58 2305 2741 436 2594 2952 358

Orthodontic Pathway Redesign
Jackie 
Forshaw 0 0 0 Scheme Finished 177 177 0 Scheme Finished 177 177 Low

Budget Top slice 8.2% Jackie 
Forshaw

124 124 0
No Material Concerns -

100% of Milestone 
Achieved

1364 2164 800
No Material Concerns -

100% of Milestone 
Achieved

1489 2289 800 Low

Darzi Reduction
Jackie 
Forshaw 0 0 0 Scheme Finished 1200 1200 0 Scheme Finished 1200 1200 Low

Primary Care Sub-Total
y

Care 124 124 0 2741 3541 800 2866 3666 800

Budget Top slice 1.59% Kate Ardern 57 58 1
No Material Concerns -

100% of Milestone 
Achieved

627 636 9
No Material Concerns -

100% of Milestone 
Achieved

687 696 9 Low

Public Health Sub-Total 57 58 1 627 636 9 687 696 9

Increase low cost Statin prescribing to 
top quartile BCBV indicator Linda Scott

5 5 0
No Material Concerns -

100% of Milestone 
Achieved

145 114 -31
Material Concerns 
60%+ Of Milestone 

Achieved
150 119 -31 Medium

Increase low cost PPI prescribing to 
top quartile BCBV indicator Linda Scott

10 10 0
No Material Concerns -

100% of Milestone 
Achieved

140 83 -57
Significant Concerns - 
< 60% Of Milestone 

Achieved
150 93 -57 Medium

Decrease prescribing of unlicensed 
specially formulated products 
(specials) Linda Scott

20 20 0
No Material Concerns -

100% of Milestone 
Achieved

230 196 -34
79%+ of Milestone 

Achieved 250 216 -34 Low

Increase prescribing of generic 
products that do not require to be 
brand prescribed Linda Scott

4 4 0
No Material Concerns -

100% of Milestone 
Achieved

71 165 94
No Material Concerns -

100% of Milestone 
Achieved

75 169 94 Low

Increase review of patients prescribed 
inhaled corticosteroid - to ensure step 
down from high doses following BTs 
and NICE guidance Linda Scott

5 5 0
No Material Concerns -

100% of Milestone 
Achieved

95 98 3
No Material Concerns -

100% of Milestone 
Achieved

100 103 3 Low

Review Blood Glucose Monitoring 
prescribing with the aim to educate 
patients in the management of their 
LTC and to decrease the use of these 
products, following NICE guidance Linda Scott

5 5 0
No Material Concerns -

100% of Milestone 
Achieved

70 37 -33
Significant Concerns - 
< 60% Of Milestone 

Achieved
75 47 -28 Medium

Angiotensin Drugs - increase low 
prescribing of the low cost drugs Linda Scott

4 4 0
No Material Concerns -

100% of Milestone 
Achieved

96 132 36
No Material Concerns -

100% of Milestone 
Achieved

100 136 36 Low

GM Do Not Prescribe List - reduce 
prescribing Linda Scott

30 30 0
No Material Concerns -

100% of Milestone 
Achieved

370 323 -47
79%+ of Milestone 

Achieved 400 353 -47 Low

Scriptswitch - implement across NHS 
ALW following ULC pilot* Linda Scott

21 21 0
No Material Concerns -

100% of Milestone 
Achieved

279 422 143
No Material Concerns -

100% of Milestone 
Achieved

300 420 120 Low

Ezetimibe - decrease prescribing; 
following locally agreed guidance Linda Scott

16 16 0
No Material Concerns -

100% of Milestone 
Achieved

184 211 27
No Material Concerns -

100% of Milestone 
Achieved

200 227 27 Low

Product formulation changes - 
optimum pricing Linda Scott

7 7 0
No Material Concerns -

100% of Milestone 
Achieved

73 74 1
No Material Concerns -

100% of Milestone 
Achieved

200 80 -120 Low

SIP Feeds
Linda Scott

13 13 0
No Material Concerns -

100% of Milestone 
Achieved

138 120 -18
79%+ of Milestone 

Achieved 150 132 -18 Low

Analgesics
Linda Scott

8 8 0
No Material Concerns -

100% of Milestone 
Achieved

92 49 -43
Significant Concerns - 
< 60% Of Milestone 

Achieved
100 57 -43 Medium

Individual Prescribing Reviews
Linda Scott

25 25 0
No Material Concerns -

100% of Milestone 
Achieved

425 311 -114
Material Concerns 
60%+ Of Milestone 

Achieved
450 336 -114 Medium

Meds Management Sub-Total 173 173 0 2408 2334 -74 2700 2487 -213

LIFT out patients
Julie 
Southworth 417 0 -417

Scheme no longer in 
place. 834 0 -834

Scheme no longer in 
place. 1250 0 -1250 N/a

Move from Bryan House to WLC
Julie 
Southworth 0 0 0 Scheme Finished 200 200 0 Scheme Finished 200 200 Low

Utilities recharge in LIFT and Clinics Julie 
Southworth

11 0 -11
Significant Concerns - 
< 60% Of Milestone 

Achieved
114 0 -114

Significant Concerns - 
< 60% Of Milestone 

Achieved
125 0 -125 Low

Recharge 5BPs at WLC Julie 
Southworth

4 4 0
No Material Concerns -

100% of Milestone 
Achieved

44 44 0
No Material Concerns -

100% of Milestone 
Achieved

50 50 Low

66a Standishgate Julie 
Southworth

13 0 -13
Significant Concerns - 
< 60% Of Milestone 

Achieved
26 0 -26

Significant Concerns - 
< 60% Of Milestone 

Achieved
40 0 -40 Low

Beech Hill Julie 
Southworth

7 0 -7
Significant Concerns - 
< 60% Of Milestone 

Achieved
13 6 -7

Significant Concerns - 
< 60% Of Milestone 

Achieved
20 20 Low

SLAs for Fire and Security Julie 
Southworth

0 0 0 Scheme Finished 17 17 0
No Material Concerns -

100% of Milestone 
Achieved

17 17 Low

Incefield House Julie 
Southworth

4 0 -4
Significant Concerns - 
< 60% Of Milestone 

Achieved
8 0 -8

Significant Concerns - 
< 60% Of Milestone 

Achieved
13 0 -13 Low

College Street Clinic Julie 
Southworth

3 0 -3
Significant Concerns - 
< 60% Of Milestone 

Achieved
6 0 -6

Significant Concerns - 
< 60% Of Milestone 

Achieved
10 0 -10 Low

Wigan Road Ashton Julie 
Southworth

0 0 0 Scheme Finished 10 10 0
No Material Concerns -

100% of Milestone 
Achieved

10 10 Low

Leigh LIFT parking return Julie 
Southworth

4 1 -3
Significant Concerns - 
< 60% Of Milestone 

Achieved
44 17 -27

Significant Concerns - 
< 60% Of Milestone 

Achieved
52 25 -27 Medium

QIPP 2012/13 Programme  - Individual Scheme Scorecard



QIPP 2012/13 Programme  

Schemes by Categories  Monthly £000s £000s £000s Actual

M11 Feb-2013 Scheme Planned Actual Variance Current  Status
YTD 
Plan

YTD
Actual

Variance Current  Status
Full Year

Plan
Current

Forecast
Variance

Risk

QIPP 2012/13 Programme  - Individual Scheme Scorecard

Other Estate Schemes Julie 
Southworth

0 0 0 Scheme Finished 75 100 25
No Material Concerns -

100% of Milestone 
Achieved

75 100 25 Low

Estates Sub-Total 463 5 -458 1391 394 -997 1862 422 -1440

Commissioning of a Home Oxygen 
Service Linda Scott

20 170 150
No Material Concerns -

100% of Milestone 
Achieved

30 280 250
No Material Concerns -

100% of Milestone 
Achieved

50 150 100 Low

Bridgewater Services Review Kim 
Godsman

0 0 0 Scheme Finished 1500 1500 0
No Material Concerns -

100% of Milestone 
Achieved

3270 1500 -1770 Low

Community Care Sub-Total 20 170 150 1530 1780 250 3320 1650 -1670

Development of an Integrated 
Specialist Palliative Care Service

Sally 
Forshaw

0 0 0 Scheme Finished 100 100 0
No Material Concerns -

100% of Milestone 
Achieved

100 100 Low

Community Health Sub-Total 0 0 0 100 100 0 100 100 0

Running costs All 34 34 0
No Material Concerns -

100% of Milestone 
Achieved

374 375 1
No Material Concerns -

100% of Milestone 
Achieved

411 412 1 Low

Independent Sector contracts 
Various

70 117 47
No Material Concerns -

100% of Milestone 
Achieved

770 1635 865
No Material Concerns -

100% of Milestone 
Achieved

834 1635 801 Low

NPfIT Peter 
Jenkinson

42 42 0
No Material Concerns -

100% of Milestone 
Achieved

462 711 249
No Material Concerns -

100% of Milestone 
Achieved

500 749 249 Low

CBS Infrastructure
TBC

8 8 0
No Material Concerns -

100% of Milestone 
Achieved

88 88 0
No Material Concerns -

100% of Milestone 
Achieved

90 90 0 Low

PBR Excluded drugs
Kim/Umesh

0 0 0
Scheme no longer in 

place. 0 0 0
Scheme no longer in 

place. 100 0 -100 N/a

Anti Depressant LDAP John 
Marshall

13 69 56
No Material Concerns -

100% of Milestone 
Achieved

143 259 116
No Material Concerns -

100% of Milestone 
Achieved

150 266 116 Low

Review of zero/low spend areas All 0 0 0
No Material Concerns -

100% of Milestone 
Achieved

0 3012 3012
No Material Concerns -

100% of Milestone 
Achieved

0 3044 3044 Low

Other 167 270 103 1837 6080 4243 2085 6196 4111

Sub-Total 1291 1029 -262 12939 17606 4667 16214 18169 1955
Schemes Yet To Be Identified 0 1955 0 High

Total 1291 1029 -262 18169 18169

Value of Forecast by Risk
£000s

Low 17,492£                  

Medium 677£                       

High 0-£                           
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Data thresholds and time periods 

 

Overall score 

Each Red = 0 Amber = 2 Green=3 

Score of >=20 Green, >=16 Amber, <16 Red 

 

Indicator Data period 
Upper threshold 
(green) 

Lower threshold 
(Amber) 

RTT admitted patients seen within 18 
weeks 

 November 2012 90% 

62 day cancer waiting times Q2 2012/13 85% 

C-diff infections 
12/13 YTD at 
December 12 

0 z-score 1 z-score 

Mixed Sex accommodation December  2012 0 breaches 
Breach rate <1 
per 1000 FCEs 

A&E 4 hour  wait 
Q4 to date at 27th 
January 2013 

0 main provider 
trusts breaching 
the 95% 
threshold 

Ambulance Cat A (8 mins) December 2012 75% 71% 
Health Checks – eligible patients 
offered an NHS health check 

Q2 2012/13 Meets plan 
80% of plan 
level 

Health Visitors – number of WTE on 
ESR 

November 2012 
Meets PCT 
cluster target 

Within 2% of 
PCT cluster 
target 
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Scoring 

 

Overall score 

Each Red = 0  

Amber = 2  

Green=3 

 

Score of >=20 Green, >=16 Amber, <16 Red 

 

Note – The Health Visitor indicator is not included in the overall score.  
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1. EXECUTIVE SUMMARY 
 
1.1 Key Issues: Quality Domains 
 
1.1.1 Eleven of the thirty two indicators assessed across these domains are currently performing 

worse than plan. Key issues amongst these indicators are detailed below. More detailed 
analysis and owner comments for all failing indicators can be found later in the report. 

1.1.2 Healthcare Associated Infections: MRSA 

The full-year target of no more than 6 infections across the responsible population is now 
unachievable; there have been 7 infections in the April to January period. This was a result 
of 2 MRSA infections reported for January; one at WWL and the other at Bolton. 

1.1.3 Healthcare Associated Infections: Clostridium Difficile 

The full-year target of no more than 91 infections across the responsible population is now 
unachievable; there have been 106 infections in the April to January period. Following the 
reduced number of infections in December, January saw an increase to 12 infections. 

1.1.4 Referral To Treatment Waiting Times 

All three RTT indicators are comfortably achieving the national standards for performance 
covering all patients. However, behind the headline figures there remains an area of 
concern relating to the Trauma & Orthopaedics (T&O) specialty, which continues to fall 
below the national standards. These delays relate to patients referred to WWL who are 
reporting that the backlog of T&O patients waiting beyond 18 weeks will continue into 
2013/14. On a positive note, the number of ALW patients waiting 52+ weeks had reached 
zero, for the first time since RTT measurement began. 

1.1.5 Emergency Admissions For Ambulatory Care Sensitive (ACS) Conditions 

All three ACS indicators are showing admission numbers above plan for the April to 
January period. However, all three indicators have reported lower than plan in January. 

1.1.5 Mental Health: Early Intervention In Psychosis Services 

The year-to-date number of early interventions is eight below plan at Quarter 3. To deliver 
the full year target, twenty two interventions will be needed in the final quarter. 

1.1.6 Diagnostic Waiting Times 

Year-to-date performance remains above the standard that no more 1% of patients wait 
beyond 6 weeks. However, the standard has been achieved in each of the last four months, 
and in five of the last six months. 

1.1.7 Public Health Prevention 

The year-to-date performance of both smoking quitters and NHS health checks offered 
remains below plan. 

1.2 Key Issues: Other Domains 
 
1.2.1 Twelve of the fifteen indicators assessed across other domains are performing worse than 

plan. Key issues amongst these indicators are detailed below. More detailed analysis and 
owner comments for all failing indicators can be found later in the report. 

1.2.2 Referrals & Outpatient Attendances 

All four indicators of referral and outpatient activity are higher than plan, reflecting a year-
on-year increase in referrals from GPs and other sources. 
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1.2.3 Elective Inpatient Admissions 

Year-to-date Daycase admissions are 6.23% above plan. However, in part, this is due to a 
switch of activity from more costly Ordinary admissions, which are (12.05%) below plan. As 
a result total elective admissions are 2.67% above plan. 

1.2.4 Non-Elective Inpatient Admissions 

Year-to-date non-elective admissions are 1.64% above plan. However, the number of 
admissions has reduced since August and plan numbers have been achieved in each of 
the last three months, and in five of the last six months. 

1.2.5 Number Of Health Visitors 

The number of Whole Time Equivalent (WTE) Health Visitors employed at Bridgewater 
Community Healthcare remains static at 69.49 WTE in January. As a result, performance 
remains 7.63 WTE below the target of 77.12. 

1.3 Year-On-Year Comparisons 

 
1.3.1 To give context to the some of the performance numbers discussed in the above key issues 

section, charts of year-on-year performance for selected key indicators are provided at 
section 2.3 (page 7). 

1.4 North Of England Performance Overview 

 
1.4.1 NoE SHA produces a performance review of selected KPIs, which facilitates benchmarking 

between PCTs. The latest release is associated as a supplementary report. 

1.5 Performance Summary 
 
1.5.1 The CCG Performance Report focuses on the Integrated Performance Measures (IPMs) 

included in the 2012/13 NHS Operating Framework, published in December 2011. 

1.5.2 As at Month 10, one indicator domain is assessed as Green, three are Green/Amber, five 
are Amber/Red and none are Red. One shows an improving trend, eight show a static trend 
and none show a declining trend. 

1.5.3 Across the individual indicators, twenty are assessed as Green, four are Green/Amber, 
seventeen are Amber/Red and six are Red. It is not possible to assess the remaining three 
indicators, as plan data is not available for 2012/13. Twenty three show an improving trend, 
three show a static trend and twenty four show a declining trend. 
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2.1 PERFORMANCE DASHBOARD: INDICATOR DOMAINS 
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2.2 PERFORMANCE SCORECARD: ALL INDICATORS 
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2.3 YEAR-ON-YEAR TRENDS: KEY INDICATORS 
 
MRSA 

  
 
Clostridium Difficile Infections 

  
 
Referral To Treatment: Trauma & Orthopaedic Admitted Pathways 
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3. ANALYSIS OF INDICATORS NOT ACHIEVING TARGET 
 
3.1 Ambulance: Category A 19 Minute Response Time 

  
 
Performance Comments 
 
Performance across the NWAS area improved slightly, to achieve the 95% standard in January. 
However, year to date performance remains marginally below the standard at 94.96%. 
 
Remedial Actions Reported By Indicator Owner 
 
The drop in performance is linked to the increased winter pressures experienced across the whole 
of the Greater Manchester system from December. Commissioners monitor the performance of 
this target daily throughout winter at a local level and twice weekly at a Greater Manchester level. 
Issues surrounding diversions of patients to Wigan from other struggling health economies has 
impacted on trust performance. A new Greater Manchester policy to managing this area was 
agreed in early January and this issue has now improved. 
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3. ANALYSIS OF INDICATORS NOT ACHIEVING TARGET 
 
3.2 Mental Health: Early Intervention In Psychosis Services 

 
 
Performance Comments 
 
The number of early interventions during Quarter 3 is five below the target of 14, at 9. As a result, 
the year-to-date position is now eight below the target of 40, at 32. 
 
Remedial Actions Reported By Indicator Owner 
 
Although current numbers are below target, this is a similar performance to the same time last 
year, when the full year target was achieved. The service has put into operation a number of case 
finding approaches to develop a more consistent level of referrals throughout the year. Small 
numbers can exaggerate the percentage variances. Performance is monitored weekly with the 
provider. 
 
Action: Continue to monitor EIP performance on a weekly basis. 
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3. ANALYSIS OF INDICATORS NOT ACHIEVING TARGET 
 
3.3 Emergency Admissions: Chronic Ambulatory Care Sensitive (ACS) Conditions 

  
 
Performance Comments 
 
Emergency admissions for Chronic ACS conditions in December are above plan, by 9.32%. As a 
result, the year to date variance is now above plan by 12.07%. The largest increases in admissions 
are seen in the following conditions: heart failure, asthma, dementia and angina. 
 
Remedial Actions Reported By Indicator Owner 
 
PbR rules now incentivise a best practice payment for reducing inpatient stays for patients with 
ambulatory care sensitive conditions and moving these patients to zero length of stay. In late 
November, WWL FT underwent a bed reconfiguration whereby inpatient beds were converted to 
ambulatory care sensitive short stay facilities. The intention is to see short stay admissions for 
these conditions increase and long stay admissions reduce. Commissioners will be analysing the 
impact of the bed reconfiguration throughout March and April as the initial flex and freeze financial / 
activity data is received to understand the true impact. 
 




