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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 

June 2012 90% 

62 day cancer waiting times Q1 2012/13 85% 

C-diff infections 12/13 YTD at July 12 0 z-score 1 z-score 

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

A&E 4 hour  wait 
Q2 to date at 2nd Sep 
2012 

0 main provider 
trusts breaching 
the 95% 
threshold 

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

Q1 2012/13 Meets plan 
80% of plan 
level 

Health Visitors – number of WTE on 
ESR 

June 2012 
Meets PCT 
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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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REPORT TITLE: 
 

 
Risk Management Strategy and Policy 2012 - 2013 

 
REPORT AUTHOR: 
 

 
L Mitchell, Head of Risk Management 

 
PRESENTED BY: 
 

 
J Southworth, Chief Operating Officer 

 
RECOMMENDATIONS/DECISION 
REQUIRED: 
 

 
The Board is asked to review and approve the Risk Management 
Strategy and Policy 2012 - 2013. 

 
EXECUTIVE SUMMARY 
 
The Wigan Borough Clinical Commissioning Group is committed to providing assurances that all health 
services commissioned for local people are of a good quality and that any known risks to patients, staff 
and/or the organisation are mitigated by a process of risk identification, assessment, management, 
mitigation and where reasonably practicable the elimination of those risks.   

The Risk Management Strategy and Policy has been developed as part of the organisation’s 
commitment to putting in place a proactive approach to risk management that aims to prioritise risk 
management activity so that we can mitigate negative consequences. We cannot create a risk free 
environment, but rather one in which risk is considered as an integral part of everything we do and is 
appropriately identified, managed and controlled.  

The Risk Management Strategy and Policy sets out how the management of risks will be integrated 
into the governance arrangements for the organisation. The Board is of the belief that, by having a 
systematic and consistent approach towards the management of risk, the organisation can provide an 
environment in which creativity and innovation can flourish, enabling services to positively respond to 
new opportunities and challenges. Ultimately it is the intention of this strategy to support the 
organisation’s vision for the achievement of the best possible health and well-being for people of the 
Wigan Borough. 
 

 

 

 
FURTHER ACTION REQUIRED: 
 

 
This Risk Management Strategy and Policy is a working 
document and will be reviewed once the CCG has received 
notification of statutory organisation status or if not before, 1 April 
2013.  
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Statement of Intent  

To be able to consistently deliver on improvements and develop health services that will assist 
and support local people will clearly be a challenging process given the current economic 
climate. This will involve a huge commitment, investment and work in order to achieve our goals 
and deliver on our key performance targets.  

Through the Corporate Objectives, the organisation will demonstrate its commitment to raise 
standards and continuously improve the quality of commissioned services.  However, it must be 
recognised and appreciated that delivering improvements and embracing the creation of 
positive advantages, benefits and opportunities can and will involve taking calculated risks.  
 
The Wigan Borough Clinical Commissioning Group Board (the Board) is committed to providing 
assurances that all health services commissioned for local people are of a good quality and that 
any known risks to patients, staff and/or the organisation are mitigated by a process of risk 
identification, assessment, management, mitigation and where reasonably practicable the 
elimination of those risks.   

The Risk Management Strategy and Policy has been developed as part of the organisation’s 
commitment to putting in place a proactive approach to risk management that aims to prioritise 
risk management activity so that we can mitigate negative consequences. We cannot create a 
risk free environment, but rather one in which risk is considered as an integral part of everything 
we do and is appropriately identified, managed and controlled.  

The Risk Management Strategy and Policy sets out how the management of risks will be 
integrated into the governance arrangements for the organisation. The Board is of the belief 
that, by having a systematic and consistent approach towards the management of risk, the 
organisation can provide an environment in which creativity and innovation can flourish, 
enabling services to positively respond to new opportunities and challenges. Ultimately it is the 
intention of this strategy to support the organisation’s vision for the achievement of the best 
possible health and well-being for people of the Wigan Borough. 

 
However; given all of the above it must be noted that: Risk Management is not just the 
responsibility of one role or person within an organisation; it’s everyone’s responsibility.  
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1 Introduction 
 
Every activity that Wigan Borough Clinical Commissioning Group (the CCG) undertakes, or 
commissions others to undertake on its behalf, brings with it some element of risk that has the 
potential to undermine, or prevent the organisation achieving its corporate objectives.  
 
This document sets out the strategy and policy for the identification and management of risk 
within the CCG. The policy applies to all members of the CCG. The Locality Executives; Senior 
Management Team and Managers will ensure that risk management is a fundamental part of 
the CCG approach to the governance of the organisation. It also recognises the commitment of 
the CCG to work with and support primary care and other independent contractors across the 
Borough. 
  
The strategic direction within the CCG is focused on improvements in the local health system 
through the Quality Innovation, Productivity and Prevention (QIPP) Programme with enhanced 
relationships with local authorities and patient and public Groups, and the Health and Wellbeing 
Boards. This strategic direction will: 
 

 Foster an environment that promotes health and wellbeing and tackles inequalities;  
 
 Ensure that everyone in the Wigan Borough can access integrated services which are 

flexible and responsive to their needs, and  
 
 Commission services which deliver high quality, efficient and cost effective care.  

 
2 Purpose  

 
The purpose of the Risk Management Strategy and Policy is to ensure that: 

 
 We are able to clearly describe the systems and processes in place for the 

management of risk within the organisation and are able to define the reporting 
relationships between the key committees with responsibility for the management of 
risk within the organisation as detailed within appendix 1.  

 
 The Board is aware of all known significant risks. Having considered the evidence 

provided the Board will be enabled to make decisions and allocate resources 
appropriately, in a prioritised way to allow for the effective management and mitigation 
of the risk/s to ensure in so far as is reasonably practicable that the organisation is 
able to fulfil it aims and meet its corporate objectives. 

 
 There is a clearly defined systematic and consistent approach towards the 

management and mitigation of risk which is reflected in our commissioned services. 
The strategy and policy provides a framework for an organisation-wide risk 
management process that will lend support to the decision making process during this 
transition period, the aim being the protection of the organisation’s key functions.  

 
 To support the organisation to continue to lead the local health agendas across the 

whole health economy. This will include the broadening of collaborative working with 
community partners to enable the commissioning of services that meet health 
priorities and reduce health inequalities. Importantly, this will also focus on a 
structured, balanced and stable transition process. Effective partnership working 
requires collaborative risk identification and management. 

 
 The organisation is enabled to integrate risk management within Services and 

Departmental processes and effectively manage all known risks associated with the 
delivery of business priorities.  
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 Given the current climate of change it is now crucial that commissioners actively 
promote, encourage and support the use of effective risk management arrangements 
and also reaffirm key requirements with NHS Provider organisations.  

 
 We develop the use of risk management tools to positively encourage and assess 

opportunity, innovation and development within the organisation. 
 

 The application of the strategy and policy, together with other related risk 
management activities, will support a cultural shift towards more a risk aware 
organisation that supports responsible and well managed risk-taking. 

 
Risk management arrangements apply to all staff employed by both the CCG as well as 
contractors working on behalf of the organisation. In implementing an organisation wide risk 
management process, managers must ensure that the staff within their sphere of responsibility 
are able to recognise potential risks and are encouraged and reminded to report all untoward or 
near-miss events in line with the organisation’s Incident Reporting Policy. The policy is available 
and accessible via the Intranet. The Senior Management Team must ensure the 
implementation and application of this strategy and policy within their sphere of responsibility 
and are expected to take a proactive lead in ensuring that risk management is a fundamental 
part of the total approach to quality, corporate governance and the organisation’s Annual 
Governance Statement. Individuals, Committees and/or Groups with specific responsibilities 
and accountabilities for risk management are further detailed at sections 8 and 9.  
 
The risk management framework (appendix 2) will be reviewed in response to changes in 
national and local requirements, and will also be subject to a full review by the Board on an 
annual basis. 

 
3 Associated Benefits  
 
 The Risk Management Strategy and Policy will: 
 

 Provide assurance in respect of compliance with statutory duties and national 
guidance.    

 Support the achievement of the organisation’s strategic aims and objectives.  
 Assist with the planning and commissioning of services to patients, carers, supporting 

a wider health economy approach. 
 Support propriety and regularity of expenditure. 
 Minimise waste, fraud, error and support the efficient and effective use of resources. 
 Support the improvement and refinement of decision- making. 
 Support policy development.   
 Assist with business continuity planning. 
 Support improvements in project management.  
 Support effective change management. 

 
4 The Philosophy 
 

Risk is usually portrayed as being negative; something with an unwanted consequence that 
needs to be avoided at all cost. However, without a Risk Management Framework that supports 
responsible and well managed risk-taking the organisation would not be able to achieve its 
strategic goals. It is only by being creative that we will meet the challenges facing the 
organisation. Therefore we need to strive to develop new and innovative ways of working, whilst 
firm in our knowledge of the potential risks that are involved. By embedding risk management 
into the organisation’s structure and culture, this will ultimately encourage its management and 
staff to identify, understand and manage risks, and learn how to accept the right risks. A notable 
difference in the organisation’s attitude towards risk must be achieved by the adoption of this 
Strategy and Policy. 
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5 Scope  
 

The Risk Management Strategy and Policy encompasses all types of risk inherent in the 
business activities of the organisation. These can be broadly categorised as Change, Clinical, 
Financial, Governance, Information and Technology, Legal and Compliance, Operations, 
People and Strategic. 
 
Risk identification and management applies to all levels of activity within the organisation. As 
previously noted all members of staff have an important role to play in the identification, 
assessment and management and mitigation of risk. 

 
6 Definitions 
 

Integrated 
Governance 

Systems, processes and behaviours by which NHS Trusts providing services for 
the NHS in the UK, lead, direct and control their functions in order to achieve 
organisational objectives, safety and quality of service and in which they relate to 
patients and carers, the wider community and partner organisations. 

Risk The chance of something happening that will have an impact on objectives, 
measured in terms of likelihood and consequence.  

Risk 
Management 

Process 

The systematic application of management policies, procedures and practices to 
the tasks of establishing the context, identifying, analysing, assessing 
(evaluating), managing (treating), monitoring and communicating risk. 

The Organisation in line with the wider NHS has adopted the Australian/New Zealand Standard, Risk Management (AS/NZ 
Standard 4360 1999: Revised Ed. 2004) 
 

7 Risk Categories 
 

As part of the common risk language similar kinds of risks have been grouped together into 
appropriate risk categories which will help to: 

 
 Provide a structure and framework for risk identification; 
 Aggregate and map similar kinds of risks across the organisation as a whole; and 
 Effectively allocate accountability and responsibilities appropriately. 
 

Risk Category  Definition 
Change These concern risks that programmes and projects do not deliver the agreed benefits on 

time and within agreed budgets and/or introduce new or changed risks that are not 
identified and managed. 

Clinical 
 

These concern risks that arise directly from the provision and delivery of healthcare. This 
includes clinical errors and negligence. 

Financial 
 

These concern the effective management and control of the finances of the organisation. 
The risk events can range from insufficient funding, poor budget management, 
mismanagement of assets and liabilities and failure to collect due revenues. 

Governance 
 

These concern the establishment of an effective organisational structure with ‘clear lines 
of authorities and accountabilities’. The risk events can include inappropriate decision 
making and delegation of authorities, lack of appropriate tone set by leadership and lack 
of Board cohesiveness. All can result in sub optimal performance and losses. 

Information and 
Technology 

These concern the day-to-day concerns the organisation may be confronted with as it 
strives to deliver its objectives. They can include events such as technical breakdown, 
loss of hard or soft copy data, failure by partners to deliver service, irretrievable 
breakdown of a partnership, failure to effectively manage internal change etc. 

Legal and 
Compliance 

These concern Health and Safety compliance, consumer protection, data protection, 
employment practices, failure to comply with employment legislation, management of 
complaints and claims. 

Operations 
 

These concern the day-to-day concerns the organisation may be confronted with as it 
strives to deliver its objectives. They can include loss of staff to process failures. It covers 
risk events such as failure by partners to deliver on contractual/service agreements, 
irretrievable breakdown of a partnership, failure to effectively manage internal change etc. 

People 
 

These concern insufficient human capital (capacity and capability), inappropriate staff 
behaviour. These risks can have a significant impact on the performance and reputation 
of the organisation. 

Strategic 
 

These concern the long term strategic objectives of the organisation. They can be 
affected by external factors such as the economy, political environment, technological 
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change, changes in customer needs, legal and regulatory changes, missing opportunities 
and mismanagement by the Senior Management Team. The strategic risks are in the 
main significant risks that have the potential to impact on the organisation as a whole. 
They are also in some cases cross cutting risks that impact across the organisation rather 
than just one area. 

 
8 Risk Management Responsibilities and Accountability - Committees 
 
 A key component of an effective risk management system is a clearly defined structure that 
 performs a number of functions: 
 

 To make explicit the scheme of accountability; 
 To make explicit the lines of reporting; 
 To support the delivery of the organisations risk management objectives, and  
 To reinforce the organisations commitment to commissioning safe and effective health 

 care services on behalf of the population of the Borough. 
  

8.1 Board 
 

The Board has a duty to assure itself that the organisation has properly identified the 
risks it faces, and that it has processes and controls in place to mitigate those risk and 
the impact they have on the organisation and its stakeholders. The Board discharges 
this duty as follows:  
 
 Identifies risks to the achievement of its corporate objectives;  
 
 Monitors these via the Board Assurance Framework;  

 
 Ensures that there is a structure in place for the effective management of risk 

throughout the CCG;  
 

 Approves and reviews strategies for risk management on an annual basis;  
 

 Receives regular reports from the Board Sub - Committees’ identifying significant 
clinical risks;  

 
 Receives updates and reports from the Senior Management Team identifying 

significant risks and progress on mitigating actions, and   
 

 Demonstrates leadership, active involvement and support for risk management 
 

The Board requires all staff to fulfil their responsibilities in relation to risk management. 
Whilst it is recognised that it is important to meet national targets and to remain in 
financial balance; this must ‘not’ be achieved at the expense of the safety of staff, 
patients or service users. It is important that staff raise issues with their Manager or if 
appropriate to the circumstances the Senior Manager and/or the Senior Management 
Team if they feel that the qualitative aspects of any commissioned services are being 
compromised. The Policy and Procedure for Staff Raising Concerns (‘Whistleblowing’) 
provides further information in respect of raising concerns. 

 
8.2 Audit Committee 

 
The Audit Committee is responsible for providing assurance to the Board that the 
organisation has systems and processes in place to operate in a manner which 
demonstrates openness, probity and accountability. The CCG will ensure compliance 
with the Nolan Committee recommendations ‘Seven Principles of Conduct’ that should 
underpin the work of public authorities, see appendix 3.  
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By receiving and approving the organisations Annual Governance Statement the Audit 
Committee will confirm that effective internal controls are in place to merit public 
confidence.  

 
8.2 Corporate Governance Sub Committee (CGSC) 
 

The CGSC is a Sub Committee of the Board and responsible for ensuring that the 
organisation has the essential components in place to promote effective governance 
through the development and implementation of a comprehensive system of internal 
control. The CGSC brings together the Corporate Governance agendas. The aim is to 
provide assurance on compliance with legislative regulatory requirements and 
Department of Health guidance. The Committee also links closely with the work 
undertaken by the Sub Committees’ (appendix 1). The Committee meets bi-monthly; the 
Terms of Reference for the Committee can be accessed through the Corporate Office.    

 
8.4 Clinical Governance Sub Committee (ClGSC) 

 
The ClGSC, is a Sub Committee of the Board. In brief, the committee provides 
assurances that effective governance arrangements are in place to ensure the 
commissioning and delivery of good quality, safe clinical healthcare services. The 
Committees’ responsibilities include the co-ordination and prioritisation of resources to 
promote a robust culture of Clinical Governance across the whole health economy.   

 
The Committee also focuses on engagement and communication with all care providers 
to ensure the identification of associated clinical risk/s and to ensure plans are in place 
to mitigate the risks, in so far is reasonably practicable. This includes the identification of 
operational processes to ensure that contracts are performance -managed by the 
Commissioners. The Committee meets bi-monthly; the Terms of Reference for the 
Committee can be accessed through the Corporate Office.    
 

8.5 Finance and Performance Sub Committee (FPSC) 
 

The FPSC is a Sub Committee of the Board. In brief the Committee is responsible for 
the establishment, implementation and monitoring of the CCG arrangements around 
Finance, Contracting and Performance, including Quality, Innovation, Productivity and 
Prevention (QIPP) and Cost Improvement Programmes (CIP).  The Committee will also 
liaise with the Board on any contractual or performance issues to ensure they are 
considered in contract negotiations. The Committee meets bi-monthly; the Terms of 
Reference for the Committee can be accessed through the Corporate Office.    

 
8.6  Other Committees 

 
Other Committees’ have been established by the Board and focus on specific areas 
which have a key relationship to risk management; these include: 

 
 Commissioning Strategy Sub Committee 
 Remuneration Sub Committee 
 

The Chairperson’s reports from each of the above Committees’ will be received by the 
Board. 

 
9 Risk Management Responsibilities and Accountability - Individuals 

 
Every member of staff has an individual responsibility for the management of risk and all levels 
of management must understand and assist to implement the risk management strategy and 
policy.  
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 9.1      Chief Accountable Officer (Designate) 
 

The Chief Accountable Officer has overall executive responsibility for risk management 
on behalf of the Board as set out in the Accountable Officer memorandum and as the 
Accounting Officer responsible according to statute.  
 
The Chief Accountable Officer is the Board level lead for the Safeguarding Children and 
Adults agendas. This responsibility is further delegated to the Chief Operating Officer. 
 

9.2 Senior Management Team 
 

The Senior Management Team have a corporate responsibility to ensure that the Risk 
Management Strategy and Policy is fit for purpose, that it is implemented effectively and 
that the controls are in place to illustrate that all reasonable care has been taken to 
manage risk proactively.  
 
The Senior Management Team as a minimum requirement will undergo bi-annual 
training on the principles of Risk Management and Safeguarding procedures. 
 

9.3      Clinical Leads  
 
The Clinical Leads will promote risk management processes with all CCG member 
practices. This ensures that practices continuously improve quality of primary care and 
report risks to the CCG for assessment and mitigation. 
 
The Clinical Leads as a minimum requirement will undergo bi-annual training on the 
principles of Risk Management and Safeguarding procedures. 

 
9.4 Chief Finance Officer (Designate) 
 

The Chief Finance Officer will provide professional leadership for the finance and 
performance management functions within the CCG ensuring high standards of 
integrated financial planning and financial probity throughout the organisation. As a 
member of the Board, the Chief Finance Officer will also participate fully in the corporate 
management and governance of the CCG. 

 
9.5  Chief Operating Officer (COO) - Corporate Lead for Quality and Safety  
 

The Corporate Lead for Quality and Safety is responsible for progressing patient safety 
and clinical governance within the CCG, including:  
 
 Ensuring the provision of clinical leadership for the development and 

implementation of the CCG Board approved Strategy for Quality; 
 
 Ensuring the effectiveness of commissioned services, including clinical audit, 

evidence based medicine and national and local guidelines in commissioned 
services; 

 
 Acting as the delegated Board lead for the Safeguarding Children and Adults 

agendas. To assist the COO to fulfill this function a designated Safeguarding lead 
has been appointed to provide assurances to the Board through Clinical 
Governance Sub Committee on compliance. 

 
 Acting as the Caldicott Guardian; and 

 
 Reporting to the CCG Board on all clinical governance, quality and patient safety. 
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9.6 Interim Director of Human Resources 
 

The Interim Director of Human Resources will provide professional leadership for the 
Human Resources function, ensuring that, the organisation has effective strategies to 
manage its staff effectively and to maximise workforce development. As a member of 
the Board the Director of Human Resources will also participate in the corporate 
management and governance of WBCCG. 
 

 9.7 Head of Risk Management  
 

The Head of Risk Management holds the responsibility for corporate risk management, 
as delegated from the Chief Operating Officer. 
 
The Head of Risk Management will as part of their portfolio: 
 
 Provide specialist Risk Management expertise and support to the Board, 

Executives, Managers and all CCG staff; 
 
 Lead for the co-ordination, implementation and evaluation of risk management 

systems including the Risk Management Strategy and Policy. In addition, providing 
assurance to the Board that the organisational approach to risk management is 
compliant with national legislation, regulation and NHS guidance. 

 
9.8 Safeguarding Lead 
 

The Safeguarding Lead holds the responsibility for the management of the Safeguarding 
Children and Adults agendas, as delegated from the Chief Operating Officer. 

 
The Safeguarding Lead will as part of their portfolio: 
 
 Provide specialist expertise and support to the Board, Senior Management Team 

and all CCG staff in respect of the Safeguarding Children and Adults procedures; 
 
 Providing assurance to the Board through the Clinical Governance Sub Committee 

that the organisational approach is compliant with legislation and National 
guidance at a local level;  

 
 Will represent the CCG on and actively engage with Wigan Safeguarding Children 

Board (WSCB) and the Wigan Safeguarding Adults Board (WSAB) retrospectively; 
 

 Participate in case reviews and actively support partner agencies to protect 
vulnerable people in Wigan.  

 
9.10 Senior Information Risk Owner (SIRO) 
 

The SIRO is responsible for the ownership of the organisation’s information risk policy, 
and associated agendas. The SIRO and will act as an advocate for information risk at 
the Board level, and will provide written advice to the Accounting Officer on the content 
of their Annual Governance Statement with regards to information risk. 

 
9.11 All Managers  

  
 Managers are required to: 
 
 Implement the Risk Management Strategy and Policy within their sphere of 

responsibility, and to promote risk management principles and health and safety 
awareness amongst all staff groups. 
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 Ensure that appropriate and effective risk management systems and processes 

are in place. 
 

 Prepare specific policies, procedures and guidelines to ensure adherence to and 
compliance with professional standards and best practice guidance. 

 
 Ensure the completion and timely review of risk assessments and risk reduction 

action plans. 
 

 Monitor all identified risks, and bring any high/extreme risks to the attention of the 
relevant Board Sub - Committee. 

 
 Communicate and promote all appropriate information and training to staff, 

including sub contractors, visitors and the public. 
 

 Recommend and ensure that there are adequate resources to provide safe and 
secure systems of work. 

 
 Ensure that appropriate Induction and Mandatory training is accessed by 

employees and a record of attendance made on personal files to support and 
underpin safe systems of work. 

 
 Monitor standards of clinical performance were required.  
 
 Ensure the identification of all employees who require health surveillance. 

 
9.12 All Staff 
 
  Staff are required to: 

 
 Accept personal responsibility for maintaining a safe environment, which includes 

being aware of their duty under the current legislation and regulations. Also to take 
reasonable care of their own safety and all others that may be affected by the 
organisations business activities. 

 
 Report all incidents/accidents and near miss events ensuring compliance with the 

incident reporting policy. 
 

 Be responsible for attending and maintaining a personal record of induction, 
mandatory and relevant education and training events as this evidence will be 
required to support the Individual Performance Review (IPR) process. 

 
 Participate in the risk management process, including the risk assessment process 

within their area of work and the notification to their line manager of any perceived 
risk which may not have been assessed. 

 
 Be aware of the Risk Management Strategy and Policy, organisational policies and 

the department/service local procedures and ensure compliance. 
 

9.11 Contractor/s, Agency and Locum Staff  
 

Managers must ensure that where they are employing or contracting agency and locum 
staff they are made aware of and adhere to, all relevant policies, procedures and 
guidance of the CCG, including the Incident reporting Policy and Procedure and the 
Health and Safety Policy.  
 
The Contactor/s, Agency and Locum staff must ensure they;  
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 Take action to protect themselves and others from risks, and   
 
 Bring to the attention of others the nature of risks which they are facing in order to 

ensure that they are taking appropriate protective action. 
 
10 Risk Management Process  
 

The Risk Management Strategy and Policy should be referred to regarding the systematic 
identification and analysis of all risks. The risk management process adopted by the CCG is 
based on the AS/NZS 4360, 1999 Risk Management (Revised Ed. 2004). 

 
10.1 Corporate Risk Register 

 
Risks are identified through feedback from many sources, such as, corporate objectives, 
proactive risk assessments, incident reporting and trends, clinical audit data, complaints, 
legal claims, patient and public feedback, stakeholders/partnership feedback and 
internal and external assurance assessments.  

 
Through the services and management teams, the organisation has systems in place to 
identify risks, assess their impact and devise strategies to manage and evaluate them. 
This system provides a central steer whilst supporting local ownership in managing and 
controlling risks to which the organisation may be exposed. 
 
For risk assessments, the organisation has adopted the Health and Safety Executive’s 
(HSEs) risk assessment model which is supported by the National Patient Safety 
Agency (NPSA). This principle uses a numerical scale based on a 5x5 matrix, in 
accordance with guidance as fully detailed at appendix 4. 
 
The information recorded in the Corporate Risk Register will be maintained by the Risk 
Management Team. On a quarterly basis the Senior Manager/Risk Owner will be 
required to provide position statements and update the RAG status in respect of 
progress against the risk reduction action plans. The position statements provided by 
the Senior Manager/Risk Owner will be collated by the Risk Management Team and 
reported on a quarterly basis to the CGSC.  
 
The CGSC will monitor the management of risks graded as high (8>) or extreme (15>) 
and will provide advice regarding acceptable risk and residual risk. The Chair of the 
CGSC will escalate extreme risks (15>) which are not accepted for the attention of the 
Board.  
 
The Board holds the ultimate responsibility for identifying and authorising the 
management risk reduction action plans and access to a funding programme as 
appropriate. The actions required will be dependant upon the risk/s posed to the 
organisation. 
 
The Board reserves the right to review the Corporate Risk Register at any time. The 
Register will demonstrate the following features: 

 
 All known risks are captured and recorded in a structured way; 
 In each case an  Senior Manager (Risk Owner) is identified; 
 That identified risks are evaluated, classified and rated using defined criteria 

(see appendix 4);  
 Any identified inter-dependencies between risks are captured and recorded; 
 Any linkages between lower level risks and higher level risks are captured and 

recorded, and 
 There is a risk reduction action plan to mitigate the associated risk/s. 
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10.2 Operational Risk Registers (Local) 
 

Operational Risk Registers often referred to as the local risk registers will be developed 
and maintained by the service managers with assistance from Risk Management.  
 
Performance, activity and assurance on control will be reported to the relevant Sub 
Committee. Any risks graded as high or extreme will be escalated onto the Corporate 
Risk Register. Risks rated as extreme will be reported through the Sub Committee 
directly to the Board.  

 
10.3 Cross Cutting Risks 

  
Risks that have been identified in one service or a function but can have a multiple 
impact in other areas of organisation may have control owners across more than one 
Service or function.  To establish ownership of this risk, there should be a discussion 
between the Services If the risk is at a corporate level, the relevant Board sub 
committee can facilitate the discussion to help establish ownership.  It is advisable to 
assign no more than one risk sponsor to the risk but there may be shared owners. If the 
risk is being managed or mitigated in several areas, then once the risk owner/s has 
been assigned, the Risk Sponsor responsible for supporting this process must ensure 
that updates to these cross cutting risks are received and documented.  

 
10.4 Risk Funding 

 
It is essential that the organisation protects itself from the financial implications of risks 
that may be realised despite having taken all reasonable care to eliminate or mitigate 
the risk.  

. 
Cost of Clinical Negligence 

 
The CCG is a member of the National Health Service Litigation Authority (NHSLA) Risk 
Management Scheme for Trusts. This gives access to the following schemes: 
 

 Liabilities to Third Parties Scheme (LTPS), 
 Employer Liability (EL) Scheme and the  
 Public Liability (PL) Scheme. 
 Properties Expenses Scheme (PES).  

The above provide the organisation with the means to fund the cost of legal liabilities 
and property losses. 

 
Costs Arising from Serious Untoward Incidents (SUI’s) 

 
Any associated costs that may arise from SUIs which potentially may not be recoverable 
through membership of existing schemes will have to be funded from the organisations 
contingency reserve. 

 
11 Board Assurance Framework (BAF) 
 

The BAF is a means of identifying and quantifying strategic risks within the organisation and is 
the means by which the Board monitors and controls the risks which may impact on the 
organisations capacity to achieve its objectives.   
 

 The BAF identifies the principal objectives of the organisation and the principal risks related to 
the delivery of these objectives. Key controls are made explicit together with the assurances on 
these controls. In addition, the Framework will identify linkages with inter-related areas of 
assurance.  
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The BAF also provides a structure for the evidence to support the Annual Governance 
Statement. 
 

Strategic Objectives Board level (short and medium term) 

 
 

 

Principal Objectives Locality Executive/Director Level -Senior Team 
 
 

 

Principal Risks Identified and agreed risks inform the Assurance Framework 

 
 

 

Key Controls 
 

Determined for each Principal Risk 

 
 

 

Assurance on Controls Both internal and independent evidence that controls are in place  
and effective 

 
 

 

Board and/or 
Governance 

Including from Lead Officers, Governance Committee/s 

 
 

 

Committee Reports: 
Positive assurances 

Gaps in control 
Gaps in assurance

Internal and external Audit and independent bodies  
 

 
 

 

 
Action Plans 

 

 
To improve control, ensure delivery of principal objectives, and gain 
assurance.  

  
12 Defining Acceptable Risk 

 
12.1 It is important to differentiate between risks in order to prevent all risks becoming a “top 

priority”. The organisation therefore uses a risk rating system, which, through a matrix, 
classifies both risk/s and untoward incidents into categories of severity (see appendix 4). 
Between the extremes of catastrophic risk and almost no risk, the categorisation 
process will inevitably contain a subjective element. Therefore, managers undertaking 
the risk assessment process should seek the specialist advice to help resolve any 
uncertainties and ensure as much consistency as possible.  

 
12.2  The organisation uses a structured approach to risk assessment whereby the severity 

 of the risk is determined on the basis of the likelihood of the risk occurring and the 
 consequences (or impact) of the risk should it occur.  

 
12.3 The methodology identifies measurable criteria for the likelihood of a risk occurring 
 ranging  from Remote to Almost Certain. There are also measurable criteria to 
 assess the consequences should an identified risk actually occur. 
 

 Impact on the individual  
  Impact on the organisation  
  Number of persons involved  
  Potential for complaint/ litigation  
  Potential cost  
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 The overall impact of the risk is taken from the highest scoring risk area. 
 

12.4 The risk matrix enables the severity of the risk to be determined from the assessments 
of likelihood and consequences and expressed as a colour. A traffic light system 
enables risks from different areas to be compared and the information used to guide 
management actions and resource allocation.  

 
12.5  This system has been refined and developed since its inception. Originally developed 
 to aid the process of investigating incidents, it has been found to work well with other 
 aspects of risk management. However, as other external organisations such as the 
 NPSA develop alternatives, it will be necessary to review the system in use from time 
 to time in the light of developments and changes in national guidance.  

 
 12.6 Acceptable Risk/s following risk assessment can be defined as follows:  
 

 The likely consequences are insignificant.  
 A higher risk consequence is outweighed by the chance of a much larger benefit.  
 The occurrence is remote. 
 The potential financial costs of minimising the risk outweigh the cost 

consequences of the risk itself. 
 Mitigation of the risk could lead to further unacceptable risks in other ways.  
 

Therefore it is possible that a risk with a high numerical value may be acceptable to the 
organisation, but that decision must be taken at Board/Senior Management level as 
defined in appendix 4.   

 
13 Incident Reporting 

 

Incident reporting underpins an effective risk management strategy. The positive benefit here is 
that the material provides a rich source of information from which to learn and improve systems 
and processes.  

 
Employees have a statutory duty to co-operate with the organisation in reporting untoward 
incidents, as a requirement of the Health and Safety at Work Etc Act (1974), Section 7 states 
that it is “The duty of every employee” whilst at work to “Take reasonable care of the health and 
safety of himself and any other persons who may be affected by his acts or omissions”, and, 
“Co-operate with his employer in the execution of duties imposed by relevant statutory 
provisions”. All staff will be informed and involved with this process where possible and receive 
feedback on untoward incidents and any near miss events reported. 
 
Given the stage of transition the organisation transitional the current paper based system (the 
IR1 form) for the reporting and recording of untoward incidents will remain in place. 

 
 The paper-based system is intended for clinical and non-clinical occurrences with 

particular emphasis upon accidents involving staff, visitors and service users. These 
forms are completed by staff and line managers, and are forwarded to the Risk 
Management Team who are responsible for the review and management of the incident 
reporting system.  

 
 The Risk Management Team will monitor the incident investigation/review process and 

seek assurances in respect of lessons learned to mitigate the risk of a recurrence of 
similar incidents wherever practicable. However, it must be noted that it remains the 
Manager’s responsibility to take action to prevent or minimise a recurrence of any 
incidents/accidents involving staff, patients, visitors and contractors, unless, following 
the initial review the incident is declared a Serious Untoward Incident (SUI) requiring a 
full Root Cause Analysis (RCA) investigation.  

 



 

 15 
  

The organisation will investigate all SUI’s which provide a significant opportunity for 
organisational learning. This will be undertaken using a RCA investigation methodology 
and be performed by a key team of staff with the required skills and competencies to 
enable engagement with this process. Further information on the Management of SUI’s 
is fully detailed within the Incident Reporting Policy and procedure. 

 
Patients and their next of kin (if/as appropriate) will be informed about untoward 
incidents that have occurred in line with the Being Open Policy and Procedure, which is 
available for download via the intranet. 

 
 An effective reporting culture must be underpinned by the willingness and competency 

to draw the appropriate conclusions from its risk management information system, and 
the will to implement reform where their need is indicated.   

 
 The ClGSC and CGSC currently receive quarterly Incident Summary Reports. Primarily 

the CGSC focus is on the management of non-clinical risk whilst the ClGSC focuses on 
the management of clinical risk. The reports allow the committees to monitor trends, 
identify corrective actions taken and importantly to note the lessons learnt to mitigate the 
risk of a recurrence.  

 
 The CCG is committed to developing the incident reporting culture, and recognises the 

importance of creating an organisational climate where people are prepared to report 
incidents and near miss events is vital to this strategy.  

 
The essence of this will be focused on embedding a fair blame culture, where there is 
not a total absence of blame, but an atmosphere of trust in which people are 
encouraged and empowered to provide safety related information, whilst at the same 
time being clear about where the line is drawn between acceptable and unacceptable 
behaviours. The emphasis is placed upon lessons learned rather than the apportioning 
of blame.  

 
14 Policy and Procedure for Raising Concerns (‘Whistleblowing’)  

 
 If staff are concerned that there are very serious risks in the organisation, which they 

have raised through the normal management channels without any response, it would 
then be appropriate for them to progress these concerns via the Policy and Procedure 
for Staff Raising Concerns (‘Whistleblowing’), this policy is available for download via 
the intranet. 

 
 Guidance will be developed for staff in all areas on what to report and staff involved in 

untoward incidents will receive appropriate support from their Manager.  
 
15 Training  
 

To ensure the successful implementation and maintenance of the Risk Management Strategy 
and Policy, The Board members, managers and staff will receive risk management training 
linked to the responsibilities of their roles and responsibilities as defined within the individual job 
specifications/post outlines. 

 
 A Board seminar should be held annually where the Board identifies it Corporate 

Objectives and the Assurance Framework is populated. In addition, Risk Management 
training will be provided on a tri-annual basis. 

 
 Managers will receive risk management training in accordance with the organisations 

training needs analysis. This programme will include as a minimum: 
  

- Principles of risk management; 



 

 16 
  

- Undertaking risk assessments, and 
- Incident investigation and review. 

 
 All staff will receive training on Incident Reporting this will form part of the organisations 

induction and bi- annual mandatory as part of the current e-learning programme.  
 

 Additional training will be provided as and when identified. General awareness raising 
for staff will also be undertaken through staff safety bulletins, team briefings, and the 
inclusion of relevant documents on the Intranet. Contact details for in house support can 
be found at appendix 5. 

 
16 Reviewing Performance and Gaining Assurance 
 

The CCG will work with its partners to ensure in so far as is reasonably practicable a smooth 
transition of commissioned services. Monitoring of the performance of the risk management 
system will continue on a variety of levels across the organisation. 

 
16.1 Partnership Risks 

 
As the CCG is increasingly using partnership working to deliver its objectives, priorities 
and services, it is essential that: 

 
 The risks associated with working in partnership with other organisations have 

been identified. Some of these risks may be able to be managed through formal 
contracts and partnership agreements; 

 
 Partnerships must have proven risk management systems in place, and 

 
 A risk assessment must be carried out prior to entering into any partnership to 

identify any potential risk/s and these should be monitored throughout. 
  
 
 There must also be set periodic reviews with partners to ensure that risk reduction 

actions plans (outlined from the risk assessment process) are effective in 
mitigating the associated risks in so far as is reasonably practicable. Also to 
provide assurances that key targets and quality outcomes as defined within the 
contracts and/or agreements are being delivered. 

 
16.2  Key Performance Indicators 
 

The CCG will develop a set of key performance indicators in relation to risk and risk 
management that will capture both process and outcome elements of the patient safety 
and risk management system. Initially, data from the following sources will provide an 
indication of the performance of the system and will reflect the performance of the CCG 
and Provider Organisations: 
 
 Analysis of Informal, Formal Complaints and Compliments. 
 Attendance for risk-related training courses/sessions. 
 Clinical Quality Reviews (CQR’s) reports - inclusive of CQUINs.  
 Claims and Litigation reports. 
 CQC registration confirmation for those Providers where compliance with the 

standards is mandatory. 
 External Agency Visits/Inspections/Accreditations. 
 Internal and external audit reports. 
 Management of risks as demonstrated within the Corporate Risk Register. 
 NHSLA accreditation achieved by NHS Providers of services commissioned by the 

CCG.  
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 Incident summary reports. 
 Performance monitoring of Provider SUIs. (Serious Untoward Incident (SUI) 

reports including Root Cause Analysis (RCA) – findings from the investigation of 
SUI’s). 

 Performance Reports – inclusive of QiPP. 
 Quality and Safety Reports 

 
16.3 Internal Performance Process 
 

Through a structured reporting process, the Board will monitor the effectiveness of the 
risk management system as follows: 

 
 CCG Annual Report. 
 Annual Governance Statement. 
 Board Assurance Framework  
 Risk Management Annual Report. 
 Clinical Quality Reviews (CQR’s) - Provider reports. 
 Corporate and Operational Risk Register. . 
 Serious Untoward Incidents (SUI’s) -  Performance and Exception Reports  
 Incident Summary Reports 
 Informal and Formal Complaints and Litigation/Claims. 
 Internal and External Audit Reports.  
 Minutes from the related Committees (as detailed at section 7). 
 Performance Reports  
 Policies and procedural guidance 

 
17 Communication with Stakeholders 
 

Systems of communication with stakeholders are in place to contribute to the minimisation of 
reputational risk to the organisation. These include a public website, public Board meetings and the 
Annual General Meeting.  The following methods will be used by the organisation to ensure that 
this Risk Management  Strategy and Policy is communicated both internally and externally: 

 
 The Risk Management Strategy and Policy will be presented to the CGSC for approval 

and to the Board for ratification.  
 

 The Risk Management Strategy and Policy following ratification will be circulated to all 
CCG staff mailboxes. Service and Departmental Managers will be requested to raise 
awareness of the Risk Management Strategy and Policy via the team briefings.  

 
 The Risk Management Strategy and Policy will be placed on the Intranet and the public 

website. 
 

The document will thus be in the public domain and individual copies will be provided to 
members of the public on request. 
 

18 Lessons Learned 
 

 The CCG recognises that effective risk management requires not only the mitigation of the 
 risk ratings through effective management of all known risks, but also must be embedded 
 through  the continued development of the organisational learning culture.  
 
  It is essential on transition that the CCG retains the ‘organisational memory’. The new 
organisation will promote the lessons learnt from our risk management activities i.e.; incident 
reporting, complaints management, litigation/claims and audits etc. through the reporting 
mechanisms to the Board and relevant Committees/Groups. Service and Departmental 
representatives on the respective Committees/Groups are then expected to cascade the 
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information to staff via Service and Departmental meetings. The Risk Management Team will 
also cascade information via safety bulletins and training sessions. The CCG will share learning 
with our healthcare partners and were practicable and relevant involve other stakeholders. 
 

19 Implementation, Monitoring and Review Arrangements 
 

The implementation of this Risk Management Strategy and Policy will assist to enhance and 
promote the commissioning and delivery of good quality, safe services. This will be used 
alongside the BAF, and include training and support in order to provide an improved awareness 
of the measures needed to prevent, control and contain risk. The CCG will ensure that the Risk 
Management Strategy and Policy is communicated both internally and externally (as detailed 
within section 17). 
 
The CCG monitors and reviews its performance in relation to the management of risk, and the 
continuing suitability and effectiveness of the systems and processes in place to manage risk 
through the oversight of the CCG Board, Senior Management Team and the Board Sub 
Committees’ as detailed at appendix1. 

 
An Annual Report on risk management activity will be produced by the Head of Risk 
Management in the first quarter following the end of the financial year. This report will be 
received and reviewed by the CGSC and Audit Committee. 

 
This Risk Management Strategy and Policy is a working document and will be reviewed once 
the CCG has received notification of statutory organisation status or if not before, 1 April 2013.  

 
20 Equality and Diversity Statement  
 

The organisation aims to design and implement services, policies and measures that meet the 
diverse needs of our service, population and workforce, ensuring that none are placed at a 
disadvantage over others. All policies and procedures should be developed in line with the 
CCG’s Equality and Diversity policies and need to take into account the diverse needs of the 
community that is served. 

 
21 Relationship with other Organisational Policies, Procedures and Documents 
 

 Being Open Policy and Procedure 
 Claims Handling Policy 
 Complaints Policy and Procedure  
 Health and Safety Policy  
 Incident Reporting Policy and Procedure 
 Policy and Procedure for the Investigation of Concerns/Informal Complaints 
 Policy for the Investigation of Incidents, Complaints and Claims 
 Policy and Procedure for Staff Raising Concerns (‘Whistleblowing) 
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Appendix 1 

 
GOVERNANCE FRAMEWORK AT JULY 2012 

 
 
 

 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
 
 
 
 

WIGAN BOROUGH CLINICAL COMMISSIONING GROUP BOARD

COMMISSIONING 
STRATEGY  

SUB COMMITTEE 

CORPORATE  
GOVERNANCE  

 SUB COMMITTEE 

Assurance:

 Quality and Safety 
 Clinical  

Effectiveness 
 Patient 

Experience 

Assurance: 
 QIPP 
 Finance 
 Contracting 
 Capital 
 Performance 

NHS GREATER MANCHESTER BOARD 

The WBCCG Board will ensure they have receipt of the required assurances from the committees as detailed below to provide evidence of 
organisational compliance  

Assurance 

 Probity 

 Regulation 

 Board Assurance 
Framework 
(BAF)  

 Internal Audit 

 Annual Accounts 
and Reports 

 Annual 
Governance 
Statement 

 Counter Fraud  

 Links to External 
Audit 

WBCCG  
AUDIT 

COMMITTEE 

FINANCE AND 
PERFORMANCE 
SUB COMMITTEE 

Assurance: 
 Corporate 

Business 
 Statutory 

Compliance 
 

NHS GM 
AUDIT 

COMMITTEE 

SMT   
AND 

OPERATING 
MODEL 

LOCALITY 
EXECUTIVE 
CHAIR  

MEMBER  
of  

CCG BOARD  
 

REMUNERATION 
SUB COMMITTEE  

 

CLINICAL  
GOVERNANCE  

SUB COMMITTEE 

Assurance: 
 Strategy 
 Policy 
 Service redesign  

Work‐plan 
 

 

Assurance: 
 TBC 
 TBC 
 TBC 
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Appendix 2 
Wigan Borough Clinical Commissioning Group  

RISK MANAGEMENT FRAMEWORK 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Wigan Borough CCG 
BOARD 

AUDIT COMMITTEE 

Wigan Health and 
Well being Board  

STRATEGIC  
 

Risk Review & Challenge 
Board Assurance Framework 

(BAF) 

SENIOR MANAGEMENT 
 

Risk Review & Challenge 
Risk Register & BAF  

 

Executive Management 
Team 

Corporate Governance Sub 
Committee 

Bi Monthly Review   
NON CLINICAL RISK 

OPERATIONAL 
 

Risk Identification, Assessment 
& Peer Challenge 
Risk Register & BAF 

Finance & Performance 
Sub Committee 
Bi Monthly Review   
FINANCIAL RISK 

 EXTREME RISK: 15‐25    Immediate Action Required by Director – Reportable to the Board
 HIGH RISK:              8‐12     Attention Needed By Senior Management – Reportable to Board Committee 
 MEDIUM RISK:       4‐6       Management by Line or Service Manager 
 LOW RISK:               1‐3       Manage By Routine Policies/Procedures/Processes/Systems 

Service 
Departmental  

Team  
 

Risks identified and 
reviewed through 

Bi‐weekly 
Management Team 

Meetings 

BOARD ASSURANCE FRAMEWORK 
(Inclusive of Corporate Risks) 

RISK REGISTERS 
Corporate ‐ Risks graded as high or extreme 
Operational ‐ Risk graded as  

SMT & Corporate 
Governance 
Manager  

 
Monthly one to one 
risk review meetings 

Clinical Governance Sub 
Committee 

Bi Monthly Review 
        CLINICALRISK RISK 
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THE SEVEN PRINCIPLES OF PUBLIC LIFE 
 

 
 

These principles apply to all aspects of public life.   
The Committee has set them out here for the benefit of all who serve the public in any way. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Selflessness 
 

Holders of public office should act solely in terms of the public interest.  They 
should not do so in order to gain financial or other material benefits for 
themselves, their family, or their friends 

 
Integrity 

 
Holders of public office should not place themselves under any financial or 
other obligation to outside individuals or organisations that might seek to 
influence them in the performance of their official duties. 

 
Objectivity 

 
In carrying out public business, including making public appointments, 
awarding contracts, or recommending individuals for rewards and benefits, 
holders of public office should make choices on merit. 

 
Accountability 

 
Holders of public office are accountable for their decisions and actions to the 
public and must submit themselves to whatever scrutiny is appropriate to 
their office. 

 
Openness 

 
Holders of public office should be as open as possible about all the 
decisions and actions that they take.  They should give reasons for their 
decisions and restrict information only when the wider public interest clearly 
demands. 

 
Honesty 

 
Holders of public office have a duty to declare any private interests relating 
to their public duties and to take steps to resolve any conflicts arising in a 
way that protects the public interest. 

 
Leadership 

 
Holders of public office should promote and support these principles by 
leadership and example. 
 

Appendix 3
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RISK IDENTIFICATION, RATING and RISK REDUCTION ACTION PLAN 
 

Risk/Hazard or Activity being Assessed:  
                                 
 
 

 Assessment 
No 

 
 

Completed By:                            
Directorate:                                                   Department:  

 
First Stage: Qualitative Measures of Risk (The Consequence or Impact) 

 
Second Stage: Qualitative Measures of Risk (The Likelihood of Occurrence) 

LEVEL LIKELIHOOD  EXAMPLES OF DESCRIPTORS 
(please refer to local policy) 

Applicable/ 
Non-applicable 

1 Rare This will probably never occur/recur - not expected to recur for years 
(Adequate level of control. E.g. effective policy, training, supervision etc. is in place) 

 

2 Unlikely Not expected to happen/recur - not expected to occur more than annually 
Defined safe systems of work, occasional exposure etc. 

 

3 Possible Might happen or recur - expected to occur at least monthly 
Poor supervision, non-secure controls etc. 

 

4 Likely Will probably happen/recur - expected to occur at least weekly 
Poor training, lack of supervision or ineffective controls etc. 

 

5 Almost Certain Will undoubtedly happen/recur, - expected to occur at least daily 
No control measures, constant exposure etc. 

 

 
Third Stage: Qualitative Measures of Risk & Action Required (Risk Analysis & Rating) 

 
CONSEQUENCES 

                                               LIKELIHOOD OF A REPEAT 
         Rare (1)       Unlikely (2)       Possible (3) Likely (4) Almost Certain (5) 

Almost None  (1)                
              1 

           
              2 

               
              3 

            
              4 

              
              5 

Minor (2)                
              2 

 
              4 

 
              6 

 
              8 

 
             10 

Moderate (3)                
              3 

 
              6 

 
              9 

 
             12 

 
             15 

Major (4)                
              4 

 
              8 

 
             12 

 
             16 

 
             20 

Catastrophic (5) 
 

               
              5 

 
            10 

   
             15 

  
             20 

  
             25  

 

Updated July 2012 (Adapted from: AS/NZS 4360 1999 Risk Management - Revised Ed. 2004) and the Risk Matrix for Risk Managers NPSA 2008.  

 
RISK IDENTIFICATION, EVALUATION and RISK REDUCTION ACTION PLAN 

LEVEL CONSEQUENCE  EXAMPLES OF DESCRIPTORS 
(please refer to local policy)

Applicable/ 
Non-applicable 

 
1 

 
Almost None 

 No injuries (No treatment/intervention required/given, no time off work) 
 Patient Safety Incident resulting in ‘no harm’ (including near miss event) 
 Insignificant impact upon service provision (Loss/interruption not exceeding 1 hour)  
 None or minimal financial loss/cost 

 
 

 
2 

 
Minor 

 Minor injury or illness (First aid treatment, time off work not exceeding 3 days) 
 Patient Safety Incident resulting in ‘low harm’ (as defined by the NPSA) 
 Minor impact upon service provision (Loss/interruption not exceeding 8 hours) 
 Low financial loss/cost 

 

 
3 

 
Moderate 

 Moderate Injury (Medical attention required, time of work 4 -14 days, RIDDOR) 
 Patient Safety Incident resulting in ‘moderate harm’ (as defined by the NPSA) 
 Small patient numbers affected 
 Moderate impact on service provision (Loss/interruption not exceeding 24 hours) 
 Moderate financial loss/cost 

 
 

 
4 

 
Major 

 Major injuries/long term incapacity/disability (Time off work in excess of 14 days) 
 Patient Safety Incident resulting in ‘serious harm’ (as defined by the NPSA) 
 Major impact upon service provision (Cancellation of service or loss/Interruption not 

exceeding 1 week 
 Major financial loss/cost 

 

 
5 

 
Catastrophic 

 Death/permanent injuries/irreversible health effects  
 Patient Safety Incident resulting in death or major permanent incapacity  
 Large numbers of patients affected 
 Catastrophic impact upon service provision (loss/Interruption exceeding 1 week/ 

or/permanent loss of a service or facility) 
 Huge financial loss/cost 

 

EXTREME RISK         15 - 25 Immediate Action Required by Director – Reportable to the Board 
HIGH RISK           8 - 12 Attention Needed By Senior Management – Reportable to Board Committee 
MEDIUM RISK           4 - 6 Management by Line or Service Manager 
LOW RISK           1 - 3 Manage By Routine Policies/Procedures/Processes/Systems  

Appendix 4 
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1: Identify the Risk/s 
Firstly you need to detail the potential risk/s? Identify what, where, when, why and how events could prevent, delay or degrade 
the achievement of the intended action/outcome. 

 
 
 
 
 
 
2: Analyse the Risk/s 
Identify and evaluate existing controls. Determine the consequence and likelihood and hence the risk rating. This analysis 
should consider the potential consequences and how these could occur.   

 
 
 
 
 
 
 
 
 
 
 
3: Evaluate the Risk/s  
(How bad and how often) and decide on the existing precautions (controls) and decide if there is a need for further precautions 
(controls)? Consider the balance between potential benefits and adverse outcomes. This will enable decisions to be made in 
respect of the extent and nature of actions required and about priorities.  
List the existing controls 
 
 
 
 
 
 
 
 
 
 
List any additional controls that may be required  
 
 
 
 
 
 
 
 
 
RISK RATING TAKING INTO ACCOUNT THE EXISTING CONTROLS ONLY: 

 
Likelihood level 

 

  
x 

 
Consequence level 

  
= 
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4: TREATMENT - RISK REDUCTION ACTION PLAN 
Risk 

Assessment  
No 

ACTION/s 
(Additional control measures required to reduce the risk to the lowest possible level) 

Designated Lead 
(Action by) 

Review Date Deadline  

  
 

 
 

  

  
 

 
 

  

  
 

 
 

  

  
 

 
 

  

  
 

 
 

  

  
 

 
 

  

RESIDUAL RISK RATING AFTER ADDITIONAL CONTROLS HAVE BEEN IMPLEMENTED: 
Likelihood level  x Consequence level  =  

5: MONITOR AND REVIEW 
Date of 
Review 

Reviewer/s Findings Revised Risk 
Score 

Corporate/Directorate  
Risk Register - Date Revised  
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RISK MANAGEMENT SUPPORT NETWORK  

 
 
 
 
 
 
 
 
 
 
 
 

Important Note:  
 
For advice regarding the following agendas please contact the Risk Management Office 
 

 Patient Safety  
 Security 
 Fire           

           
           
           
           
           
           
           
            

 
DESIGNATION   

 
TELEPHONE 
EXTENSION 

 
Risk Management Office (01942 48) 2870 

(01942 48) 2739 
Head of Risk Management  (01942 48) 2739 
Health and Safety Manager (01942 48) 2721 
Risk Management Officer (01942 48) 2870 

Appendix 5 



Draft Version 1/Chairpersonsreport/050312 

CHAIRPERSON’S REPORT 
 

Chairperson’s Name Dr Deepak Trivedi 
Committee Name AL Executive 
Date of Meeting  
Name of Receiving Committee WBCCG 
Date of Receiving Committee Meeting 21st August 2012 
Officer Lead Julie Nickisson 

 
The top 3 risks identified during the meeting & initials of lead with designated responsibility 

1.  
 

 

2.  
 

 

3.  
 

 

 
Attendance at the meeting: Acceptable one apology 

 
Was the agenda fit for purpose and reflective 
of the committees Terms of Reference? 

Yes 

 
Narrative report outlining the key issues of the meeting 

1. CCG Update 
CCG Draft Structure – The CCG draft structure was discussed in relation to the consultation process. 
It was confirmed that all feedback from member practices had been sent in to the CCG as part of the 
formal process. 
 
Communications were discussed between the CCG and the Locality, and the Locality and member 
practices and it was felt that although this was a time of organisational change and getting 
communication right wasn’t easy, that further improvements needed to be addressed by all parties. 
Mohan agreed to discuss this further at the next Clinical Leads development session. Julie agreed to 
discuss further with the Operations team. 
 
Organisational Development Strategy (ODS) Feedback –It was felt that this area was such an 
important issue, that it should only go ahead if all Localities were represented. Mohan confirmed that 
he would be attending and would also represent AL in Deepak absence and would feedback members 
concerns, in particular the statement on page 7 of the ODS. 
 
Acute Incentive Scheme –Bob agreed to get initial support from the GP Forum around the principles 
of the scheme at the next GP Forum.  
 
Mental Health Schemes – A paper was previously circulated for comment on some of the proposed 
changes to mental health services. It was agreed that as the paper was only recently circulated that 
members could have up to 7th September 2012 to send in their comments. 
 
Case for Change Primary Care – A further paper was also previously circulated for comment – again 
members were give until the 7th September 2012 to feedback their comments. 
                               
2. Locality Update 
 
QiPP – AL fed back that the Business Case for Implanon is on target, to be updated at the next QiPP 
meeting. 
 

                                            
 Excellent (well attended) Acceptable (some apologies) Unacceptable (not quorate) 

Item 9.1



Draft Version 1/Chairpersonsreport/050312 

QP – On target, Peer reviews pending. 
 
Long Term Conditions (LTC) Peta Stross has suggested that the 6 case management pilot practices 
within AL – PF all meet together to discuss what we have achieved so far and the next steps. Peta also 
suggested that this could be a joint meeting with the community matron team. 
 
PPG – Patient Experience - Alan provided an update on a patients experience on a recent 
appointment at WWL that he had put forward to Dr Dalton at the CCG. Alan was pleased to see that Dr 
Dalton has now taken this matter up with one of the senior members at WWL and will feedback the 
outcome in due course. 
 
Phlebotomy - Concerns are still being raised around the Phlebotomy service, which is being re-visited 
by the Locality PPG. 
 
Communications Group - Alan Dutton is the representative for AL on the Communications group and 
is involved in supporting the development of PPGs in other Localities. 
 
Health Watch 
Ernie provided an update on the formation of Health Watch and where there role sits with the 
development of practice PPGs. There will be a meeting in October? Led by Lynne Calvert. Health 
Watch is led by the Local Authority and it was felt by members that there was a risk here of duplication 
of roles between Locality/practice PPGs and the role of Health Watch. This needed to be managed 
closely to ensure that integration as oppose to duplication remain the key focus of Health Watch. 
 
Health & Wellbeing Board 
Representation on the Health & Wellbeing Board was raised, it was agreed that one Clinical Lead 
would represent AL – PF on this Board and attendance would be from either Dr Mohan Kumar or Dr 
Deepak Trivedi dependent upon availability. 
 
 
 

Agreed actions from the Meeting 
 

Name of lead with designated 
responsibility for the action/s 

Communications – Operations Team JN 
Acute Incentive Scheme – support in principle from GP Forum BK 
Mental Health Schemes All 
Case for Change Primary Care All 
 
 

 

 
 

 

 
Chairperson’s Additional Comments  
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TABA LOCALITY EXECUTIVE  REPORT AUGUST 2012 
 

Chairperson’s Name Dr A Atrey 
Locality Name TABA 
Date of Meeting 21/08/12 
Date of Receiving Board Meeting  
Officer Lead  

 
The top 3 risks identified during the meeting & initials of lead with designated responsibility 

1. Practice Budgets   
2. Constitution with CCG on its s structure  
3. 360 degree authorisation assessment  

 
Attendance at the meeting: excellent 

 
Was the agenda fit for purpose and reflective 
of the Terms of Reference? 

Yes 

 
Narrative report outlining the key issues of the meeting 

Finance presentation 
Minutes of last meeting 
Practice Budgets 
Update from CCG 
QIPP update 
Peer reviews for QP indicators 
Date and time of next GP forum GP forum 
Briefing from PM forum 
 
 
 
 

Agreed actions from the Meeting 
 

Name of lead with designated 
responsibility for the action/s 

Heart Failure Audit across Locality Group with as many practices 
can join it 

TC 

Conception of QiPP programme , developing it and getting these 
approved and implemented 

TC/CPK 

Budget  agreement and its implementation TB/AA 
QP Peer review meetings need to be set up asap All practices 
The next GP forum is on 18th September Dr Gude  
  
  
  

 
Chairperson’s Additional Comments  
Practice acute referral and prescribing budget. All agree that we work together 
and some practices felt practice who work hard to make savings are being penalised. 
 
Practice would like to be consulted on structure of CCG and able to review CCG 
constitution well in advance of its submission date. 
 
Preparation for CQC registration to be set in motion. 
 
QUIPP programmes to be pursued. 
 

                                            
 Excellent (well attended) Acceptable (some apologies) Unacceptable (not quorate) 

Item 9.3
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LOCALITY EXECUTIVE  REPORT 
 

Chairperson’s Name Dr T Ellis  
Locality Name Wigan Commissioning Group 
Date of Meeting 21.8.12 
Date of Receiving Board Meeting  
Officer Lead  

 
The top 3 risks identified during the meeting & initials of lead with designated responsibility 

1.  
Discussion with Trish Anderson and Tim Dalton 

 

2.  
Feedback re MSK QIPP  

 

3.  
Long Term Conditions / contract audit  

 

 
Attendance at the meeting: Excellent  

 
Was the agenda fit for purpose and reflective 
of the Terms of Reference? 

Yes  

 
 

 
The discussion with Trish and Tim allowed direct feedback to and from the constituent practices regarding the 
structure and the authorisation process.  
 
Two practice managers from the locality are now involved to improve the communication / engagement between 
primary care, patient groups and the CCG 
 
Concern was raised re the impact on clinical care due to the amount of time clinicians are being asked to commit 
to re CCG work. 
 
Dr Bajkowski reported back to the group that the information he required to progress with the MSK work was not 
available 
 
Long Term Conditions – all practices e signed and returned the data sharing agreement to allow the DQF to run 
the nec reports for the risk strat tool. Dr Sutton explained the work he is involved in regarding carrying out audits 
of 2nd care contracts.   

 
 Action  

Name of lead with designated 
responsibility for the action/s 

 
Clinicians to contact Jeanette if they were interested re 2nd care 
audits 

 All 

   
To chase up MSK queries  

  
Gayle Wells  

  
  
  
  

 
Chairperson’s Additional Comments  
 
 
 

 

                                            
 Excellent (well attended) Acceptable (some apologies) Unacceptable (not quorate) 

Item 9.4 
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CHAIRPERSON’S REPORT 
 

Chairperson’s Name Dr Sanjay Wahie 
Committee Name ULC Locality – GP Locality executive group 
Date of Meeting 21st August 2012 
Name of Receiving Committee  
Date of Receiving Committee Meeting  
Officer Lead  

 
The top 3 risks identified during the meeting & initials of lead with designated responsibility 

1. Disengagement by ULC Member Clinicians which was shown by low turnout SW 
2. Oversaturation of meetings due to high volume of clinician time required in a relatively short 

period especially in a time of increased annual leave 
SW 

3. High expectancy of practices to take on much more responsibility and workloads with no 
additional resource 

CCG

 
Attendance at the meeting: Unacceptable 

 
Was the agenda fit for purpose and 
reflective of the committees Terms of 
Reference? 

Yes 

 
Narrative report outlining the key issues of the meeting 

 
Agenda for this meeting covered a number of items including: 
 
- 2011/12 year end finance and activity reports 
- Prescribing and acute budgets for 2012/13 
- Draft LES proposals around the review of discharge summaries and reduction in attendances 
- 360 degree appraisals and guidance 
- QIPP schemes on Anticoagulation and Gynae Services 
- Mental Health Schemes proposals for redesign 
- Feedback from previous weeks transition structure meeting 
 
Overall with just four clinicians present the discussions were quite limited and any outcomes 
within each area will still need a wider discussion with the other member practices. The 
agenda and all attachments were circulated to all practices and any outstanding items will be 
revisited at the next board meeting scheduled for 18th September.  

Agreed actions from the Meeting 
 

Name of lead with designated 
responsibility for the action/s 

Improve attendance for further meetings – possibility of 
holding them on Wednesday afternoons when most practices 
are closed. 

JT, SW, AL 

QIPP schemes acceptable in principle but costs for the 
providing GPs need adjusting (-25% discount) 

JT, QIPP team 

Mental Health redesign rarely mentions consultant led care, 
this was thought to be essential by the member practices. 
Also recommend single point of access 

SW, CCG 

                                            
 Excellent (well attended) Acceptable (some apologies) Unacceptable (not quorate) 
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Data to be reviewed monthly once Sollis has been updated 
with 2012/13 data 

 
CCG, JT 
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CHAIRPERSON’S REPORT 
 

Chairperson’s Name Dr Sanjay Wahie 
Committee Name ULC Locality – External Peer Review 
Date of Meeting 12th September 2012 
Name of Receiving Committee  
Date of Receiving Committee Meeting  
Officer Lead  

 
The top 3 risks identified during the meeting & initials of lead with designated responsibility 

1. Outpatient Referrals: Redesign slightly limited to quick win schemes rather than full scale 
business cases but there are some ready made business cases which can be revisited 

All 

2. Emergency Admissions: Winter period coming up soon and a reduction in admissions will 
be needed ASAP to assist local providers with their capacity issues 

All 

3. A&E attendances: Walk in centres and alternative solutions are needed to tackle this 
problem area and assistance from social care and out of hours will be crucial in reductions 

All 

 
Attendance at the meeting: Excellent 

 
Was the agenda fit for purpose and 
reflective of the committees Terms of 
Reference? 

Yes 

 
Narrative report outlining the key issues of the meeting 

 
The QP external peer reviews for 2012/13 QOF took place with a 100% attendance rate from all ULC 
member practices with both GP and Practice Managers present from each practice.  
 
The event was split into 3 group discussions around the following areas: 
- Outpatient Referrals  
- Emergency Admissions 
- A&E Attendances 
 
Between each session we gave the practices presentations from Community Matrons and Hospital at 
Home providers to link in with pathways and services available. This gave the member practices fresh 
information on the recent redesign of the whole community service arrangements and single point of 
access referrals.  
 
Outcomes of the Outpatient Referrals review were around pathways for: 
- Dermatology 
- ENT 
- Trauma & Orthopaedics 
 
The Emergency Admissions review pathways proposed were around: 
- Hospital at Home 
- Community Matrons 
- Respiratory Conditions: Inhaler technique training for clinicians and patients 
 
 
 

                                            
 Excellent (well attended) Acceptable (some apologies) Unacceptable (not quorate) 
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A&E action plans were discussed which would improve access in the following ways: 
- Patient education through a number of channels; posters, leaflets and other choose well campaigns 
- Common childhood illness booklets for the under 5s to be given out 
- Frequent Flyer attendees to be monitored more closely and standard CCG wide letter required 
- Falls prevention/osteoporosis screening for the elderly 
 
The practices all signed up to these pathways and will be involved with their implementation in practice 
 
 

Agreed actions from the Meeting 
 

Name of lead with designated 
responsibility for the action/s 

Dermatology – Develop visual guide to support referral form JT, Dermatology GPwSI 
ENT – discuss possible rollout of the ALPF ENT Clinics SW, ALPF, CCG 
T&O – Care UK to provide practices with presentation JT, CareUK 
Hospital at Home & Community Matrons – Clinical discussion 
with WWL Consultant Geriatrician Dr Habib Rehman and ULC 
member practices to be planned for October. 

Dr Rehman, SW, JT 

Inhaler technique – training provider required which will be 
discussed with public health and Bridgewater services 

JT, Public Health, Bridgewater 

A&E children’s booklets to be circulated to all practices JT 
 

Chairperson’s Additional Comments  
 
There was a disappointing attendance to the locality executive group in August.  
Possible explanations for this: There had been an emergency meeting a few days prior to discuss CCG 
organizational structure with Trish Anderson and Mike Tate. In addition school holidays may have had 
a role. Our next Locality Executive group meeting is on 18/9/12 and I am hopeful for a better 
attendance.  
 
The subsequent meeting for QP indicators for showed 100% attendance.  
 
All members requested for rollout of the ENT pilot (restricted to ALPF patients) and “breathlessness 
“pilots if the outcome data was positive. 
 
The presentations by community matron and hospital at home were informative for members and we 
hope to replicate similar educational meetings of service redesigns as and when they occur.  
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CHAIRPERSON’S REPORT 
 

Chairperson’s Name Tony Ellis 
Committee Name Wigan Borough Corporate Governance Committee 
Date of Meeting 3rd September 2012 
Name of Receiving Committee WBCCG Board 
Date of Receiving Committee Meeting 24th September 2012 
Officer Lead Julie Southworth 

 
The top 3 risks identified during the meeting & initials of lead with designated responsibility 

1. WBCCG Board Assurance Framework JS 
2. Appointment of Remaining Board Members TA/TD 
3. Transition of Staff to receiving organisations TA 

 
Attendance at the meeting: Excellent 

 
Was the agenda fit for purpose and reflective 
of the committees Terms of Reference? 

Yes 

 
Narrative report outlining the key issues of the meeting 

 
Action Log Updates: 
Conflict of Interest Policy to be forwarded to Maurice Smith, Chair of the Audit Committee. 
Job descriptions for Caldicott Guardian and Senior Information Risk Owner (SIRO) to be sent to Trish Anderson 
and Mike Tate. 
 
Terms of Reference: 
Circulated in new format.  Agreed that 4 members of the Committee would be needed for the meeting to be 
quorate, including either Chair of Deputy Chair.  Deputy Chair would be the Lay Board Member. 
 
Corporate Business 
Business Continuity Management: 
Business Continuity update and Action Plan circulated for information.  During the transition period all services 
and functions must maintain their Business Continuity Plans as far as is reasonable.  Peter Heijstraten will attend 
future WBCCG Corporate Governance Meetings to report. 
 
Risk Management Strategy and Policy: 
Circulated for comments.  Some amendments to be made.  Policy to be presented to WBCCG October Board 
and then to Audit Committee for information. 
 
Communications Update: 
Report from Paul Wilson circulated highlighting: 

 Increased media coverage 
 Bus advertising 
 SharePoint 

Significant progress continues in communicating with stakeholders across the Borough. 
 
Reports circulated for June and July confirming the number of Freedom of Information requests, Public and Press 
Enquiries and Complaints/PALS 
FOI                          55 
Complaints/PALS  103 
Public and Press     54 
Julie Southworth confirmed that this data would be contained within a Quality Report to be presented on a 
monthly basis to the WBCCG Board. 
 

                                                           
 Excellent (well attended) Acceptable (some apologies) Unacceptable (not quorate) 
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IT Performance against SLA: 
Written report from Peter Jenkinson circulated.  The feedback from the business units to date is that there are 
varied levels of support performance, although progress has been made.  Mike Tate to task one of his team to 
build this into Performance Management. 
 
Human Resources Update: 
Human Resources update circulated for information 
Jo Small attended the meeting to update HR progress, highlighting: 
Recruitment 

 Trish Anderson and Mike Tate have been appointed to Designate roles. 
 Board Nurse Position not as yet appointed.  Advertising again for Board Nurse and Secondary Clinician. 
 Recruitment to Lay member positions will commence in September. 

Transition  
 Additional support from the GM team.  Jo Cohen is working alongside Jo Small and the ALW HR Team to 

give transition support one day per week. 
 90 day statutory consultation with employee representatives commenced on the 1st August and was 

launched with a staff briefing. 
 Microsite has been developed and regular updates are being sent out to all staff to keep them informed.  
 Close engagement is continuing with Staff Side and regular meetings at a local level have been 

scheduled. 
 GM level a Staff Partnership Transition Group has been established to speed up the decision making 

process without the need for particular issues to go to the wider GM Staff Partnership Forum. 
 Matching and pooling process to fill posts in Receiver Organisations has been finalised and agreed with 

Staff Side.  Job descriptions are being developed for posts deemed to be ‘critical’ 
 Ashton, Leigh and Wigan is continuing to work collaboratively with Trade Unions and colleagues within 

the Local Authority to move forward the Public Health Transition and potential organisation structures.  A 
Project Board has been established and a number of work streams have been developed.  Edna Gibson 
has been appointed as dedicated HR support for the PH Transition. 

OD Strategy 
 A draft OD Strategy has been developed, which is a key document required for the authorisation process. 

 
Salary Sacrifice Schemes discussed.  More discussion needed around this. 
The WBCCG Corporate Governance Committee noted this report. 
 
Draft CCG Board Assurance Framework and Corporate Objectives 2012/13: 
Tabled and Circulated for comments. 
The Updated Board Assurance Framework document was circulated and JS invited comments on the new 
format.  The BAF will be owned and performance managed by the WBCCG Board. 
 
GM Board Assurance Framework: 
Documents circulated for information 
 
Statutory Compliance 
Information Governance Update: 
Deferred to October Meeting. 
 
Health and Safety/Fire Safety and Security Management: 
Tracie Smith forwarded an update Report which was Circulated for information highlighting: 
Health and Safety 

 Policy update to change details of responsible offer being undertaken. 
 Organisational arrangements update to policies being undertaken. 
 Incident reporting, all incidents investigated, recommendations provided.  Top 3 incident trends currently 

reported for Quarter 1 are Verbal abuse, building faults, building security. 
 Local Security Management Specialist involved in all security.  Verbal abuse issues and advice sought 

through current SLA with WWL.  We have also received Violent Warning notices from numerous 
partnering organisations regarding patients, or family members who may put services or staff at risk. 

 Currently providing Health and Safety training and advice to GP practices and other provider 
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organisations to ensure compliance. 
Fire Safety 

 Policy update to change details of responsible officer currently being undertaken. 
 The current Fire SLA with WWL is being monitored and all actions are being undertaken in line with the 

agreement.  All Fire Risk Assessments for premises undertaken 11/12. 
 No current issues regarding fire reported. 

 
Tracie Smith had concluded fire evacuations at all property under the NHSALW remit.  The evacuations did not 
raise any significant concerns.  
 
Incident Trends: 
Report circulated, well received. 
 
Litigation/Claims Handling: 
Update on legal claims circulated for information. 
 
Equality and Diversity: 
Draft Wigan Borough CCG Equality and Diversity Strategy circulated for comments and approval. 
This is a basically a good document, however it needs to be made simpler and reflect a Strategy, stipulating 
where we are now, how we intend to attain success, what we intend to do in the years to come and where we 
hope to be by 2016, which will be the measure of how this Strategy has or has not delivered.  
 
Audit 
Mersey Internal Audit Agency  
Progress report circulated for information, 
This progress report provides an update in respect of the approved programme of work scheduled for completion 
during the audit year ending 31st March 2013.  This has already been presented to the Audit Committee. 
 
Audit Plan circulated for information. 
Risk auditors must establish risk based plans to determine the priorities of internal audit, activity, consistent with 
the organisation’s goals. 
Local Risks identified below: 

 CCG not authorised, governance arrangements not accepted by NHSGM. 
 Adverse variances may lead to CCG/PCT being unable to meet financial balance if no corrective action is 

taken. 
 Unrealistic savings targets 
 Significant risk that the CCG/PCT could fail to ensure compliance with the national targets. 
 Staff capacity. 
 Inadequate levels of engagement from providers and stakeholders. 
 Difficulty in engaging deprived population groups. 
 Failure to implement plans or control demand including obesity, alcohol etc. 
 Loss of continuity of care as new HPA arrangements are put in place at national and GM levels. 
 GP failure to change current prescribing pattern, leading to susceptibility to CDT infection. 
 Transfer of ledger systems to GM shared business service may result in errors, delay or reduced 

performance. 
 Transition period covering Primary Care, Public Health and Specialist Services may result in dilution of 

control while retaining responsibility for control total of expenditure in 2012/13. 
 
Detailed plan in September to advise the detailed audits.  
 
Follow-up will be conducted throughout the year to provide assurance regarding management’s implementation 
of agreed actions.  
 
 
Date and Time of Next Meeting 
9th October 2012 – 9.30am Meeting Room 
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Agreed actions from the Meeting 
 

Name of lead with designated 
responsibility for the action/s 

Conflict of Interest Policy to be forwarded to Maurice Smith.  Policy 
to be taken to WBCCG Board and next round of Corporate 
Committees. 

JA/JS 

Job Descriptions for Caldicott Guardian and SIRO to be sent to Trish 
Anderson and Mike Tate for discussion at the WBCCG Development 
Sessions. 

PB/TA/MT 

Risk Management Strategy and Policy.  Amend policy and present 
at October Board of WBCCG 

JS/LM 

Comparison data to be obtained from Greater Manchester regarding 
complaints, for example ambulance waiting times. 

JS 

IT Performance against SLA.  Mike Tate to task one of the Finance 
team to build into performance managing 

MT 

CCG Board Assurance Framework.  Amend document and bring 
back to next meeting of the WB Corporate Governance Committee. 

JS 

Incident Trend Reporting.  Good clear report; however, brief detail 
needed around major incident with narrative of what has been put in 
place to prevent reoccurrence. 

 
JS/LM 

Equality and Diversity Strategy and Policy.  Julie Southworth to take 
comments back to Linda Adhana for amendment and re-submission 
to this Committee. 

 
JS/LA 

KPMG Assurance Report to be an agenda item for October meeting. JP 
 

Chairperson’s Additional Comments  
 
N/A 
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CHAIRPERSON’S REPORT 
 

Chairperson’s Name Dr Mohan Kumar 
Committee Name Finance & Performance Committee 
Date of Meeting 6/9/12 
Name of Receiving Committee  
Date of Receiving Committee Meeting  
Officer Lead  

 
The top 3 risks identified during the meeting & initials of lead with designated responsibility 

1.  
The Agenda items were identified as too crowded and we need chairman’s discretion to 
streamline them for the purpose of the meeting 

 
JD/
MT 

2.  
Papers for discussion need to be received at least a week ahead for the committee 
members to read and assimilate to stimulate focused discussions 
 

 
JD/
MT 

3.  
 

 

 
Attendance at the meeting: Excellent 

 
Was the agenda fit for purpose and 
reflective of the committees Terms of 
Reference? 

 
Yes 

 
Narrative report outlining the key issues of the meeting 

 
CCG Payroll : options discussed and committee approved decision 
 
Review of Contracts: Committee welcomed the timetable and clear direction of travel with contract 
review, the timetable and summary of key areas for discussion. Committee welcomed evidence and 
audit based scrutiny of all providers on their performance and delivery of commissioned services and 
the benchmarking exercises 
 
Commissioning plans: Received, discussed and committee recommendations forwarded to the 
Board 
 
Estates, Month 04 finance, Month 4 Performance and Month 04 QIPP reports received. 
 
Bridgewater CHT presented their financial modelling aspect of their business plan for brief discussion. 
IT was recommended the detail will be discussed with finance team and their business plan to be 
submitted for wider CCG approval and integrated planning 
 
Commissioning Development Schemes: presented by Tim Boxer – committee discussed the 
aspects to assure themselves of purpose and outcomes of the schemes and approved them for 
implementation 
 

Agreed actions from the Meeting 
 

Name of lead with designated 
responsibility for the action/s 

                                            
 Excellent (well attended) Acceptable (some apologies) Unacceptable (not quorate) 

Item 9.8 
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BHCT to provide their business plan for CCG support and it 
was recommended in order to receive CCG support  such 
plans should be developed with an integrated approach with 
CCG input 

 
BHCT Corporate Team 

 
Home Oxygen Co-coordinator funding – committee gave 
delegated authority to Chair/ CFO to approve offline if value 
for money is assured 

 
CFO and team 

  
 
Commissioning Development Schemes : Tim Boxer to 
produce final tweaks in labels and outlines key outcomes and 
measures and implement with locality support 

 
Tim Boxer and Kim Godsman 

 
Bridgewater Contract negotiations: Specifics discussed 
and approved for team to take forward . 

 
Kim Godsman and Team 

 
 

 

 
Chairperson’s Additional Comments  
 
 
 *It was agreed that themes for discussion and committee opinion need 
to be tabled well ahead of the meeting date to allow informed discussion* 
 

 



 

Item 9.9 

Designate Chief Accountable Officer Monthly Report to Board 

25 September 2012 

NHS North Performance review of GM CCGs 
 

  
 As part of our accountability agreement with the Greater Manchester we 

are required to report Performance on all operating framework targets to 
NHS North 

 NHS North reviews performance quarterly and the meeting took place last 
week. The key issues raised at the meeting are as follows: 

 In the light of significant publicity about emergency care a letter is being 
circulated from Bruce Keogh to all CCGs/PCTs and Acute Trusts to ask 
about staffing levels within A&E departments. We will be required to 
collate the information across GM and this will be matched against what 
the expected numbers would be. It is not clear at this stage what further 
requirements there will be after this exercise 

 Outline winter plans have been submitted. The key issue emerging from a 
review of all the plans is in relation to the take up of flu vaccinations, 
particularly in Mental Health Trusts and in NWAS 

 Good progress was noticed in clearing 52 week waits but there was some 
criticism at certain CCGs at the time taken to clear the tail. We were 
advised that, in future, 52 week wait breaches will be treated with the 
same priority and importance as 12 hour A&E breaches. It was noted that 
referrals in general are up right across Greater Manchester and further 
analysis is required to understand the narrative sitting behind this 
increase in additional activity to clear the tail 

 CCGs were encouraged to ensure that they have published as requested 
their Carers strategy plans , the Carers association are formally 
requesting information on plans 

 QiPP was the biggest single issue with concern expressed about some 
seeming underperformance in certain schemes. The SHA require full 
details on all schemes 
 

Wave 4 Authorisation Surgery 
 

  The Department of Health has held regional authorisation surgeries at the 
start of each wave of CCG applications. Our event took place on 
Thursday 13th September. 

 The event was led by the head of authorisation at the Department of 
Health and outlined what the requirements and expectations of us going 
through the process of authorisation.  Key points from the day are as 
follows: 

 Authorisation is a legal process and this is the first time such a process 
has been used;  it sets the framework for work between CCGs and NCB 

 All the criteria are structured around the 6 domains and they are not 
scored 



 

 There are 19 mandatory documents for submission , this is the minimum 
required the advice was that we should expect to submit circa 40-45 
documents to ensure completeness 

 The threshold is the same for all CCGs with a need to demonstrate a 
track record and an ability to position the CCG for the future. 

 Authorisation aims to get a balance between robustness and fairness 
whilst recognising that these are new organisations and are 
developmental 

 The evidence portfolio considered includes an SHA report which will be 
issued to us one week before submission, a data profile of our area which 
was sent to us in June, our summary documents, and our 360’ feedback. 

 These documents will be read by the assessment team in advance of the 
visit and they will highlight key lines of enquiry which they would wish to 
explore at the visit. The domains will be marked with either red ‘buttons’ 
or green ‘buttons’. The green clearly demonstrates that the evidence has 
been presented and has been accepted. The red requires further 
investigation and clarification 

 The aim at the end of the site visit is to have moved as many red buttons 
to green, as any outstanding red buttons at the end of the visit will 
become conditions 

 Information from Waves 1 and 2 is demonstrating the process working, 
there has been significant variation in the range of greens at the start of 
the process across CCGs with the highest being 86% and the lowest 
being 38% 
Our documentation needs to be submitted by midnight on the 31st 
October. Our site visit takes place on the 13th December, this is a formal 
assessment day the panel will include Panel Chair, Key Assessor, Lay 
Assessor, CCG Clinical Lead, NHSCB Regional Senior Representative, 
Commissioning expert, LA Representative, Finance Expert, Observers, 
Site Visit Evaluator 

 The purpose will be to assess the capability of the CCG in the round. The 
tone and approach will be positive and developmental but will look for 
insight into how we will lead the Health Economy and what local 
challenges there are to deliver 

 After the site visit a report will be prepared. 
 A final report will initially not be shared with us; that version will go into a 

moderation panel nationally to ensure consistency across the wave 
 The moderation panel can move the red ‘buttons’ to green if they feel the 

assessment to be harsh, any remaining reds will then progress to the next 
formal stage which is that of a ‘conditions’ panel that will advise on the 
support mechanisms and interventions required for every red button 

 There will be 7 levels for support, the least serious may involve advice to 
look at guidance resubmit papers etc, the most severe will be to take 
away the Commissioning functions from the CCG 

 The CCG will have a two week opportunity to submit new evidence to 
demonstrate a condition is not required following which a final report will 
be pulled together and will go onto the NCB for authorisation. 

 The final stage is a formal letter to the Chair of the CCG and a memo to 
the AO confirming the authorisation 

 

 



 

CCG Collaborative Commissioning 
 

  
 In the August report an outline was provided on the need for CCGs to 

demonstrate collaborative commissioning arrangements. Since the 
last report two significant events have taken place to progress his key 
area of work which also has a financial impact. 

 On Tuesday September 11th  I attended, with our Chair, the CCG 
Chairs meeting along with other COOs and we heard a detailed 
presentation in relation to Healthier Together, the proposed 
programme which will look at the configuration of the hospitals 
needed across GM.  

 On Wednesday evening we hosted an in depth session of all CCG 
Chairs COOs and CFOs to look at the whole range of issues we may 
need to collaborate on. To give a sense of the scope and perspective 
two slides used at the meeting are attached for reference and 
information. 

 The debate was extensive and covered significant areas such as 
establishing a formal arrangement, the basis for collective 
governance, how risk sharing will be dealt with, how relationships with 
other organisations will be managed, how collaborative arrangements 
would be led, resourced and steered. 

 The detailed work will be pulled together at a follow up session of 
COOs at the beginning of October with the aim of having a formal 
document completed  by the end of October for all CCGs to review 

  
Update on Board Recruitment 
 

  

 Since the last Board plans have been put in place to move forward with 
the recruitment of the nurse member and the secondary clinician using 
the revised national guidance on roles and job descriptions 

 Shortlisting for the Nurse Board member will take place the week 
commencing 23rd September with interviews taking place w/c 1st October 

 The shortlist for the Secondary Clinician is currently being drawn up. 
 

Meeting with GP Colleagues at Bradshaw Street Surgery 
 

  Colleagues at Bradshaw Street surgery very kindly offered to read the first 
draft of our outlining commissioning intentions and to chat through how 
priorities are arrived at.  
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MEETING: WBCCG Board       Item Number:  9.10 
 
DATE:  25 September 2012 
 
 
REPORT TITLE: 

 
Health Care Associated Infection Monthly Update 

 
REPORT AUTHOR: 

 
Christine Sweeney 

 
PRESENTED BY: 

 
Christine Sweeney 

 
RECOMMENDATIONS/DECISION 
REQUIRED: 

The Board is asked to receive and note the report. 

 
EXECUTIVE SUMMARY 
 
A zero tolerance approach towards avoidable infections continues to be highlighted as a quality 
requirement in the NHS Outcome Framework 2012/13. Reducing health care associated infections 
including Clostridium difficile and MRSA are a key part of this. 
 
The aim of this report is to provide Wigan Borough Clinical Commissioning Group Board with the 
progress in the areas of : 
 Clostridium difficile Infections 
 MRSA bacteraemia 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
FURTHER ACTION REQUIRED: 
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Health Care Associated Infection Monthly Update 

 

 

1. Purpose of Report 
  

1.1 The purpose of this report is to provide an updated position to the Wigan Borough 
Clinical Commissioning Group Board on the year to date performance with regards to 
healthcare associated infections. It describes the last four months performance (April– 
August 2012) and highlights some of the issues in performance. It identifies areas for 
improvement and makes recommendations. 

 

 

2. Introduction 
  

2.1 A zero tolerance approach towards avoidable infections continues to be highlighted as a 
quality requirement in the NHS Outcome Framework 2012/13, to ensure that people are 
treated in a safe environment and protected from harm. Clostridium difficile (C. diff) 
infection is, therefore, included as a performance measure with reduction targets set for 
the locality. The trajectory for 2012/2013 is 91 and MRSA is 6.   

 

 

3. Headline 
 

3.1 To date there have been 2 MRSA bacteraemia, I pre and 1 post 48hr (April – August 
2012). 

 

3.2 To date there have been 41 cases of Clostridium difficile (2 over year to date trajectory). 
 
 
4. Current Concerns 

 
4.1 The organisation is currently 2 above trajectory for Clostridium difficile if this trend 

continues then there is a potential that the organisation will not meet the year end 
trajectory. 
 

4.2 Royal Bolton Hospital has now changed its testing methods to fall in line with the national 
recommendations for Clostridium difficile testing. This may have an impact on the 
organisations figures due to patients receiving care outside the Borough. HCAI lead from 
the cluster is now supporting Bolton with their recovery plan. 
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5. Performance data (April – July 2012) 
 

5.1 Target Performance - Clostridium difficile 
 

Target Month April May June July August 

Cumulative 

PCT Actual 

7 17 27 35 41 

Cumulative 

Trajectory 

9 17 25 32 39 

Pre 72 hrs 3 6 6 4 4 

Post 72 hrs 4 4 4 4 2 

Variance 

 

-2 0 +2 +3 +2 

 Table 1 

 

 

5.2 Target Performance - MRSA Bacteraemia 
 

Target Month April May June July August 

Cumulative 

PCT Actual 

0 0 0 2 2 

Cumulative 

Trajectory 

 

1 1 2 2 3 

Pre 48hrs 0 0 0 1 0 

Post 48hrs 0 0 0 1 0 

Variance 

 

-1 -1 -2 0 -1 

 Table 2 
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6. Performance issues and actions 
 

6.1 Clostridium difficile 
 

6.1.2 Root cause analysis (RCA) has identified that a number of cases have been 
appropriately treated in Primary care and that the four post 72 hours do not have a 
common link (see Table 3).  

 

 Number of 

Pre- 48 hour 

cases 

Number of 

Post 48 

hour cases 

Root Cause analysis  findings 

April 3 4  3 cases of relapse 

 2 patients with alcohol related illness (on 

anti -liver failure regimes) 

 2 patients with colonic  cancer 

May 6 4  4 cases of relapse 

 2 patients with neoplasm’s requiring 

antibiotic therapy 

 2 patients with chronic wounds 

 1 patient with recurrent  urinary tract 

infection 

 1 patient with  alcohol related illness (on 

anti -liver failure regime) 

June 4 6  4 relapse cases 

 2 patients with colonic cancer 

 1 patient with renal failure 

 1 patient with chronic obstructive pulmonary 

disease, requiring antibiotic therapy 

 1 patient with chronic wounds on antibiotic 

therapy 

 1 patient with history of chronn’s disease 

requiring antibiotic therapy. 

July 4 4  1 patient with  alcohol related illness  

 1 patient with urinary tract infection 

appropriately treated 

 1 chronic gastritis on PPI 

 1 abdominal pain appropriately treated 

 Table 3 
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6.1.3  The Health Protection Team continues to attend GP locality meetings. The Health 

Protection Team continues to perform Root Cause Analysis (RCA) on all cases of 
Clostridium Difficile. 

 

6.2 MRSA 
 
6.2.1  Root cause analysis on the two confirmed MRSA bacteraemia  
 1 Post 48 hour bacteraemia identified at Christies possible related to IV line  
 2 Pre 48 hours linked to urethral catheter 
 

6.2.2 Work is ongoing regarding urinary catheter management and the Health Protection Team 
will update WBCCG of progress. 

 
7. Conclusion 
 

7.1 Work continues with all primary and secondary providers to improve the overall 
incidences of Healthcare Associated Infections including  Clostridium difficile and 
MRSA bacteraemia infections. 

 
7.2 The Health Protection Team will continue to monitor the situation regarding Bolton. 
 
7.3 The recovery action plan for C.diff continues to be implemented and will be reviewed by 

Greater Manchester Health Protection Unit (GMHPU) in August 2012 to provide an 
independent review of the recovery plan to ensure that the organisation is on track with 
the recovery plan. Awaiting comments on the recovery plan from GMHPU. 

 
7.4 Further workshops are planned in the autumn. Dates, venue and agendas will be 

circulated in advance of the date. 
 
7.5 Work continues to improve antibiotic prescribing in primary care. Training for home care 

staff on the management of urinary catheters is on-going.  
 
8. Recommendations 

 

8.1 The board is asked to receive this report and to support the following: 
  Work continues to ensure that the Health Protection Team receives timely 

information on which to act with regards to patients receiving treatment out-of-area. 
 
  The Health Protection Team continues to provide high level infection control support 

for GPs on a case-by-case basis recognising that many GPs rarely see C. diff cases. 
 

  That C.diff/MRSA bacteraemia be a regular item on the GP locality meeting agendas 
with the Health Protection Team presenting case studies and lessons learned. 

 

  Continue to work with GP’s regarding antibiotic prescribing.  
 

  That the board receives monthly updates on HCAI performance. 
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MEETING: Wigan Borough CCG Board Meeting Item Number:  10.1 
 
DATE:  25th September 2012 
 
 
REPORT TITLE: 
 

 
Briefing on Progress to CCG Authorisation 
September 2012 
 

 
REPORT AUTHOR: 
 

 
John Marshall 

 
PRESENTED BY: 
 

 
Trish Anderson 

 
RECOMMENDATIONS/DECISION 
REQUIRED: 
 

For Information.  

The Board are asked to note the continued progress 
towards authorisation. 

 
EXECUTIVE SUMMARY 
 
The report provides an update on progress towards CCG Authorisation in the following 
areas: 
 

1. Final authorisation decision-making process set out 
2. 360 Stakeholder Assessment 
3. KPMG Report 
4. Commissioning Support Services. 
5. CCG Structure 
6. Local Area Team Structure 

 

 

 
FURTHER ACTION REQUIRED: 
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Briefing on Progress to CCG Authorisation 
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September 2012 
 
1. Purpose of Report 
 
To provide the CCG Board with an update of progress towards Authorisation 
 
2. Introduction 
 

 Wigan Borough CCG is made up of 65 GP practices that sit within the Wigan 
Metropolitan Borough boundary and which were all a part of the former NHS 
Ashton, Leigh and Wigan PCT. 
 

 The CCG serves approximately 320,000 patients and manages a budget of 
around £450 million. 
 

 The CCG’s practices are grouped into 6 “locality” areas to allow active 
participation from all of it’s member practices. 
 

 There are four waves of applications for CCG authorisation, and Wigan 
Borough CCG is in Wave four of applications which commences in November 
2012. 
 

 The CCG is a sub committee of Greater Manchester PCT, however, subject 
to successful authorisation the CCG will become a statutory body from the 1st 
of April 2013.  
 

3. Final authorisation decision-making process set out 

The CCG authorisation governance process is set to be finalised at the NHS 
Commissioning Board Authority’s meeting in Newcastle on 20 September. A paper 
seeks the approval of the Board to further proposals on how the moderation, 
conditions and decision elements of the CCG authorisation process will operate. 

A key proposal is to share the recommendations of the Conditions Panel with the 
CCG prior to decisions being made by the CCG Authorisation Sub-Committee of the 
NHS CB. The proposal, which has been developed in response to CCG feedback, 
means CCGs will have two weeks to comment and provide any new evidence that 
may remove the need for a specific condition. 

If approved, it means the final authorisation decision by the CCG Authorisation Sub-
Committee of the NHS CB will be four to five weeks later for each wave, and that first 
decisions on CCG authorisation are due in November 2012, rather than October 

The paper also proposes the membership and terms of reference for: 

The Moderation Panel, chaired by National Director: Commissioning Development 
Dame Barbara Hakin, will meet once a month from October 2012 to January 2013, 
and will ensure overall consistency and make recommendations as to whether a 
CCG should be fully authorised or authorised with conditions.  
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The Conditions Panel, chaired by Deputy Chief Executive and Chief Operating 
Officer Ian Dalton, will meet fortnightly from November, and will consider what 
support is required where a CCG has not supplied sufficient evidence to meet a 
threshold for one or more authorisation criteria. The output of the panel will be a 
report with the recommended conditions and support for each CCG. Regional 
directors would be given an opportunity to approve the recommendations made on 
conditions and support for each CCG being considered from their region prior to 
consideration by the Conditions Panel. They may choose to take informal soundings 
locally prior to the Conditions Panel on options where the panel is likely to consider 
that a CCG needs intensive support.  

The CCG Authorisation Sub-committee will be chaired by an NHS CB non-executive 
director and will meet twice per wave between October 2012 and February 2013 to 
make authorisation decisions, and quarterly from March 2013 to consider the 
removal of conditions. The conclusions of each sub-committee meeting would be 
published immediately after each meeting, once decision letters have been issued to 
CCGs.  

The Board paper, outlines in full how the moderation and conditions/support 
processes will work, and how decisions will be made by the NHS CB. 

It proposes that a standard review date of March 2013 will be built into all conditions 
and that CCGs may submit evidence to the relevant regional office which will 
determine whether the condition can be removed for the majority of conditions. For 
the more substantial conditions, the sub-committee will need to sanction their 
removal. 

Following the decisions of the Board on 20 September, a factsheet on the process 
will be prepared and circulated to CCGs. 

4. 360 Stakeholder Assessment 

The 360 assessment is now underway. It is expected that the CCG will receive its 
report back in the 1st week in October. The CCG will have an opportunity to submit a 
response to the survey as a part of its overall authorisation application which will be 
formally submitted on 1st November 2012. 

5. KPMG Report 

The CCG has received its Quality Assurance report on the draft authorisation 
documents. Particular attention needs to be paid to finalising the CCG constitution, 
the organisational structure and development plan and linkages to the JSNA and 
Joint Health and Well Being Strategy. 
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The report identified strength in Clinical Leadership and Engagement within the Case 
Studies and the CCG approach to Equality and Diversity. 

Overall there were no surprises in the report and the conclusions will be reflected in 
the amendment of current documents and the creation of some supplementary 
documents that will be submitted as a part of the Authorisation submission on the 1st 
of November 2012 

6. Commissioning Support Services. 

The CCG has now formally signed off its Service Level Agreement with the Greater 
Manchester Commissioning Support Unit (GMCSU) which will run from 1st October 
2012 until March 31st 2013. 

The CCG has agreed to purchase a range of services from the GMCSU including: 

 Procurement Support 

 IM and T 

 Business Intelligence 

 Strategic HR support 

 Strategic support for Effective Use of Resources 

 Strategic Medicines Management Support 

 Governance Support 

The total cost of the support equates to £4.29 per head of running costs from within 
the £25 overall cap for running cost allowance. 

7. CCG Structure 

 The consultation of the CCG structure continues 

 The Clinical Model is still being developed – Early thinking is around the 4 
levels of engagement 

o Board Clinical Leads 

o Clinical Directors – Functional Areas e.g. Quality 
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o Clinical Champions – Clinical Areas e.g. Mental Health, CVD 

o Ad Hoc Involvement – e.g. specific projects, representation of 
WBCCG at events, particular skills and advice 

 The Job Descriptions will be developed once the roles are agreed 
including number of sessions, rates of pay etc. 

8. Local Area Team Structure 

The structure for the Local Area Teams of the NHS Commissioning Board has been 
released. The Team for the CCG will be the Greater Manchester Local Area Team 
which comprises the geographic footprint of the 10 previous Greater Manchester 
PCT’s. 

Mike Burrows the designate CEO of the GM LAT issued the briefing below, 

There are two documents - an overall briefing note which is self-explanatory, and a 
PowerPoint presentation.   The PowerPoint contains structures for both the regional 
teams and the local area teams. You can access these by clicking on the following 
link: http://www.manchester.nhs.uk/aboutus/nhsgreatermanchester/consultation.html 

The local area team structure will be standard across all local area teams in England 
outside London.  However please note that there are some further pieces of 
information that colleagues should be aware of in relation to the local area team 
structure for Greater Manchester.  These relate to the Commissioning Director’s 
team (slide 22 of the PowerPoint presentation).  

We understand that the screening and immunisation team highlighted in blue on this 
slide will have a whole time equivalent of 6 and furthermore we understand that the 
primary care contract managers (currently 3 band 8b’s and 5 band 8a’s) will be 
supplemented with a further 9 posts.  We are currently exploring how the 
commissioning team staff, both primary care and public health, may need to work in 
an integrated manner to discharge the commissioning responsibilities of the local are 
team. 

I know staff will have lots of questions so please remember that you can send these 
to the HR team at consultation@nhs.net and we will provide you with responses as 
soon as possible. In addition, our HR team will  be looking to provide briefings within 
localities, so please look out for further information about this and if in doubt contact 
your HR business partner.  Rob Bellingham is the Executive Team lead for Primary 
Care and has been liaising closely with leads in recent weeks, and he will continue to 
provide information and support wherever possible.   
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I will of course continue to provide you with updates as soon as there is any further 
information and will be feeding back my own views and those of colleagues to Ian 
Dalton over the coming weeks.      

Conclusion 

Authorisation development continues to progress well and all necessary submissions 
and requirements are being made. 

Recommendation 

The Board is asked to receive this paper for information and to note the continued 
progress towards authorisation. 

 

 

 
 

 
 



 

 
MEETING: WBCCG Board       Item Number:  10.2 
 
DATE:  September 2012 
 
 
REPORT TITLE: 
 

Sustainability –  
Whole Health Economy Environmental Management 
System and Social Value Return on Investment: 
Commissioning for Health and Wellbeing using the 
principles of Social Value and Sustainability 

 
REPORT AUTHOR: 
 

 
Julie Hotchkiss/Jan Campbell 

 
PRESENTED BY: 
 

 
Dr. Kate Ardern  Director of Public Health 
 

 
RECOMMENDATIONS/DECISION 
REQUIRED: 
 

CCG to note the progress that has been made in taking 
forward sustainability in the local NHS, and use this to 
influence how it will develop its own environmental and 
commissioning policies in 13/14 and beyond. 

EXECUTIVE SUMMARY 
Clinical Commissioning Group for the purposes of authorisation are required to be aware of the 

principles of sustainability and social and corporate responsibility as set out in the NHS Constitution and 

the NHS Carbon Reduction Strategy 2009.  

Wigan Borough Commissioning Consortia will also need to be cognisant of their statutory obligations as 
detailed in the body of the report.  
 
 This paper sets out local progress to date in NHS sustainable development and shows that Wigan 

already has good local platform on which to progress sustainability in commissioning strategies and 

environmental management as Wigan Borough Clinical Commissioning Group becomes authorised and 

becomes a mature organisation. 

 
FURTHER ACTION REQUIRED: 
 

The Board is asked to receive and note the contents of this report 

and is asked to request the Director of Public Health to work with 

the Director of Finance and Clinical Commissioning leads to 

progress the following actions: 

1. Develop a draft local commissioning framework post 2013 
based on social value principles taking into account 
economic, social and environmental value, in addition to 
price, when buying/ commissioning goods and services.  

2. Develop a draft Integrated Sustainable Development Plan 
alongside a social value commissioning framework. 

3. Both to incorporate the recommendations of the DPH 
Annual Report 2011 and to present a further Board report 
on progress in 6 months time. 
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Sustainability: Clinical Commissioning Groups’ Responsibilities for 
Authorisation and Beyond. 

1. Context 
The NHS Constitution’s declared aim for the NHS to commit to the “fair and sustainable use 
of finite resources”, and provides robust scrutiny in line with HM Government’s statutory 
approach to deliver everything necessary to guarantee in line with legislation (The Climate 
Change Act 2008i). Clinical Commissioning Groups for the purposes of authorisation are 
required to be aware of the principles of sustainability and social and corporate responsibility 
as set out in the NHS Constitution and the NHS Carbon Reduction Strategy 2009.  
Wigan Borough Commissioning Consortia will also need to be cognisant of their statutory 
obligations as outlined in 

 Public Services (Social Value) Act 2012: Likely to requirement commissioners to 
evidence Social, Environment and Economic assessments of commissioning 
decisions in a balanced way. This may include a Social Return on Investment 
assessment or the development of a Sustainable Development Management Plan.  

 Climate Change Act 2008  
 Civil Contingencies Act 2004  
 HM Treasury Sustainability Reporting Framework  
 NHS Carbon Reduction Strategy  
 NHS Annual Governance Statement  

 
In developing local health and well-being strategies and Clinical Commissioning Groups’ 
commissioning strategies, there is strong evidence for multiple co-benefits to health from 
environmental sustainability (for instance through improving nutrition, physical activity, and 
many other lifestyle and societal induced preventable causes of ill health).  “Social return on 
investment” studies quantify how measures to increase sustainability should reduce the 
preventable disease burden on the NHS. The UK Government’s own estimates show 
sustainability measures already save the government £60-70 million every year.  The NHS 
Sustainable Development Unit has calculated and helped deliver savings of many millions of 
pounds each year within health economies across England.   
 
Guidance published by the Cabinet office (in 2009) describes Social Return on Investment 
(SROI) as a methodology that can be used to enable commissioners to identify and value 
elements of activity and outcomes that are not specifically paid for as part of the contract 
outputs  ie. Social Value. 
 

SROI can be used to: 
 Improve Services and their outcomes 
 Unlock Potential in their supply base 
 Reconfigure services or change commissioning practice to better meet 

peoples needs 
 Support or evidence links to policy objectives and avoid unintended 

consequences 
 Save money 

 
Social Value can be described as the added benefit to the community from a commissioning 
/procurement process over and above the direct purchasing of goods, services and 
outcomes 
 
Real social value which benefits communities can only be achieved through providers 
offering services which meet the actual needs of the community. It is essential to work in 
partnership with local service users and communities to identify their real needs.  
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This paper sets out local progress to date in NHS sustainable development and shows that 
Wigan already has good local platform on which to progress sustainability in commissioning 
strategies and environmental management as Wigan Borough Clinical Commissioning 
Group becomes authorised and becomes a mature organisation. 
 

2. Wigan’s Health Economy Environmental Management System 
1. The Carbon Footprint of the NHS was first calculated in 2008, it was estimated to be 

18 million tonnes, or nearly 3% of the total UK CO2 emissions.   
 
2. In 2009 the Department of Health launched the Carbon Reduction Strategy for the 

NHS.  This set very challenging targets for the NHS – 10% reduction in CO2   
emissions by 2015 using 2007 as the baseline. 

 
3. In Wigan from 2008 the health sector came together to work on improving their 

environmental sustainability; the acute sector Wrightington, Wigan and Leigh NHS 
Foundation Trust (WWL) and PCT, which at that time was both commissioner and 
provider of community services, and Foundation for Life (the LIFT company) with a 
view to bringing in the independent contractors later in the process.  The Boards of 
Ashton Leigh & Wigan PCT and WWL approved the paper “Sustainable 
Development Strategy and Work Programme (Wigan Health Economy)” setting out 
the vision and the 10 priority action areas. 

 
4. A Business Case supporting the establishing an Environmental Management System 

(EMS) across the Wigan health economy was approved by the PCT shortly after the 
acceptance of the strategy, and over the last 3 years the healthcare organisations 
have worked to implement EMSs.  The rationale for a taking whole health economy 
approach was two-fold.  Firstly it was felt that achieving a saving (of carbon) in one 
organisation might just “push” it out on to another e.g. shifting a service from a WWL 
building to a LIFT building, would not reduce the overall NHS carbon footprint, all 
other things being equal.  The second reason was in an attempt to make it “re-
organisation proof” – so that as organisational arrangements changed, the system 
could accommodate the changes.  This has worked very well, particularly with the 
PCT dividing into commissioner and provider, and with buildings and staff groups 
moving between organisations.  From 2009 to 2012, £100,000 has been spent on 
this agenda. 

 
5. Groundwork West Lancashire and Wigan was engaged very early on in the process, 

and has supported all of the organisations to: 
a. Define exactly who was responsible for what – often informal historical 

arrangements meant that the boundaries between organisations were quite 
blurred, with each being landlord and tenant at different times 

b. Set up project and governance structures  
c. Measure use of utilities (electricity, gas and water) in each site separately, 

including procuring meters and their fitting 
d. Identify environmental aspects associated with their operations 
e. Produce an environmental policy 
f. Assess impacts of the main aspects 
g. Prioritise actions, assign tasks and project manage implementation. 

Groundwork directly undertook Legal Compliance Audits for the organisations, and 
assessed for Energy Display Certificates (n.b Bryan House was in the ‘G’ category – 
the poorest energy performance, Wigan Life Centre is in the B category) 
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6. Initiatives / actions which have been delivered to date: 
a. All staff job descriptions and Key Skills Framework appraisals now include a 

consideration of environmental sustainability (Bridgewater) 
b. Electric metering installed in all PCT sites (now Bridgewater and PCT HQ) 
c. Identification of being overcharged for water use at Bryan House (PCT were 

paying for other organisations hosted in the building). 
d. Identification of “green champions” (WWL) 
e. Replacement of boiler at Leigh leading to large savings in both financial and 

environmental terms (WWL) 
f. Waste audits – WWL, old PCT, Bridgewater, LIFT, some GP and dental 

practices 
g. Eco-driver training (PCT, Bridgewater, WWL Estates staff) 
h. Initiation of recycling in many areas (still a long way to go) 
i. Identification of excessive use of gas at 66a Standishgate (3 times higher 

than expected) leading to new boiler controls being fitted 
j. E-Surplus database developed within WWL (equipment no longer needed in 

one area made available for use elsewhere in the Trust - a sort of e-Bay 
where no money changes hands) 

k. Implemented changes in IT (more energy-efficient screens, reduced printing, 
etc (all organisations) 

 
7. Travel analysis has proved extremely difficult.  We know that nationally patient, staff 

and visitor travel accounts for 18% of the carbon budget.   In theory it should have 
been relatively easy to assess staff business miles as staff claim expenses, however, 
this proved not to be the case.  The data system was designed to collected 
information required for payment – which is often not useful from an environmental 
point of view, where what one wants is to be able to look at miles by mode (car, train, 
bike, etc), energy use associated with that mode (e.g. engine size, type of fuel), how 
many other passengers carried on that journey.  Thanks to the staff employed at 
WWL payroll, who manage all the travel claims for the Wigan health economy and a 
great deal of patience from the staff at Groundwork analysis of travel data on the 
“Grey fleet” i.e. staff’s own cars has been undertaken. 

 
8. Work with independent contractors (general and dental practices) started in 2011, 

with the offer of free Energy and Waste Checks undertaken by Groundwork.  Take up 
was rather slow, but has been accelerated with the hope of having all practices 
covered by end March 2013. 

 
9. The way forward from April 2013 is that Bridgewater will continue implementing its 

Environmental Management System, spreading from the Wigan Division to the 
corporate organisation, and will fund this activity itself from the savings generated by 
improved management of resources.  WWL will start the implementation process in 
earnest, putting significant funding of its own into Environmental Management.  It is 
incumbent upon the CCG to decide how it will help its constituent practices to be 
more sustainable. 

 
10. The dashboard which follows summarises performance from 2008/09 when we 

started measuring electricity, gas and vehicle miles claimed for (not Trust’s fleet, or 
transport related to patient or goods movement).  From these total carbon dioxide 
emissions have been calculated.  For the whole health economy we managed to 
reduce our carbon emissions each year, from 19.3 million tonnes to 17.5 million, or 
nearly 10% reduction despite opening new buildings, and a new scanner at WWL. 
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 Wigan Health Economy Environment Management 08 to 12 
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3. Commissioning for Social Value 
As an element of the authorisation process for Clinical Commissioning Groups - 
Domain 4.2.2A Sustainability- requires a declaration that: 
 
“At the point of authorisation our CCG will demonstrate commitment to promoting 
environmental and social sustainability through our actions as a corporate body as well as a 
commissioner.” 
 
Procurement and commissioning for health improvement is essential if we are to tackle 
health inequalities and reduce the long term burden on disease on the population of the 
Borough. 
 
The Social Value (Public Services) Act 2012 will come into force early in 2013 and will 
include a duty to consider social value ahead of a procurement involving public services 
contracts i.e. Clinical Commissioning Groups will have to consider how they  might use 
contracts to improve the economic, social and environmental wellbeing of their community.   
 
The Kings Fund recently published guidance on the top ten priorities for transforming our 
health care system. These priorities are evidence based and have been known for a long 
time and yet they have not been implemented. The king’s Fund suggests the reason why 
these priorities remain unactioned is that: 
 
“…implementation will not be straightforward……. this is not because we lack the evidence 
and information about what to do, but because of the scale of the change management task, 
particularly as investing in community-based care, will deliver savings only if accompanied 
by strategic disinvestment from hospitals.” 
 
They go on to say “while it is relatively straightforward to impart knowledge about what to 
change, it is much harder to create the culture and enthusiasm required to deliver change, 
particularly when working across organisational boundaries. The potential strength of GPs’ 
engagement in commissioning is that their clinical foundation is a step towards creating the 
necessary culture, “ 
 
There are several tools which have been developed that outline ways in which to measure 
social value. The New Economics Foundation in their publication Seven Principles of 
Measuring What Matter suggest the following: 
 

 Measure for social, economic and environmental outcomes  
 Measure with people  
 Value the things that matter most  
 Be responsive  
 Avoid over-claiming  
 Transparency and accountability should inform everything  
 Measure strengths as well as risks and deficits  

 
 
Nationally evidence identifies that Income, Employment, Health, Education, Housing 
Environment and Crime Prevention are high priorities for communities. When procuring or 
commissioning goods and service questions to consider including within the commissioning 
process in Wigan could include: 
 

 How does your service identify and mobilise service users’ strengths? 
 How does your service support clients in finding ways to help/support others, 

including fellow service users, family, neighbours and the local community. 
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 How do you support and enable people to connect, get active, take notice keep 
learning and give?  

 How do you ensure a sense of coherence for staff and service users?  
 How will the residents of the borough that are not your direct service users benefit 

from the provision of your service? 
 What plans do you have in place to reduce your carbon footprint? 

 
The WBCCG Board will need to determine which areas are of greatest priority for them as 
commissioners based upon the evidence of what their population identify as their priorities. A 
co-produced set of criteria  can then be used to evaluate tenders and commissioned 
services in respect of their achievement of locally agreed returns on investment.  
 
 

4. Local Progress on Social Return on Investment: Prescription for 
Wellbeing: Making the Most of Ourselves: 

The Director of Public Health’s Annual Report 2011 is based upon evidence that irrespective 
of illness, connecting, getting active, taking notice, learning and giving are good for 
wellbeing. People with good wellbeing are better able to self manage health and illness, and 
are more likely to engage with healthy life style choices. The recommendations and 
suggested actions set out below in the report provide a framework that supports the 
development of wellbeing through the adoption of a Social Value approach to 
Commissioning and Procurement.  
 
Recommendation 1: Strategic leads, officers and delegated representatives, promote 
the wellbeing agenda as part of the day job, modelling a wellbeing approach in 
decision making and encourage opportunities to Connect, Be Active, Take Notice, 
Keep Learning and Give. 
 
Key Actions: 
 

i. Develop a shared vision for wellbeing locally. 
ii. Agree a Wellbeing Framework to guide locally commissioned activity. 
iii. Commit to health improvement and disease prevention programmes to address 

social and economic factors as well as lifestyle choices and individual health 
awareness. 

iv. Appoint a Board Champion and a senior lead officer responsible for assuring activity. 
v. Use intelligence to direct activity across strategic partners. 
vi. Ensure staff throughout all organisations in the Borough at all levels  Make Every 

Contact Count (i.e. use each patient / public encounter as opportunity for health 
promotion) 

vii. Maximize the capabilities of local people and empower them to create their own 
wellbeing. 

 

Recommendation 2: The Board, as contributors to the Joint Health & Well-Being 
Strategy, undertake actions that develop a plan for the growth of resilience and 
wellbeing and which promote mental capital. 

Key Actions: 
i. Coordinate a wellbeing approach for children and with young people. 
ii. Bring together existing data on levels of material wellbeing including variations in its 

distribution through the local population. 
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iii. A Joint Strategic Asset Map of the Borough will be co-produced to define local 
community assets and assess joint initiatives to build local and community 
leadership. 

iv. Develop supportive information sharing protocols across the health and wellbeing 
economy. 

v. Capture wellbeing in Wigan Borough through subjective measures that include 
people’s experience of their lives. 

vi. Engage diverse communities, including communities of interest, in defining what 
wellbeing means for them. 

vii. Make explicit understanding of the relationship between health, inequality and a low 
carbon sustainable future, and set out actions to achieve sustainability alongside 
wellbeing 

 
How might future local progress in developing Social Value for Commissioning be 
assessed post 2013. 
Process indicators for years 1 and 2 need to be developed to cover: 

 Key stakeholders and wider partners understand the agenda, impact and how they 
can make a difference.  

 People are involved in planning and delivery of action – Intelligence is fed into 
commissioning and planning of programmes to improve their effectiveness in 
narrowing the gap.  

 All significant plans include Social Value, Wellbeing and Sustainability indicators 
making connections across the partnership.  

 A common language around commissioning is created. This then contributes to 
creating a common commissioning / planning framework which incorporates core 
questions on social value wellbeing and sustainability.  

 Key front line workers across the partnership make better decisions by having the 
tools, training and support to understand social value wellbeing and sustainability.  

 

5.  Recommendations 
The Board is asked to receive and note the contents of this report and is asked to request 
the Director of Public Health to work with the Director of Finance and Clinical Commissioning 
leads to progress the following actions: 

1. Develop a draft local commissioning framework post 2013 based on social value 
principles taking into account economic, social and environmental value, in addition 
to price, when buying/ commissioning goods and services.  

2. Develop a draft Integrated Sustainable Development Plan alongside a social value 
commissioning framework. 

3. Both to incorporate the recommendations of the DPH Annual Report 2011 and to 
present a further Board report on progress in 6 months time. 

 
If the Board requires additional information or specific details regarding either Social Value 
or Social Return on Investment please contact Jan.Campbell@alwpct.nhs.uk   
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Authorisation of Clinical Commissioning Groups 
Supporting Information for Domain 4.2.2B – Self Certification 

Education and Training 
 
1.Purpose of Paper 
 
To outline the CCG’s statutory duties with regard to Education and Training for the 
purposes of self declaration during the authorisation process 
 
2.Introduction 
 
The CCG has to make the following self declaration as a part of its authorisation 
application 
 
“We declare that at the point of authorisation our CCG will demonstrate commitment to 
the education and training of the NHS workforce. We agree to work in partnership with 
the local education & training boards to ensure that the system for the planning, 
commissioning and delivery of education and training is able to respond to service 
commissioning priorities.”  
 
This paper explains what the CCG needs to understand and recommends what it needs 
to do 
 
3. What do we need to understand?  
 
The Health and Social Care Act 2012 places a duty on the Secretary of State to 
exercise his functions under specified enactment so as to secure that there is an 
effective system for the planning and delivery of education and training to persons 
who are employed, or who are considering becoming employed, in an activity which 
involves or is connected with the provision of services as part of the health service in 
England. This duty will take effect from 1 April 2013 and part of this duty will be 
delegated to Health Education England.  
 
The Act also places a duty on CCGs, in exercising their functions, to have regard to 
the need to promote education and training so as to assist the Secretary of State in 
the discharge of his education and training duty. This duty will take effect from 1 April 
2013.  
 
Health Education England will be established in June 2012 as a Special Health 
Authority. It will be responsible for providing national leadership for the education and 
training of the NHS and public health workforce in England.  
 
Governing bodies of Local Education and Training Boards (LETBs) will be 
established as committees of Health Education England, formally taking on their 
functions when SHAs are abolished in March 2013. The governing bodies will 
represent the interests of all local NHS providers when carrying out their planning, 
commissioning and quality assurance of education and training functions.  
 
The Act also requires arrangements for the provision of NHS services to include 
arrangements for securing that the provider co-operates with the Secretary of State 
in the discharge of his education and training duty. This duty will take effect from 1 
April 2013. It will be achieved by amending the NHS standard contract from 2013/14.  
The NHS standard contract for 2012/13 requires all providers of NHS services to 
assist the SHA clusters in making the necessary arrangements to establish LETBs 
and their governing bodies.  



 
4. Conclusion 
 
To support education and training in the NHS and deliver their statutory duty with 
respect to education and training, once authorised, you will need to:  
 

 consult with the governing bodies of LETBs in your area as commissioning 
plans are developed to ensure workforce development can rapidly respond to 
innovation and changes in the way services are delivered  

 
 work in partnership with the governing bodies of LETBs in your area to ensure 

that plans for the commissioning and quality assurance of education and 
training are responsive to service commissioning priorities  

 
 promote compliance with the terms of the NHS standard contract to ensure 

that all providers of NHS services are members of a LETB and therefore 
represented by a governing body of a LETB, and support the governing 
bodies of LETBs in your area in carrying out its education and training 
functions  

 
5. Recommendations 
 

 An executive lead is identified to liaise with LETB’s and take forward 
this duty 

 Contract leads should establish that NHS providers are members of 
LETB’s 
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EXECUTIVE SUMMARY 
 
 
 
This board paper is to make the Board aware of its duties and powers In line with the Health and Social 
Care Act 2012 and to help ensure that that WBCCG will be compliant with all its statutory 
responsibilities.  
 
The Appendix “The Functions of Clinical Commissioning Groups” reflects the final content of the 
Health and Social Care Act 2012 and sets out the duties and powers of a CCG. 
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Foreword 
 

This document is an update to The Functions of GP Commissioning Consortia: A working 

document first published in March 2011.  It reflects the final content of the Health and 

Social Care Act 2012 and aims to support the discussion that emerging clinical 

commissioning groups (CCGs) will be having as they continue to develop.  The 

document sets out:  

 

a)  the key statutory duties of CCGs – the “must dos”,  

b)  the key statutory powers – the things that CCGs have the freedom to do, if they 

wish, to help meet these duties.  

 

This is not intended to be a substitute for the Act, or guidance issued by the Department of 

Health or NHS Commissioning Board Authority, but to act as a helpful summary to which 

busy GPs and emerging CCGs can refer.  GPs and those working with them to develop CCGs 

have been asking for clarification of the “must dos” so they can continue to think about 

how CCGs would carry out their responsibilities, what support they might want to put in 

place, and what this means for organisational development. 

 

It is important to note that the duties and powers (together referred to as functions) set 

out in the Act – and reflected in this document – do not simply replicate the current duties 

and powers of PCTs.  In some cases, PCT functions will transfer elsewhere, for example to 

the NHS Commissioning Board (NHS CB) or to local authorities.  In other cases, the Act sets 

out functions for CCGs similar to those of PCTs, but expressed in a different way.  Some 

functions have been removed altogether.   

 

We hope you find this updated document helpful in informing the planning and 

implementation of CCG responsibilities. 

 

 

 

Dame Barbara Hakin  

National Managing Director of Commissioning Development  
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Introduction  

This paper sets out the proposed range of clinical commissioning group (CCG) 

functions, in relation to:  

� commissioning responsibilities  

� general duties of CCGs 

� planning, agreeing and monitoring services  

� financial duties  

� governance  

� specific duties of cooperation  

� general duties applying to public or NHS bodies.  

 

The paper distinguishes between:  

• the duties for which CCGs will be legally responsible;  

• legal powers available to CCGs to help them carry out their duties.  

 

The duties and powers described in the document are those that will apply to CCGs, 

subject to any conditions imposed or directions given to individual CCGs by the NHS CB as 

part of the authorisation process.  All the key statutory duties arising from the Health and 

Social Care Act 2012 are given, but the list of statutory powers is not intended to be 

exhaustive.   

CCGs will have the flexibility within the legislative framework to decide how far to carry 

out these functions themselves, in groups (e.g. through collaborative commissioning 

arrangements) or jointly with local authorities, and how far to use external commissioning 

support.  However, a CCG will always retain legal responsibility for the exercise of its 

functions.  This can never be delegated.  
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Commissioning responsibilities 

• CCGs will be responsible for commissioning emergency and urgent care, including 

ambulance services and out-of-hours services, for anyone present in their geographic 

area.  For some services (e.g. A&E attendances and emergency admissions), the costs 

for an individual patient will be charged to the CCG where the patient is registered (if 

different from the commissioning CCG).  

• CCGs will be responsible for commissioning healthcare services to meet the reasonable 

needs of the persons for whom they are responsible (i.e. principally for patients 

registered with their member practices, together with any unregistered patients living 

in their area), except for those services that the NHS CB or local authorities are 

responsible for commissioning.  This will include, but will not necessarily be limited to: 

○ Community health services 

○ Maternity services 

○ Elective hospital care 

○ Rehabilitation services 

○ Urgent and emergency care including A&E, ambulance and out-of-hours services 

○ Older people’s healthcare services 

○ Healthcare services for children  

○ Healthcare services for people with mental health conditions 

○ Healthcare services for people with learning disabilities  

○ Continuing healthcare 

○ Abortion services 

○ Infertility services 

○ Wheelchair services 

○ Home oxygen services 

○ Treatment of infectious diseases 

• These services are to be free of charge, other than in limited cases where charging is 

permitted by regulations (e.g. secondary care for eligible overseas visitors).  

• CCGs will also be responsible for meeting the costs of prescriptions written by their 

members practices, but not the associated dispensing fees 

Services to be commissioned by the NHS CB (subject to secondary legislation) 

• The NHS CB will have statutory responsibility for commissioning primary care services, 

but CCGs will have a statutory duty to assist and support the NHS CB in securing 

continuous improvement in the quality of primary medical services. 

• The NHS CB will be responsible for commissioning: 

○ pharmaceutical services provided by community pharmacies, dispensing doctors 

and appliance contractors 

○ all dental services and NHS sight tests 
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○ highly specialised and specialised services (for which the current Specialised 

Services National Definition Set will form the basis) and high security psychiatric 

services 

○ health services for those detained in prison and other custodial settings  

○ some services for members of the armed forces and their families, where 

registered with Defence Medical Services  

• The NHSCB will commission some services on behalf of Secretary of State 

○ public health services for children aged 0-5, including health visiting and family 

nurse partnerships 

○ immunisation and screening programme 

○ public health services for those in prison or custody 

○ sexual assault referral services 

○ Child Health Information Systems (CHIS). 

Local authority responsibilities for health improvement services 

• Local authorities will be responsible for: 

○ the Healthy Child Programme for school-age children (including school nurses) 

○ sexual health services (excluding contraceptive services provided under the GP 

contract and HIV treatment) 

○ public mental health services 

○ local programmes to promote physical activity, improve diet/nutrition and 

prevent/address obesity 

○ drug misuse and alcohol misuse services 

○ tobacco control, including stop smoking services and prevention activity 

○ NHS health checks 

○ local initiatives to prevent accidental injury, including falls prevention 

○ local initiatives to reduce seasonal mortality. 

Support for CCGs 

• The NHS CB will have a statutory power to provide assistance or support to CCGs in 

relation to the delivery of their commissioning functions. This assistance may be 

financial and/or making available the services of the NHS CB’s employees or other 

resources, provided on such terms and conditions including terms as to payment as the 

NHS CB considers appropriate. 

• CCGs may choose to buy in support from external organisations including NHS 

commissioning support services and private and voluntary sector bodies, although 

responsibility for commissioning decisions will remain with the CCG. 
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1. General  

Duties 

• To commission healthcare to the extent the CCG considers necessary to meet the 

reasonable requirements of: 

○ patients registered with the GP practices who are members of the CCG; 

○ people who usually live within the CCG’s defined geographic area who are not 

registered with any GP practice 

(except where regulations prescribe otherwise).   

• To commission healthcare for other groups of patients as defined in regulations.  This 

will include: 

○ commissioning emergency care for any person present in the CCG’s geographic 

area 

○ commissioning services for people receiving NHS continuing healthcare in out-of-

area placements. 

• When commissioning services, to act consistently with the duties of the Secretary of 

State and the NHS CB to promote a comprehensive health service and the objectives 

and requirements set for the NHS CB by the Secretary of State through the mandate. 

• To assist and support the NHS CB in securing continuous improvement in the quality of 

primary medical services. 

• To obtain appropriate advice to enable the CCG to discharge its functions effectively 

from people who (taken together) have a broad range of professional expertise in the 

prevention, diagnosis or treatment of illness and in the protection or improvement of 

public health. 

• To make arrangements to secure public involvement in the planning of commissioning 

arrangements and in developing, considering and making decisions on any proposals 

for changes in commissioning arrangements that would have an impact on service 

delivery or the range of health services available. 

• To co-operate with relevant local authorities and participate in their Health and 

Wellbeing Boards.  

• To co-operate with other NHS bodies. 

• To have regard to the NHS Constitution.  

• To have regard to commissioning guidance published by the NHS CB. 

• To pay providers (in specified circumstances) for the costs of healthcare commissioned 

by another CCG but provided to a patient for whom the CCG is responsible (e.g. for 

A&E attendances or emergency admissions).  

• To provide the NHS CB with specified information, if considered necessary by the 

Secretary of State for the purposes of carrying out his functions in relation to the 

health service. 
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In the exercise of its functions, a CCG will have duties to: 

• Act with a view to securing that health services are provided in a way which promotes 

the NHS Constitution, and promote awareness of the NHS Constitution among 

patients, staff and the public. 

• Act with a view to securing continuous improvements in the quality of services for 

patients and in outcomes, with particular regard to clinical effectiveness, safety and 

patient experience. 

• Have regard to the need to reduce inequalities between patients with respect to their 

ability to access health services and the outcomes achieved for them. 

• Promote the involvement of individual patients, and their carers and representatives 

where relevant, in decisions relating to the prevention or diagnosis of illness in them or 

their care and treatment. 

• Act with a view to enabling patients to make choices about aspects of health services 

provided to them. 

• Promote innovation in the provision of health services.  

• Promote research on matters relevant to the health service, and the use of evidence 

obtained from research.  

• Act with a view to securing that health services are provided in an integrated way, and 

that provision of health services is integrated with provision of health-related or social 

care services, where the CCG considers that this would improve quality of services or 

reduce inequalities.  

� Have regard to the need to promote education and training of current or future health 

service staff. 

• Ensure that appropriate facilities are made available to any university which has a 

medical or dental school in connection with clinical teaching or research. 

Powers 

• Power to arrange for provision of services or facilities that the CCG considers 

appropriate for the purposes of the health service (provided that the NHS CB does not 

have a duty to arrange for the provision of these services) that aim to secure 

improvements in physical and mental health, or in the prevention, diagnosis and 

treatment of illness, for the people for whom the CCG is responsible. 

• Power to do anything which is calculated to facilitate the discharge of any of the CCG’s 

functions, including a power to enter into agreements, acquire and dispose of property 

and accept gifts (including property to be held on trust for the purposes of the CCG).  

• Power to enter into partnership arrangements (e.g. pooled budgets, lead 

commissioning) with local authorities, including power, in conjunction with a local 

authority, to be designated as a Care Trust.  

• Power to enter into contracts and to make arrangements for other individuals or 

bodies (including voluntary organisations and public authorities) to provide services, 

including the power to enter into NHS contracts with other health service bodies.  
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• Power to act jointly with another CCG in exercising commissioning functions or for one 

CCG to exercise such functions on behalf of another, or for the NHS CB (if it agrees) to 

exercise commissioning and any related functions on behalf of a CCG. 

• Power to make grants or loans to voluntary organisations which provide or arrange for 

the provision of similar services to those in respect of which CCGs have functions. 

• Power to conduct or commission or assist the conduct of research, including by 

providing funding or by making the services of any person or other resources available. 

• It is intended that regulations will be made to provide a power for prescribed functions 

of a CCG to be exercised jointly with a Welsh Local Health Board. 
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2. Planning, agreeing and monitoring services 

Duties  

• To contribute to the Joint Strategic Needs Assessment (JSNA) and the Joint Health and 

Wellbeing Strategy (JHWS) led by the Health and Wellbeing Board(s) on which the CCG 

has a representative, and to have regard to any JSNA or JHWS to which they have 

contributed which is relevant to the exercise of any of their functions. 

• To prepare and publish a commissioning plan before the start of each financial year, 

explaining how the CCG intends to exercise its functions. In particular the plan must set 

out how the CCG proposes to: 

○ secure improvement in the quality of services and outcomes for patients,  

○ reduce inequalities in access to services and outcomes achieved 

○ involve the public in the planning of, and proposed changes to, commissioning 

arrangements 

○ fulfil its financial duties. 

• To consult patients and the public in developing, or making significant revisions to, the 

commissioning plan. To ensure that any published commissioning plans (including 

revised plans) include a summary of views expressed during consultation and an 

explanation of how the CCG took account of those views.  

• To involve each relevant Health and Wellbeing Board in preparing or making significant 

revisions to the commissioning plan; consult them on whether the draft plan takes 

proper account of each relevant JHWS; and ensure that any published commissioning 

plans (including revised plans) include a statement of their final opinion.  

• To comply with the requirements of any ‘standing rules’ set out in regulations, e.g. to 

include specific terms and conditions in commissioning contracts. 

• To comply with regulations governing best practice in relation to procurement, 

protecting and promoting patient choice, and anti-competitive conduct.  

• To comply with public law requirements in relation to entering into contracts 

concerning commissioning arrangements and the use of public monies. 

• To take appropriate steps to ensure that the CCG is properly prepared to deal with 

emergencies that might affect it  

• To provide information, where required, to the Information Centre, e.g. to support 

publication of national data on healthcare services.  

Powers 

• Power to make facilities, which the group arranges for a service provider to provide, 

available to another service provider or to an eligible voluntary organisation.  

• Power to make direct payments to patients (instead of commissioning services for 

them), subject to regulations. 
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3. Finance 

Duties 

• To ensure expenditure in a financial year does not exceed the allocated budget. 

• To ensure that revenue resource use and capital resource use do not exceed the 

separate limits set for each.  

• To ensure that the CCG’s revenue resource use on prescribed matters relating to 

administrative costs (i.e. costs not relating to healthcare services) does not exceed an 

amount specified by the NHS CB (i.e. the ‘running costs’ allowance).  

• To ensure that the CCG adheres to any further limits set by the NHS CB in relation to 

capital or revenue resource to reflect limits set by the Secretary of State on the NHS 

CB.  

• To provide financial information to the NHS CB as required to allow in-year monitoring 

against budgetary and Parliamentary controls.  

• To keep proper accounts and proper records in relation to the accounts, prepare 

annual accounts and have these audited, and comply with any directions of the NHS CB 

as regards accounts.  

• To use a specified banking system (i.e. the Government Banking Service).  

Powers 

• Power to pool commissioning funds with other CCGs where arrangements have been 

made for lead or joint commissioning.  

• Power to pool running costs with other CCGs where these costs relate to any services 

covered by lead or joint commissioning arrangements made with those CCGs.  

• Power to pool funds with the NHS CB, with or without other CCGs, out of which 

payments may be made, by agreement, towards expenditure incurred in the discharge 

of any of their commissioning functions.  

• Power to pool resources with local authorities where they have entered into 

arrangements under section 75 of the NHS Act 2006.  

• Powers to make payments to local authorities or other bodies towards expenditure on 

community services. 

• Power to undertake specified activities (not including charging for health services) to 

raise additional income for improving the health service, but only to the extent that 

the activity does not significantly interfere with the performance of the CCG’s 

functions.  

• Power to enter into externally financed development agreements. 

• Power to undertake fund-raising to assist the CCG in improving health services or 

facilities to promote research. 

• Powers to form, or participate in forming, a company and to invest in and/or provide 

loans and guarantees and make other financial provision to the company, but only for 

the purpose of improving the physical and mental health of, and the prevention, 

diagnosis and treatment of illness in, the people for whom the CCG has responsibility. 
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4. Governance 

Duties 

• To have a governing body to ensure the CCG has made appropriate arrangements for 

ensuring that it adheres to relevant principles of good governance and carries out its 

functions effectively, efficiently and economically.  

• To have an Accountable Officer, responsible for ensuring, in particular, that the CCG 

works effectively, efficiently and economically and with a view to securing continuous 

improvements in quality, meets its financial and accounting obligations, provides the 

NHS CB with information as required under the 2006 Act, and exercises its functions in 

a way which provides good value for money. 

• To maintain one or more publicly accessible registers of interests of members of the 

CCG, its employees, members of the governing body, and members of committees or 

subcommittees of the CCG or its governing body, and to make arrangements to ensure 

that relevant conflicts or potential conflicts of interest are declared and included in the 

registers.  

• To make arrangements for managing conflicts and potential conflicts of interest in such 

a way as to ensure that they do not, and do not appear to, affect the integrity of the 

CCG’s decision-making processes, and to have regard to guidance published by the NHS 

CB on management of conflicts of interest. 

• To have a published constitution that sets out the arrangements made by the CCG for 

the discharge of its functions and: 

○ the name of the CCG, meeting requirements set by regulations; 

○ the GP practices that are members of the CCG; 

○ the area for which the CCG is responsible; 

○ arrangements for the discharge of functions of the CCG’s governing body, including 

provision for an audit committee and remuneration committee, the procedure to 

be followed by the governing body in making decisions, and the arrangements 

made to secure transparency of its decision-making (including arrangements for 

holding governing body meetings in public except where the CCG considers that it 

would not be in the public interest to do so);  

○ how the CCG will make decisions, how it will deal with conflicts and potential 

conflicts of interest of members, employees, governing body members and 

members of  CCG or governing body committees and sub-committees, how it will 

ensure transparency for its decisions and how it will ensure effective participation 

of all its members;  

○ the arrangements for involving the public in planning commissioning arrangements, 

and in proposals and decisions concerning changes to those arrangements that 

would have an impact on services delivered, and a statement of the principles 

which the CCG will follow in implementing the arrangements.  

• To publish an annual report on how the CCG discharged its functions in the previous 

financial year, with particular reference to how it discharged its duties in relation to 

quality improvement, reducing inequalities and public involvement and contributed to 
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the delivery of joint health and wellbeing strategies (on which the relevant health and 

wellbeing board(s) must be consulted).  

• To hold a meeting to present the annual report to the public.  

• To provide information, documents, records or other items, or explanation, to the NHS 

CB, where it has reason to believe that the CCG might have failed, might be failing, or 

might fail to discharge any of its functions, or that the CCG’s area is no longer 

appropriate 

• To comply with any directions given by the NHS CB as a result, including, where 

appropriate, co-operating with the NHS CB or another CCG or its Accountable Officer 

where the NHS CB has directed that they perform any of the CCG’s functions.  

• To offer NHS pension arrangements to staff employed by the CCG.  

Powers 

• Power to appoint staff and to decide on remuneration and travelling or other 

allowances (in accordance with determinations made by its governing body), and terms 

and conditions for employees. 

• Power to pay governing body members remuneration and travelling or other 

allowances. 

• Power to make arrangements for providing pensions, allowances or gratuities for 

employees and governing body members (except where they are members or 

employees of a GP practice that is a member of the CCG), including the establishment 

and administration, by the CCG or otherwise, of one or more pension schemes. 

• Power to nominate an Accountable Officer, who can be a member or employee of a GP 

practice in the CCG or an employee of the CCG, to be appointed by the NHS CB  

• Power to disclose information obtained by the CCG in the exercise of its functions in 

certain permitted circumstances. 
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5. Specific duties of cooperation  

Duties 

• To co-operate with local authorities and their partners to improve the wellbeing of 

children in the local authority’s area and, where necessary, support local authorities in 

arranging support for children and families. 

• To help plan services for carers. 

• To support local authorities, where appropriate,  

○ in community care assessments.  

○ In supporting local education (e.g. to help the authority in providing support for 

children with special educational needs) 

○ In co-operating with the police, prison services and probation services (e.g. 

arrangements for assessing risks of violent or sexual offenders).  

• To participate in the development and implementation, with other responsible 

authorities, of crime and disorder strategies and youth justice services. 

• To participate, where required by the Secretary of State, in a domestic homicide 

review. 

• To carry out specified duties under the Mental Health Act including: 

○ making payments for medical examinations in connection with the Act;  

○ providing a court on request with information about availability of hospital places; 

○ notifying local authorities of availability of suitable hospital places for emergency 

admissions and for under 18s; 

○ working with local authorities to arrange after-care services for patients after 

detention under the Act. 

• To consult with local authorities on matters to be set out in regulations. The equivalent 

regulations for PCTs require that they consult where they are planning a substantial 

variation in service and that they provide relevant information, respond to local 

authority Overview and Scrutiny Committees (OSCs) reports and attend OSC meetings 

when requested.  
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6. General duties applying to NHS or public bodies 

• To carry out functions effectively, efficiently and economically. 

• To meet safeguarding duties, including:  

○ having regard to the need to safeguard and promote the welfare of children;  

○ following the requirements around employing members of staff; 

○ being a member of the Local Safeguarding Children Board(s) 

• To meet the requirements of the Employment Rights Act 1996.  

• To act compatibly with the European Convention on Human Rights. 

• To meet the requirements of the Equality Act 2010, including: 

○ not discriminating, harassing or victimising, either in commissioning of services or 

in treatment of employees, on grounds of age, disability, gender reassignment, 

pregnancy and maternity, race, religion or belief, sex, or sexual orientation 

(collectively referred to as the protected characteristics); 

○ advancing equality of opportunity; 

○ fostering good relations between those who share a relevant protected 

characteristic and those who do not; 

○ setting and publishing equality schemes; 

○ publishing a range of equality data relating to their workforce and the services they 

provide; 

○ producing equality analyses. 

• To meet the requirements of the Data Protection Act and Freedom of Information Act.  

• To meet Health and Safety requirements, including duty of care towards anyone 

working for the CCG and towards visitors. 
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2012 Communications and Engagement Plan: September Report 

 
  

1. Purpose of Report 
 
This report provides an update on communications and engagement activity for WBCCG Board members 
 
2. Background 
 
WBCCG communication & engagement has the objectives of creating awareness for the CCG and involving 
people in commissioning decisions. This report provides examples of activity since the last board. 
 
 
3. CCG Awareness 
 
3.1. Increased media coverage 

The significant and large increase in positive media activity for WBCCG continues with 18 features appearing 
in the media and 20 requests for information from media received since the last board meeting, with no 
negative coverage. Media cuttings are available to Board members to view on request. 

WBCCG has now been featured in 63 media items in the last three months since July 2012 (shown in 
Appendix 1). Around 50% of these items feature Public Health issues. 

 

3.2. Radio advertising 

150 x 20 second duration adverts will be broadcast on Wish FM over a 3 week period from Monday 15th 
September to increase general awareness of the CCG and to help local people become aware of the 
opportunity for engagement with the CCG. More details are available to Board members on request. 

 

4. Involving people in commissioning decisions 
 
4.1. SharePoint 
 
SharePoint implementation by Primary Care I.T continues across all GP Practices. SharePoint is a system that 
enables GP Practices to view & provide input to documents, strategies & service reviews, increasing the 
opportunity to influence commissioning decisions. 

4.2. Communication and engagement group meetings 
 
The PPG communication and engagement group and the implementation groups met on 11th September to 
help provide input from PPG members and locality business managers.  
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4.3. PPGs 
 
A development session for PPG members to provide them with more information about finance and 
commissioning was held on 23rd August.  
 
4.4. GPs 
 
Two GP business news bulletins have been provided to all GP Practices since the last Board. 
 
5. National & local campaign support 
 
Communications input has been provided to a series of nationally and locally led campaigns that  includes 
Long Term Conditions, Cancer Awareness, Choose Well, 111, NHS long term care funding, Dementia and 
Winter Planning. 
 
6. Conclusions 
 
Significant progress continues in communicating with stakeholders across the Borough. The development of 
engagement opportunities to help the public influence commissioning decisions across the Borough will be a 
priority over the forthcoming weeks. 
 
7. Recommendations 
 
The WBCCG board are invited to note the communication and engagement report. 
 
 
 
 
Paul Wilson 
 
 
13.9.12 
 
 

Appendix 1: Media items July - September 2012 

 

Date Title Publication Spokesperson 
12.07.09 Dementia Wigan Evening Post N/A 
12.08.17 Shortage of cover for GPs Wigan Evening Post N/A 
12.06.28 Breast Feeding Wigan Evening Post Alison Healey 
12.06.29 Breastfeeding Event Wigan Evening Post Alison Healey 
12.07.09 Alcohol Strategy Praise Wigan Evening Post Dr Kate Ardern 
12.06.29 Health Profiles Wigan Observer Dr Kate Ardern 
12.07.03 Breast Feeding Wigan Evening Post Dr Kate Ardern 
12.07.03 Health Stadia Wigan Observer Dr Kate Ardern 
12.07.09 Kate Ardern re Alcoholism Wigan Evening Post Dr Kate Ardern 
12.07.10 HIV Wigan Evening Post Dr Kate Ardern 
12.07.10 Childhood Obesity Wigan Evening Post Dr Kate Ardern 
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12.07.11 Smoking in Pregnancy  Wigan Observer Dr Kate Ardern 
12.07.12 Drive against smoking Wigan Evening Post Dr Kate Ardern 
12.07.18 Diabetes Test Plan Wigan Evening Post Dr Kate Ardern 
12.07.19 Diabetes Checks Wigan Reporter Dr Kate Ardern 
12.07.24 Exercise Key to Survival Wigan Observer Dr Kate Ardern 
12.08.07 Flu Vaccination for All Children Wigan Observer Dr Kate Ardern 
12.08.23 Don't miss your health checks Leigh Reporter Dr Kate Ardern 
12.09.03 Drinkers' blood test Wigan Evening Post Dr Kate Ardern 

12.09.04 
Health report claims regular use of 
cannabis as a teenager reduces intelligence Wigan Observer Dr Kate Ardern 

12.09.06 Traffic light test can show liver damage Leigh Reporter Dr Kate Ardern 
12.09.06 Warning over alcohol abuse Wigan Reporter Dr Kate Ardern 
12.08.02 Dementia Leigh Reporter Dr Mohan Kumar
12.08.04 Skin Cancer Wigan Evening Post Dr Paul Turner 
12.09.06 Drugs do more harm than good Wigan Evening Post Dr Paul Turner 
12.06.29 Choose Well – Hay Fever Wigan Evening Post Dr Tim Dalton 
12.07.10 End of Life Care Wigan Evening Post Dr Tim Dalton 
12.07.12 Health @ Work Wigan Observer Dr Tim Dalton 
12.07.17 OFSTED Wigan Evening Post Dr Tim Dalton 
12.07.24 A&E Time-Waster Fear Wigan Observer Dr Tim Dalton 
12.07.26 A&E Assault Cases Decrease Wigan Reporter Dr Tim Dalton 
12.07.26 Over the Counter Inhalers Wigan Reporter Dr Tim Dalton 
12.08.02 Fewer Teens in Wigan Drinking & Smoking Wigan Evening Post Dr Tim Dalton 
12.08.02 Assault treatment at hosptials reduced Leigh Reporter Dr Tim Dalton 

12.08.02 
Ashtma sufferes buy over the counter 
inhalers Leigh Reporter Dr Tim Dalton 

12.08.15 
Bringing providers into commissioning 
process Practical Commissioning Dr Tim Dalton 

12.08.21 Getting to the heart of health in Wigan Wigan Observer Dr Tim Dalton 
12.08.23 Healthy Vision Wigan Reporter Dr Tim Dalton 
12.09.04 Scorecard checks fair drug use Wigan Evening Post Dr Tim Dalton 
12.09.04 Child hip condition alert Wigan Observer Dr Tim Dalton 
12.09.10 Hip condition alert Wigan Evening Post Dr Tim Dalton 
12.09.10 Lack of home visits blasted Wigan Evening Post Dr Tim Dalton 

12.09.03 £5m bill to treat diabetes Wigan Evening Post 
Dr Tim Dalton & 
Dr Kate Ardern 

12.07.19 Choose Well – Stay Healthy Without Injury 

Wigan Observer Dr John Morgan 
12.06.29 Health Report Brings Joys Wigan Observer Editors comment 
12.07.03 Lose Weigh Feel Great Wigan Observer Editors comment 
12.07.04 HIV Wigan Evening Post Editors comment 
12.07.09 Tackling Alcoholism Wigan Evening Post Editors comment 
12.07.11 Smoking in Pregnancy (our view) Wigan Evening Post Editors comment 
12.07.18 Diabetes (our view) Wigan Evening Post Editors comment 
12.07.20 Patient Data (our view) Wigan Evening Post Editors comment 
12.07.21 GP Strike (our view) Wigan Reporter Editors comment 
12.07.26 A&E Assault Cases Decrease (our view) Wigan Reporter Editors comment 
12.07.28 NHS Sick Days (our view) Wigan Evening Post Editors comment 
12.08.10 CKD project our view Wigan Evening Post Editors comment 
12.08.11 Dementia café our view Wigan Evening Post Editors comment 
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12.08.17 Catch 22 locum problem Wigan Evening Post Editors comment 
12.08.21 Healthy Stadia Wigan Observer General feature 
12.09.06 Balance is the key to health Wigan Evening Post General feature 
12.08.09 Dementia café Wigan Reporter Peter Harrison 
12.08.11 Dementia café Wigan Evening Post Peter Harrison 
12.07.31 Healthy Sickness Levels Wigan Observer Trish Anderson 
12.08.10 Praise for Chronic Kidney Disease project Wigan Evening Post Trish Anderson 
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SERVICE SPECIFICATION 
 

Service Community Arrhythmia and Atrial Fibrillation Service 

Commissioner Lead Sally Forshaw  Clinical Lead:  Dr Deepak Trivedi 

Provider Lead WWL 

Period   2012/13 

 
 
 
 
1.  Purpose 
 
1.1 Aims  
This service specification is for the provision of a community AF/ Arrhythmia service services 
to   improve quality and accessibility of services. The specification intends to streamline the 
patient pathway for arrhythmia and suspected atrial fibrillation, enabling rapid diagnosis and 
management in order to reduce complications such as stroke. 
 
The cardiology service will offer assessment of patients referred with suspected arrhythmia 
and atrial fibrillation, with further investigations arranged as appropriate and then initial 
management, including initiation of anticoagulation where required. 
 
1.2 Evidence Base 
This specification provides an outline of best practice in delivering a whole systems approach 
to atrial fibrillation diagnosis and treatment based on the evidence set out in the NICE 
guidance for Atrial Fibrillation (June 2006), the NSF for Coronary Heart Disease – Chapter 8 
Arrhythmia and Sudden Cardiac Death (March 2005) and guidance from the Greater 
Manchester & Cheshire Cardiac & Stroke Network. 
 
An arrhythmia is an abnormality of the heart’s rhythm, either caused by an inherited problem 
or by an acquired condition that disturbs the electrical impulses which regulate the heart. The 
heart may beat too slowly, too quickly or in an irregular way. The symptoms a person may 
experience include palpitations, loss of consciousness, dizziness and breathlessness. In 
extreme cases, certain types of arrhythmia can cause sudden cardiac death. Cardiac 
arrhythmia affects more than 700,000 people in England and is consistently in the top ten 
reasons for hospital admission, using up significant A&E time and bed days. (NSF) 
 
Atrial fibrillation (AF) is the most common sustained cardiac arrhythmia and if left untreated is 
a significant risk factor for stroke and other morbidities. (NICE) The prevalence of AF is 
estimated at 1-2% of the population, increasing to 4% in those aged over 65 and rising to 
10% in those aged over 80. It accounts for up to 1% of the entire NHS budget. The most 
common underlying cause of AF is ischaemic heart disease. Other risk factors include 
hypertension, valvular heart disease, alcohol excess, and hyperthyroidism. (GM&CCSN AF)  
 
AF is a significant risk factor for stroke as it potentially leads to the formation of blood clots in 
the heart, and patients with AF have a five-fold greater risk of stroke and thromboembolism 
than non-AF patients. An estimated 12,500 strokes a year are thought to be directly 
attributable to AF. Also strokes due to AF tend to be large strokes with a high mortality and 
morbidity. (GM&CCSN & AF) 
 
NICE currently recommend that patients with AF at high/moderate risk of stroke are 
anticoagulated with warfarin, Warfarin is highly effective in reducing the risk of stroke in AF 
patients if they are anti-coagulated within an INR range of 2.0-3.0. Patients below this range 
experience an increased risk of ischaemic stroke, and those above this range experience a 
higher risk of haemorrhagic stroke. The inter-patient and intra-patient variation in INR values 
means patients have to be constantly monitored, with warfarin doses frequently adjusted. 
(GM&CCSN) 
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The NHS Stroke Improvement Programme has made the detection of AF, its risk stratification 
for thromboembolism and increase in anticoagulation rates a national priority. Currently it is 
estimated that nearly half (46%) of patients in primary care with AF who would benefit from 
anticoagulation are not receiving it. One group who are often prescribed aspirin rather than 
anticoagulation are the elderly because of a perceived risk of increased bleeding in this age 
group. The BAFTA study powerfully confirmed that warfarin is as safe as aspirin in a primary 
care population of over 75 years with a 50% reduction in all cause strokes including 
intracranial haemorrhage compared to aspirin. (GM&CCSN) 
 
NICE figures from 2006 indicated that if all patients identified as having AF and being in a 
high risk category for stroke were to be appropriately anticoagulated, this could prevent up to 
6,000 strokes and 4,000 deaths each year. (GM&CCSN AF) 
 
1.3 General Overview 
The community AF/arrythmia service will deliver a service model that provides a streamlined 
pathway for patients referred with suspected arrhythmia or AF in line with the Greater 
Manchester Pathway. This will be through a community clinic where patients will have been 
referred, preferably after an initial ECG has been carried out. The aim will be to provide a 
rapid service for early diagnosis of patients, where a possible arrhythmia or AF has been 
detected, and then initiate appropriate management. This clinic will be able to provide other 
investigations deemed necessary to either aid diagnosis or guide risk stratification and 
management e.g 24 hour ECG and echocardiography. If anticoagulation therapy is required 
then this may be initiated at the clinic to optimise care, and then the patient referred onward to 
either one of the community anticoagulation clinics or back to primary care if the GP practice 
is operating at Level 4 of the anticoagulation LES. 
 
The national guidance has early diagnosis and management of this group of patients as a key 
priority, in order to reduce co-morbidities and complications such as stroke. 
 
1.4 Objectives 
 Provide seamless care across primary and secondary care 
 Improve the quality of life for patients with arrhythmia or AF in Ashton Leigh and Wigan 
 Implement evidence based guidelines and pathways. 
 Provide direct access to diagnostic services. 
 Provide optimal management of patients in the community setting. 
 Reduce outpatient activity as skills in primary and community care increases. 
 Provide locally accessible services within the community. 
 Provide quicker access to services for patients. 
 Provide opportunities to improve education for the management of patients with 

arrhythmia or AF within primary care. 
 Reduce emergency admissions and readmissions. 
 Support PCT target to reduce GP referrals to secondary care. 
 To help the PCT meet outpatient and inpatient targets. 
 
1.5 Expected Outcomes 
 Reduce length of time from referral to assessment. 
 Reduce length of time to initiation of anticoagulation if deemed appropriate. 
 Reduced hospital admission rates. 
 The provision of evidence based cost effective services. 
 Improved access to diagnostics and treatment. 
 Increased numbers of patients accurately diagnosed. 
 Improved quality of life for individuals with arrhythmia or atrial fibrillation. 
 Individuals will be satisfied with the assessment, diagnostic and management services 

they receive. 
 
2. Scope 
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2.1 Service Description 
The Community Arrhythmia and Atrial Fibrillation Service will aim to: 
 
 Provide timely assessment of patients with suspected AF or arrhythmia referred to the 

service by GPs or secondary care. 
 Provide or coordinate appropriate investigations deemed necessary to either aid 

diagnosis or guide risk stratification and management e.g 24 hour ECG and 
echocardiography. 

 Initiate anticoagulation therapy where appropriate, with ongoing care provided by the 
community anticoagulation clinics or GP anticoagulation clinic where available. 

 Integrate pathways of care to decrease duplication, fragmentation and delay. 
 Advise patients on relevant secondary prevention management, relaxation techniques, 

dietary issues, alcohol, smoking and exercise etc. 
 Provide education for patients and other health professionals. 
 Provide telephone support for patients and families. 
 Act as an information resource to general practice on cardiology issues. 
 Ensure that the primary care team, patient and carer are aware of the management plan. 
 Develop patients’ ability in self-managing their condition. 
 Review patients drug therapy against prescriptive clinical protocols, but it will remain the 

responsibility of the individual prescriber to check dosage of medication. 
 Work collaboratively with Bridgewater Community Healthcare NHS trust and in particular 

the Echocardiogram Service to provide the necessary diagnostics to support the service. 
 
 
2.2 Accessibility/acceptability 
 
Registered with a GP in Ashton, Leigh and Wigan area or unregistered permanent resident. 
The patient is aware of their possible diagnosis and is willing to receive additional support and 
monitoring. 
Patient is 18 years of age or over. 
 
Community Echocardiogram service 
Registered with a GP in Wigan Borough or permanent resident not registered with any GP. 
Patient is 18 years of age or over. 
 
2.3 Whole System Relationships 
All the staff within the service should have close and effective professional working 
relationships with all colleagues within acute, secondary and tertiary care settings, whilst also 
ensuring effective relationships with colleagues in social and voluntary sectors. This multi-
agency / multi-disciplinary approach is paramount to ensuring a holistic and effective care 
system.  
 
2.4 Interdependencies 
The Community AF/arrhythmia Service will work in collaboration with a variety of partner 
organisations; the key stakeholders being Commissioners, GPs, Consortia, WWL, integrated 
community teams and bordering cardiology services. 
 
2.5 Relevant Clinical Networks and Screening Programmes 
Greater Manchester and Cheshire cardiac network. 
 
2.6 Sub-contractors  
None 
 
 
3.  Service Delivery 
 
3.1 Service  Model  
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3.2 Pathways 

The following care pathway is from the NICE clinical guideline CG36 on atrial fibrillation 

(Appendix E). 

 

 

The Provider should also refer to the Greater Manchester and Cheshire Cardiac 
Network guidance 

 
 
4.  Referral, Access and Acceptance Criteria 
 
 
4.1 Geographic coverage/boundaries 
Registered with a GP within NHS ALW area or unregistered permanent resident. 

 
4.2 Location(s) of Service Delivery 
Platt Bridge Health Centre with Leigh Infirmary and Thomas Linacre Centre offered as 
alternative sites for patient convenience or urgent cases 
 
4.3 Days/Hours of operation  
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The service will operate at the Platt Bridge Health Centre on Wednesday afternoons 
 
4.4 Referral criteria & sources 
 
Referrals to the Community AF/Arrhythmia clinic will be accepted from GPs and Practice 
Nurses  
 
4.5 Referral route 
 

 Choose and Book 
 Manual referral form or equivalent letter directly to the team 

 
 

4.6 Exclusion Criteria  
 
Any person under the age of 18 
 

 
4.7 Response time and prioritisation 
 
Patients to be seen within 5 working days of referral 
 
Specialist Nursing Team 
 
The specialist nurses will provide the counselling required and the initiation of anticoagulation 
treatment, prior to referral on to the anticoagulation clinic. 
 
5.  Discharge Criteria & Planning 
 
  
 
Patients will be fully worked up in terms of relevant investigations stabilised on the relevant 
anticoagulation therapy and their Time Therapy Range will be established. Patients will then 
be referred into the community anticoagulation clinic as close to their home as possible 
 
Discuss with Rebecca Lyon – still needs completion 
 
 
6.  Self-Care and Patient and Carer Information 
 
An Equality and Diversity Assessment will be carried out for this service, and service adjusted 
as necessary to meet the needs of all patients. 
 
The service will provide service information to all users of the service. 
 
The service will ensure that all interventions will promote self-care. 
 
 
PUBLIC HEALTH  

 
Any member of staff in Community Healthcare dealing with public should take every 
opportunity to promote healthy living:  
  
eg - healthy eating, exercise, smoking cessation, alcohol issues etc.  This should 
include being knowledgeable about local services - including health Trainers, to enable 
appropriate signposting. 
  
Patient facing staff to be trained in doing smoking and alcohol brief interventions - and 
to conduct them once trained 
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7. Quality & 
Performance 
Indicators 

Local Completion Threshold Method of 
measurement 

Consequence 
of Breach 

          

  
 
 

  
 

Data 
Requirement 

Monthly report    

Improving 
Productivity 
 
 

Achieve a DNA rate 
below 10% and a 
cancellation rate 
below 10%.   
To record number 
of 
DNAs/cancellations 
by: 
-  Patient  
-  Service 
 
  
 

Data 
Requirement 
DNA 10% 
Cancellation 
<10% 
 
 
 
 
 
 
Data 
Requirement 
 

Monthly 
Performance 
Report 

Escalation to 
performance 
meeting 

Access 
 
 
 
 

From referral to first 
appointment wait 
time to be within 5  
days 

KPI 
90% 

Monthly 
Performance 
Report 

Escalation to 
performance 
meeting 

Outcomes   
 
 
  

KPI 
 
100% 
 
 
 
 
 
Data 
Requirement 
 

Monthly 
Performance 
Report 
 

Escalation to 
performance 
meeting 

Operational 
Costs 

    

Number of WTE 
    1PA 

0.1 WTE Sp 
Nurse 

  

Overall 
Headcount for 
Service 

1.1    

Breakdown of 
Resource Levels 
by Band 

    

Staff Turnover 
Rates 

    

Sickness Levels     

Agency and 
Bank Spend 

    

Contacts per 
WTE 

6-8 per session    

Premises Costs     
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8.  Activity  
 
Activity 
Performance 
Indicators 

Threshold Method of 
measurement 

Consequence 
of breach 

Cardiac 
RehabSpN  
HF SpN 

   

 Consultant    

  
Technician 

   

Sp Nurse    

Activity Plan 
 
  
240 new patients per PA 

 
9.  Continual Service Improvement Plan 
 
 
 
The provider will have a continuous improvement plan for the service to improve both patient 
care and efficiency in the service. 
 
The service will be reviewed during the financial year to facilitate a partnership approach to 
commissioning in future years. 
 
 
 
 
10.  Prices & Costs 
 
 
 
 
10.1 Price AS PER EXISTING ACUTE CONTRACT 
 
 
 
      

      

 
 
 
 



 
 
 
 
 
 
 
 
 
 
 
 
 
 

Cardiology Services Review  
AF Community Clinic Implementation 

 
 

Date: September 2012  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 

Item 11.2  



1 Background 
 
 
1.1 Overview 
 
This document outlines the work undertaken regarding the development of an community 
atrial fibrillation/arrhythmia clinic and the associated work in improving ECG provision and the 
identification of registered AF patients who remain untreated in order to commence 
anticoagulation. 
 
1.2 About this document 
 
Any proposed commissioning change requires the production of a case to support the need 
for change even, even if the change is relatively modest. 
 
This document describes the work undertaken and completed and describes the next steps in 
terms of implementation of the community AF/Arrythmia clinic 
 
2  Proposed Recommendations from the November 2011 Paper 
 
2.1   Primary Care Management of Atrial Fibrillation  ‐ Implementation of the Greater 

Manchester Pathway (see appendix 2) 
 

Much of AF management can be performed in primary care. However the physician 
must be competent and confident in making a diagnosis with ECG confirmation, 
pharmacological manipulation and risk assessment for stroke prevention. 
 
An ECG pilot scheme was conducted in Primary Care within NHS ALW. The business 
case for which, has since been revised and was presented to Board in September 
this year.  The Board agreed that the service will be put out to tender. This 
procurement is now complete with Broomwell being awarded the contract and has 
been rolled out across 56 practices.  The remaining practices already have an 
existing service 

 
 
2.3  Primary Care AF Case Finding 

A key issue in reducing morbidity and mortality in AF is early recognition and active 
case finding. Primary care is well placed for call and recall particularly with its 
registers of high risk patients namely those with CAD, HF, hypertension, and 
diabetes.  Possible case finding opportunities with annual manual pulse checks in the 
at risk population.  Incidence of AF varies greatly with both age and ethnicity .  The 
prevalence of AF roughly doubles with each advancing decade of age, from 0.5% at 
age 50–59 years to almost 9% at age 80–89 years. However, as a rough guide we 
could expect to see an incidence of approximately 5% of our population.   

 
Target patients include: 

 

 Patients attending annual chronic disease management clinics. 
 

 Patients attending the NHS Health Check (if extended to the over 65 year 
olds). 

 

 This should be extended to incorporate the concept of “every contact 
counts” involving the new integrated neighbourhood teams 



 
2.4  The GRASP AF2 Tool 
 

Assessment of Risk in Patients already known to have AF 
A database interrogation tool, GRASP‐AF2 (Guidance on Risk Assessment and Stroke 
Prevention in AF) has been rolled out now across all GP practices with 100% 
compliance across the borough. 
 

 
2.5 Community Based Cardiology Service 

Commissioners have worked with existing providers to negotiate and develop a cost 
neutral an integrated community based cardiology service within the existing resource 
with a single point of access.  This has been achieved by lifting the original service and 
relocating within a community setting.  The service should be based in two community 
localities across the borough and provide a specialist nurse triage service.  This will 
reflect an enhanced quality service provision adopting best practice values, improved 
community access and demonstrate care closer to home 

 
 

The clinic will be established in the Platt Bridge Health Centre with WWL still offering 
alternative appointments at both Thomas Linacre Centre and Leigh Infirmary to 
accommodate both urgent appointments and patient choice.  This will be a 
multidisciplinary service with consultant support.  Bookings will be made from  
November 2012 to allow the lifting and moving of the service in line with the attached 
Service specification. 
 

3 QIPP 
This is a cost neutral project but minimal savings might be achieved by a slight     
reduction in the cost of echo tests due to spare capacity within the Bridgewater 
contract which will be utilised within the community service. 
 
The quality for patients will be much improved as currently this cohort of patients are 
accommodated wherever possible within one of the other cardiology clinics within 
WWL.   This clinic will be dedicated to Atrial fibrillation and is a one stop shop prior to 
onward referral for ongoing treatment within one of the community anticoagulation 
clinics or where possible with their own GP. 
 

4         Referral pathway 
Referral will be via Choose and book or via a manual referral form.  GPs will be able to 
stipulate whether they wish to manage their patient’s ongoing anticoagulation therapy 
or whether they would require referral for their patient into the choice of community 
anticoagulation clinics. 
 
Assessment will take place within the clinic and a decision will be made regarding: 
 

 Method of anticoagulation 

 Referral into community anticoagulation or back to GP 

 Whether a secondary care referral is necessary 




