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WIGAN BOROUGH CLINICAL COMMISSIONING BOARD MEETING 

 
TUESDAY 23 October 2012, 1.30pm 

MEETING ROOM 17, WIGAN LIFE CENTRE 
 
 

AGENDA 
PART 1 

 
 

Agenda Item Time Presenter Paper/ 
Verbal 

Action 
Required 

 
1 

 
Chairman’s Welcome 
 

 
1.30pm 

 
Tim Dalton 

 
Verbal 

 
Information 

 
2 

 
Apologies for Absence 
 

  
Tim Dalton 

 
Verbal 

 
Information 

 
3 

 
Declarations Of Interest 
 

  
All 

 
Verbal 

 
Information 

 
4 

 
Minutes of Previous WBCCG Board 
Meeting held on 25.9.12 
 

 
 

 
All 

 
Paper 

 
Approval 

 
5 

 
Actions/Decisions Log from Previous 
CCG Board Meeting 25.9.12 

 
 
 

 

 
All 

 
Paper 

 
Approval 

 
6 

 
Questions from Members of the Public 
 

 
1.35 pm

  
Verbal 

 

 
7 

 
New Business 
 

 
1.40 pm

   

  
7.1 

 
Improving Quality the 
Commissioner Visit Toolkit 
 

  
Julie 

Southworth 
 

 
Paper 

 
Information 

  
7.2 

 
Greater Manchester Association of 
CCGs’ Report 
 

  
Trish 

Anderson 

 
Paper 

 
Information 

  
7.3 

 
WBCCG Constitution 

  
Trish 

Anderson 
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(Julie 
Southworth) 

 
  

7.4 
 
Urgent Care Winter Resilience 
Plan 2012/13 

  
Trish 

Anderson (Kim 
Godsman) 

 
Paper 

 
 

Approval 

 
8 

 
Strategic Business Items 
 

 
2:10 pm

   

  
8.1 
 

 
Feedback from NHS Greater 
Manchester  
 

  
Trish 

Anderson 

 
Verbal 

 
Information 

  
8.2 

 
Finance  

i. Month 06  Finance Update 
ii. Month 06 QiPP Report 
iii. Month 05 Performance 

Report 
 

  
Mike Tate 

 

 
Paper 

 
 

Information 

  
8.3 

 
WBCCG Board Assurance 
Framework 
 

  
Julie 

Southworth 

 
Paper 

 
 

Information 

 
9 

 
Updating 
 

 
2:45 pm

   

  
9.1 

 
ATHERLEIGH - September 
 

  
Deepak Trivedi 

 
Paper 

 
Information 

  
9.2 

 
PATIENT FOCUS - September 
 

  
Mohan Kumar 

 
Paper 

 
Information 

  
9.3 

 
TABA -  September 
 

  
Ashok Atrey 

 
Paper 

 
Information 

  
9.4 

 
WCC -  September 
 

  
Tony Ellis 

 
Paper 

 
Information 

  
9.5 

 
Wigan North - September 
 

  
Pete Marwick 

 
Paper 

 
Information 

  
9.6 

 
United League -  September 
 

  
Sanjay Wahie 

 
Paper 

 
Information 
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Date and Time of Next Meeting: 
Tuesday 27 November 2012, 1.30pm, Meeting Room 17, Wigan Life Centre  
 

 

9.7 Chairperson’s Report Clinical 
Governance Committee – August 
2012 
 

Ashok Atrey Paper  
Approval 

  
9.8 

 
Chairperson’s Report Finance 
and Performance - September 
 

  
Mohan Kumar 

 
Paper 

 
Information 

  
9.9 

 
Designate Chief Officer Monthly 
Report - October 
 

  
Trish 

Anderson 

 
Paper 

 
 

Information 

  
9.10 

 
Avoidable Infections Report – 
update 
 

  
Chris Sweeney 
(Public Health) 

 

 
Paper 

 
Information 

  
9.11 

 
Wigan Safeguarding Children 
Board – Annual Report 

  
Trish 

Anderson 
 

 
Paper 

 
 

Information 

 
10 

 
Authorisation Process 
 

 
3:00 pm

   

  
10.1 

 
Authorisation Progress 
 

  
Trish 

Anderson/John 
Marshall 

 

 
Paper 

 
Information 

 
11 

 
Items For Information 
 

 
3:25pm 

   

  
11.1 

 
CCG Communications Plan 
 

  
Trish 

Anderson 
 

 
Paper 

 
 

Information 

 
12 

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

 
3:30pm 

   



 
 
 

  
  

  
 
MEETING: NHS WBCCG Board       Item Number:  7.1 
 
DATE: 23 October 2012 
 
 
REPORT TITLE: 
 

 
Commissioning for Quality Improvement  
The Commissioner Visit 
 

 
REPORT AUTHOR: 
 

 
Lynn Mitchell  (Head of Risk Management) 

 
PRESENTED BY: 
 

 
Julie Southworth  

 
RECOMMENDATIONS/DECISION 
REQUIRED: 
 

 
The Board are asked to review and note the content of the 
paper 

 

 
EXECUTIVE SUMMARY 
 
The purpose of this report is to:  
 
Follow on from the previous briefing paper - Improving Quality - The Commissioner Visit ‘Toolkit’ 
as received by the CCG Board in July 2012. 
 
The intention is to seek the support of the CCG Board to enable the organisation to move this forward 
and progress this work stream to start in January 2013. 
 
                                   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
FURTHER ACTION REQUIRED: 
 

 
Further development required up to April 2013 and beyond. 
 
 
 



 
 
 

 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  

  
Report prepared by: Head of Risk Management (October 2012) 

  
  

CCOOMMMMIISSSSIIOONNIINNGG  FFOORR  QQUUAALLIITTYY  
IIMMPPRROOVVEEMMEENNTT  

  
TTHHEE  CCOOMMMMIISSSSIIOONNEERR  VVIISSIITT  

  
AA  DDrraafftt  PPrrooppoossaall  



 
 
 

1. Background 
 

The NHS Greater Manchester Operating Plan 2012/2013 set the agenda for commissioning for 
Harm Free Care in all care settings. As the Commissioners of local healthcare for the Wigan 
Borough the Wigan Borough Clinical Commissioning Group (the CCG) will strive to work in 
partnership with all Providers and Stakeholders to establish a sound platform to enable this work 
to develop and advance. 
  
To engage with the process we will utilise the national tools available under Energising for 
Excellence (E4E) and the Safety Thermometer. E4E toolkit advice (such as Safer Nursing Care 
Tool) has been provided to CCGs as a way of obtaining reassurance that providers are 
maintaining care at a safe level alongside financial savings and identifying areas for improvement 
where there is a need to challenge underperformance. The CCG has aligned contractual 
incentives thorough the CQUINS and Performance Indicators to this intent. However the CCG will 
be commissioning for visibility of care and this will require Commissioner Visits (the Executive 
Walk a Round) for both Commissioner and Provider to emphasise the ‘Leadership’ responsibility 
to understand and organise care from the patients‘perspective.  

 
2. The Commissioner Assurance of Care 

 
The CCG is accountable and holds a duty to patients and public for the care that is 
commissioned, and also recognises the need to: 

 
 Connect with patients at the point of care 
 Further develop relationships between clinical commissioners and  providers  
 Understand and experience the care environment that has been commissioned 

 
3. The Requirements for the CCG - Implementation of the Commissioner Visit Toolkit  
 

The first Walk a Round at the Acute Healthcare Services Provider has been designed to enable 
the Commissioners to triangulate evidence of achievement of the Greater Manchester Harm Free 
Care (HFC) CQUINs. The visit schedule and the area of care that will be under observation is to 
be first discussed with the Provider with a view for the Walk a Round taking place during January 
2013. See appendix1 for the draft Visit Schedule and Walk a Round report template. Once the 
CCG has a fully established Quality Team, it is planned to extend the walk rounds in the following 
ways: 
 
 Establish a broader Walk a Round Team to undertake three further visits to the Acute 

Healthcare Services Provider during 2013/2014 and to extend the remit to include 
questions to staff and patients. It is anticipated that two of the remaining visits would be 
unannounced. This would be subject to a discussion with the Provider to ensure that 
patient services are not adversely affected or disrupted in any way. 

 
 CCG to engage the Provider regards mixed sex accommodation walk rounds which on 

discussion with the Provider we anticipate would take place possibly at six month 
intervals. 

 
 The next phase would be for the Commissioner to extend this work to other 

commissioned services as noted within the table below. 
 

3.1 Commissioner Visit (Walk a Round) Planned Schedule (2013 - 2014)  
 
 

 
 
 

Phase One Acute Healthcare Services 

Phase Two Community Healthcare Services 

Phase Three Mental Healthcare Healthcare Services 

Phase Four Intermediate Care and  
Care Homes with Nursing Beds 



 
 
 

4. The Commissioner Visit – Process 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
Reference: A Toolkit for the Commissioner Visit. NHS Greater Manchester June 2012 

 
5. In Conclusion 

 
Should this work stream receive Board approval this will then be taken forward by the Lead for 
Quality with the support of the Commissioner Clinical Quality Review (CQR) Group.  
 
Through the CQR process we will be able to advise the Provider of the Commissioners 
intentions. Subsequently this will assist us to work collaboratively with the Provider to review, 
discuss and agree the Walk a Round schedule and template. It is envisaged that this will enable 
the first Walk a Round to be undertaken as planned during January 2013. 
 
The information gathered from the Walk a Rounds will be collated and reported through to the 
Provider Clinical Quality Review Group and Clinical Governance Sub Committee. 

 
Important Note: Until the CCG has a fully established and resourced Quality Team in place it 
would not be practicable to extend the planned phases noted within this document. 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 

 

Identify the CCG Governing Body 
Member for Quality 
 

 Agree the schedule for Commissioner Visits with the Quality 
Lead 

 Advise the Provider on the planned visit/s 
Identify the ‘Walk Around Team’  Quality Lead to co-ordinate the Team Visit 

 Team agrees which Provider area to focus on 

Use the Tool to complete the 
‘Walk Around’ 

 Complete visit to the Provider using the Commissioner Toolkit

Feedback to the CCG Governing 
Body Member 

 As a team compare information that has been gathered  
 Feedback to the CCG member for Quality 

CCG Governing Body Member 
identifies actions and next steps 

 Decide what to do with the information 
 CCG Governing Body quality assurance paper  

Repeat the challenge in agreed 
timescale 

 Repeat as required  



 
 
 

Appendix One 
 
 
 
 
 
 
* The CCG Quality Lead will agree the schedules with the Providers 

 

 

 
 
 
 
 
Please see attached below 
 
 
 
 
 
 
 
 
 
 

Date  Provider  
 

Visit Type 
 

Area of Care Walk a Round Team 
Suggested List - To be Confirmed 

Phase 1: Acute Healthcare Services  
TBC 

 
Ward 1: Medicine 
Ward 2: Surgery 

Announced Harm Free Care - CQUINs 
 

 Clinical Lead - WBCCG 
 Quality Lead - WBCCG 
 Safeguarding Lead - WBCCG 
 Director of Nursing and/or Head of Governance & Quality - Provider  
 Patient/Public Representative - Wigan Borough LINk 

TBC  Ward 1: Medicine 
Ward 2: Surgery 

Unannounced Harm Free Care - CQUINs 
 

 Clinical Lead - WBCCG 
 Quality Lead - WBCCG 
 Safeguarding Lead - WBCCG 
 Patient/Public Representative - Wigan Borough LINk 

TThhee  CCoommmmiissssiioonneerr  VViissiitt  ––  SScchheedduullee    
AAccuuttee  HHeeaalltthhccaarree  SSeerrvviicceess  TTrruusstt    

  TThhee  CCoommmmiissssiioonneerr  VViissiitt  --  TTeemmppllaattee  



 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  
  

CCOOMMMMIISSSSIIOONNIINNGG  FFOORR  QQUUAALLIITTYY  IIMMPPRROOVVEEMMEENNTT  
  

      TTHHEE  CCOOMMMMIISSSSIIOONNEERR  VVIISSIITT  ––  WWAALLKK  AARROOUUNNDD  
  

TTEEMMPPLLAATTEE  
  

PPHHAASSEE  OONNEE  --  AACCUUTTEE  HHEEAALLTTHHCCAARREE  SSEERRVVIICCEESS  



 
 
 

 
HEALTHCARE PROVIDER:  
 
DATE:  
 
WALK AROUND TEAM:   
 
Ward 1: Medicine (Ref: TBI) 
Ward 2: Surgery   (Ref: TBI) 
 

 
 
Harm Free Care (HFC) - Greater Manchester CQUINs 

Theme Evidence  Observations Ward 1 
Yes/No  

Any additional evidence

Observations Ward 1 
Yes/No  

Any additional evidence 
Pressure Area 

Care 
 

Is there a Body Map in the Patient Care 
Plan? 
 

  

Is there a Risk Assessment in the Patient 
Care Plan? 

  

Does the Patient Care Plan specifically 
address the risks identified? 
 

  

Are there any visual cues around the 
patient that care is in place? 
 

  

Comments:  
For example: Ask about incident reporting. Are pressure ulcers (PU’s) routinely reported, are PU’s caused by medical devices e.g. naso-gastric tubes 
from the nose and oxygen masks being reported?  
 



 
 
 

 
Theme Evidence  Observations Ward 1 

Yes/No  
Any additional evidence

Observations Ward 1 
Yes/No  

Any additional evidence 
Patient Falls

 
 
 
 
 
 

Is there a Risk Assessment in the Patient 
Care Plan? 
 

  

Does the Patient Care Plan specifically 
address the identified risks? 
 

  

Are there any visual cues around the 
patient that care is in place; walking aids 
etc? 

  

Comments:  
For example: Is there any evidence as to a reduction in falls which could be attributed to a specific intervention i.e. introduction of intentional rounding to the 
ward? 

 
Theme Evidence  Observations Ward 1 

Yes/No  
Any additional evidence

Observations Ward 1 
Yes/No  

Any additional evidence 
Urinary Catheters Is there a Risk Assessment in the Patient 

Care Plan? 
 

  

Does the Patient Care Plan specifically 
address the identified risks and include the 
number of days the urinary catheter has 
been in situ?  

  

General observation of the ward and the 
number of urinary catheters that can be 
seen. 

  

Are there any visual cues around the 
patient that care is in place?  
 

  

Comments:  
For example:  
 



 
 
 

 
 
 

Theme Evidence Required Observations Ward 1 
Yes/No  

Any additional evidence

Observations Ward 1 
Yes/No  

Any additional evidence 
New Venous 

Thromboembolism 
(VTE) 

Is there a Risk Assessment in the Patient 
Care Plan? 
 

  

Does the Patient Care Plan specifically 
address the risks identified? 
 

  

Are there any visual cues around the 
patient that care is in place?  

  

Comments:  
For example: Preventative therapeutic measures – prescribed anti-coagulant therapy; anti-embolism stockings  

 
Public Health - Greater Manchester CQUINs 

Theme Evidence Required Observations Ward 1 
Yes/No  

Any additional evidence

Observations Ward 1 
Yes/No  

Any additional evidence 
Smoking Is the Smoking Status recorded within 

Patient Care Plan? 
  

Is there evidence of onward referral 
documented as required? 

  

Alcohol Screening Is the Alcohol Screen recorded within 
Patient Care Plan? 

  

Is there evidence of onward referral 
documented as required? 

  

Comments:  
For example: Is there an electronic system that prompts an onward referral if not, how is this managed once the patient triggers? 



 
 
 

 
 
 
WBCCG Locally Agreed CQUINs:  

Theme Evidence Required Observations Ward 1 
Yes/No  

Any additional evidence

Observations Ward 1 
Yes/No  

Any additional evidence 
Theme1 

To be selected 
following approval 

from the CQR Lead 

   

   

Theme 2 
To be selected 

following approval 
from the CQR Lead 

   

   

Comments:  
For example:  
 

 
 
Important Note: This document remains subject to review and approval by both the Clinical Quality Review Lead (WBCCG) and the Acute Health 

Services Provider. 
 
  



 

 
MEETING: WBCCG Board       Item Number:  7.3 
 
DATE:  23 October 2012 
 
REPORT TITLE: The Constitution for Wigan Borough Clinical 

Commissioning Group (WBCCG) 

REPORT AUTHOR: 
 

Julie Southworth 

PRESENTED BY: 
 

Julie Southworth 

RECOMMENDATIONS/DECISION 
REQUIRED: Approval 

EXECUTIVE SUMMARY 

In gaining authorisation for April 2013, a series of documents for submission as part of the 
application process have been developed.  A key document is the Constitution.  The Health 
and Social Care Act 2012 states that a CCG must have a constitution.  The Act also 
determines what must be specified in the constitution including: 

 the arrangements that it has made to discharge its functions and those of its governing 
body;  

 its key processes for decision making, including arrangements for securing transparency 
in the decision making of the clinical commissioning group and its governing body;  

 the arrangements made for discharging its duties with regard to registers of interest and 
managing conflicts of interest.  

The CCGs proposed constitution must comply with the legislative requirements.  A national 
model constitution has been developed to bring together the relevant legislation and to provide 
guidance on those matters that should be included in a constitution. 
 
The national model has been used as a basis for this constitution with amendments to reflect 
WBCCG’s local arrangements and circumstances, whilst ensuring that the constitution meets 
all legislative requirements.  This document is based on: 

 the proposed NHS architecture as at 1st April 2013 (described in the 2012 Act); 
 the NHS Commissioning Board document Towards establishment: Creating 

 responsive and accountable clinical commissioning groups;  
 the NHS clinical commissioning group regulations 2012; 
 arrangements considered by the NHS Commissioning Board to be otherwise 

 appropriate and which reflect best practice. 

 
FURTHER ACTION REQUIRED: 
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FOREWORD 
 
The establishment of Clinical Commissioning Groups is intended to introduce a radical 
change, to allow the NHS to return to its core values.  There will be a focus on people, be 
they patients or citizens, along with their needs and aspirations.  In addition the 
empowerment of the clinical voice, however that might be defined, based in either primary 
or secondary care is another key feature. 
 
The intended outcomes of these changes are to improve the patient experience of the 
receipt of care wherever that may occur.  We intend to improve clinical outcomes, both from 
health and social care providers, as well as in general terms.  In addition we wish to show 
effective use of public resources.  Local GP practices at the heart of this new system will 
lead the changes needed to deliver the aspirations of the public within the available 
resources.  Together we will act as the advocate of the citizens, to challenge behaviour and 
clinical practice wherever we find it, which delivers outcomes contrary to these aspirations. 
 
Wigan Borough Clinical Commissioning Group (“the CCG”) has engaged locally to retain 
and build upon the historic achievements locally where they exist already. We are also 
committed to develop new approaches where there is either a need for change or none 
currently exist.  
 
As a CCG we both accept and welcome the opportunity to confirm and develop 
relationships with existing organisations, while also establishing new relationships with 
additional organisations.  This will allow us to gain new perspectives, particularly those of 
patients and the public, while we discharge our functions. 
 
We believe the aspiration behind the Health and Social Care Act 2012 will drive a shift in 
commissioning philosophy from the application of an approach based on an aggregation at 
a population level to one that is more integrated and individualised.  We want patients to 
have more ability and control to prevent illness and retain wellness, increased opportunities 
to have informed self-care for both acute and chronic illness, timely access to care at an 
appropriate level of complexity and location to needs, more personalised healthcare 
choices when accessing that care along with support and empowerment where needed to 
make the best choice for patients. There will be “no decision about me, without me” and 
GP’s and their practices will be a key advocate in supporting this individualised care.  
 
This document outlines the intended governance model and decision making processes at 
a strategic level of the CCG along with a high level description of the vision, values and 
principles of the CCG. By signing this document it is first step towards working together in 
the coming years to collectively deliver these aspirations for our local residents of the 
Borough of Wigan. 
 
 
Dr Tim Dalton 
Chair Wigan Borough Clinical Commissioning Group 
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1. INTRODUCTION AND COMMENCEMENT 
 

1.1. Name 
 
1.1.1. The name of this Clinical Commissioning Group (CCG) is NHS Wigan Borough 

Clinical Commissioning Group (WBCCG). 
 
1.2. Statutory Framework 
 
1.2.1. Clinical Commissioning Groups (CCGs) are established under the Health and 

Social Care Act 2012 (“the 2012 Act”).1  They are statutory bodies which have 
the function of commissioning services for the purposes of the health service in 
England and are treated as NHS bodies for the purposes of the National Health 
Service Act 2006 (“the 2006 Act”).2  The duties of CCGs to commission certain 
health services are set out in section 3 of the 2006 Act, as amended by section 
13 of the 2012 Act, and the regulations made under that provision.3   

 
1.2.2. The NHS Commissioning Board is responsible for determining applications from 

prospective groups to be established as CCGs4 and undertakes an annual 
assessment of each established group.5  It has powers to intervene in a CCG 
where it is satisfied that a group is failing or has failed to discharge any of its 
functions or that there is a significant risk that it will fail to do so.6  

 
1.2.3. CCGs are clinically led membership organisations made up of general practices.  

The members of the CCG are responsible for determining the governing 
arrangements for their organisations, which they are required to set out in a 
constitution.7 
 

1.3. Status of this Constitution 
 
1.3.1. This constitution is made between the members of NHS Wigan Borough CCG 

and has effect from first day of April 2013, when the NHS Commissioning Board 
established WBCCG.8  The Constitution is published on WBCCG’s website at 
www.wiganboroughccg.nhs.uk. This document is available upon request for 
inspection at NHS Wigan Borough CCG Headquarters at the Wigan Life Centre, 
College Avenue, Wigan, WN1 1NJ. 

 
 
 

                                                                 
1  See section 1I of the 2006 Act, inserted by section 10 of the 2012 Act 
2  See section 275 of the 2006 Act, as amended by paragraph 140(2)(c) of Schedule 4 of the 2012 Act 
3  Duties of CCGs to commission certain health services are set out in section 3 of the 2006 Act, as 

amended by section 13 of the 2012 Act 
4  See section 14C of the 2006 Act, inserted by section 25 of the 2012 Act 
5  See section 14Z16 of the 2006 Act, inserted by section 26 of the 2012 Act 
6  See sections 14Z21 and 14Z22 of the 2006 Act, inserted by section 26 of the 2012 Act 
7  See in particular sections 14L, 14M, 14N and 14O of the 2006 Act, inserted by section 25 of the 2012 

Act and Part 1 of Schedule 1A to the 2006 Act, inserted by Schedule 2 to the 2012 Act and any 
regulations issued 

8  See section 14D of the 2006 Act, inserted by section 25 of the 2012 Act 
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1.4. Amendment and Variation of this Constitution  
 
1.4.1. This Constitution can only be varied in two circumstances.9 
 

a) where WBCCG applies, with the general support of their membership, to the 
NHS Commissioning Board and that application is granted; 

 
b) where, in the circumstances set out in legislation, the NHS Commissioning 

Board varies WBCCG’s constitution other than on application by WBCCG. 
 

1.5. The Health and Social Care Act 2012 
 
1.5.1. The Health and Social Care Act 2012 states that a CCG must have a 

constitution.  The Act also determines what must be specified in the constitution. 
 

1.5.2. When assessing applications for establishment, the NHS Commissioning Board 
will need to be satisfied that an applicant clinical commissioning group’s 
proposed constitution complies with the legislative requirements. 

 
1.5.3. A national model constitution has been developed in order to bring together the 

relevant legislation and to provide guidance on those matters that should be 
included in a constitution.   

 
1.5.4. The national model has been used as a basis for this constitution with 

amendments to reflect WBCCG’s circumstances, whilst ensuring that the 
constitution meets all legislative requirements 

 
1.5.5. This document is based on: 

 the proposed NHS architecture as at 1st April 2013 (as described in the 
2012 Act);  

 the NHS Commissioning Board document Towards establishment: 
Creating responsive and accountable clinical commissioning groups;  

 the NHS clinical commissioning group regulations 2012  
 arrangements considered by the NHS Commissioning Board to be 

otherwise appropriate and which reflect best practice. 

1.5.6 Wigan Borough Clinical Commissioning Group is a member organisation and this 
constitution documents the arrangements to discharge their responsibilities. 

   

                                                                 
9  See sections 14E and 14F of the 2006 Act, inserted by section 25 of the 2012 Act and any regulations 

issued   
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2. AREA COVERED 
 
2.1. The geographical area covered by NHS WBCCG is fully coterminous with Wigan 

Borough Council.  WBCCG encompasses all GP Practices within Wigan 
Borough.  WBCCG is made up of locality executive groups.  These are practice 
groupings to ensure management and operations of the CCG. 

 
3. MEMBERSHIP 
 
3.1. Membership of the CCG 
 
3.1.1. The practices comprising the membership of NHS Wigan Borough CCG are 

listed in Appendix B. 
 
3.1.2. The list of practices also has the signatures of the practice representatives 

confirming their agreement to this constitution. 
 
3.2. Eligibility 
 
3.2.1. Providers of primary medical services to a registered list of patients under a 

General Medical Services, Personal Medical Services or Alternative Provider 
Medical Services contract, will be eligible to apply for membership of this group10. 
 

3.2.2. These providers must be located within the Wigan Borough boundary and or 
have historically provided services predominantly to patients resident within 
Wigan Borough. 
 

3.2.3. Following the authorisation of NHS WBCCG, successful applications to become 
a member of WBCCG will be confirmed if all requirements are met and 
documented by an addendum to this constitution which must be signed by the 
new member’s practice representative to confirm the member’s acceptance to 
abide by this constitution.  Copies of all addenda to this constitution will be 
available to the public in the same manner as this constitution. 
 

                                                                 
10  See section 14A(4) of the 2006 Act, inserted by section 25 of the 2012.  Regulations to be made 
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4. VISION, MISSION, VALUES AND AIMS 
 

4.1. Vision 
 
WBCCG will ensure the delivery of excellent health outcomes for the population 
it serves in the Borough of Wigan, maintaining clinical excellence and value for 
money. 
 

4.2. Mission 
 
4.2.1. This will be achieved through effective commissioning; achieving the maximum 

improvements possible in the health of patients served by its member GP 
practices and of all Wigan Borough residents; maintaining excellent clinical 
performance; delivering value for money and providing clinical leadership and 
member engagement. 

 
4.2.2. WBCCG will promote continuous quality improvement, good governance, 

financial stability and proper stewardship of public resources.  This will enable 
the CCG to pursue its goals, meet its statutory duties and improve health 
outcomes and the quality of care. 

 
4.3. Values 

 
4.3.1 Good corporate governance - WBCCG is committed to ensuring that it is 

effective at understanding the business, can articulate and oversee the delivery 
of a strong strategic vision, deliver an improved patient experience and is able to 
demonstrate financial control. 

4.3.2 Respect and dignity - We value each person as an individual, respect their 
aspirations, and seek to understand their priorities, needs, abilities and limits. We 
take what others have to say seriously. We are honest about our point of view 
and what we can and cannot do. 

4.3.3 Commitment to quality of care - We earn the trust placed in us by insisting on 
quality and striving to get the basics right every time: safety, confidentiality, 
professional and managerial integrity, accountability, dependable service and 
good communication. We welcome feedback, learn from our mistakes and build 
on our successes. 

4.3.4 Compassion - We respond with humanity and kindness to each person and give 
comfort and relieve suffering. We find time for those we serve and work 
alongside. We do not wait to be asked.  

4.3.5 Improving lives - We strive to improve health and well-being and people’s 
experiences of the NHS. We value excellence and professionalism wherever we 
find it. 
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4.3.6 Working together for patients - We put patients first in everything we do, by 
reaching out to all. We put the needs of patients and communities before 
organisational boundaries. 

4.3.7 Everyone counts - We use our resources for the benefit of the whole community, 
and make sure nobody is excluded or left behind. We accept that some people 
need more help, that difficult decisions have to be taken. We recognise that we 
all have a part to play in making ourselves and our communities healthier. We 
recognise that there are health inequalities and will work towards creating health 
equality. 

4.3.8 Wide clinical engagement - We believe that all clinicians have a part to play in 
the design and delivery of health services. We will ensure that the experience 
and knowledge of all clinicians, and best evidence, is used to drive our 
organisation and decision making. 

4.3.9 Led by front line healthcare professionals - We will use the experience and 
knowledge of GP’s and other primary care professionals to ensure that the 
values of the consulting room are embedded within the leadership and operation 
of the CCG. 

4.3.10 Services close to patient -Patients want services as close to home as possible. 
We will listen to patients and strive to commission more community / primary 
care focused services. 

 
4.4. Aims 

 
4.4.1. The aims of WBCCG are: 

 
 focussing on improving health outcomes for both the patients of WBCCG 

member Practices and all of the people living in Wigan Borough; 

 developing the role of the localities and maintaining the bottom up 
approach to commissioning through its localities; 

 commitment to building and nurturing a strong partnership across the 
local health and social care system with a commitment to working with 
other health commissioners; 

 to be committed to building and nurturing a strong partnership directly 
with the patients of its member practices and with the people living in 
Wigan Borough and their advocates; 

 to be committed to developing integrated commissioning and service 
provision; 
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 to be committed to delivering a balanced and sustainable budget; 

 to be responsive, flexible and adaptable to the changing national and 
local agenda. 

4.4.2. WBCCG will adhere to the Nolan principles of standards in public life as detailed 
in Appendix F.  Further to the Nolan Principles of standards in public life, 
WBCCG also makes a commitment to: 
 

 Inclusivity: of clinicians and patients, local residents, stakeholders and 
partners. 
 

 Subsidiarity: by delegation to localities; 
 

 Locality: by commitment to reflecting the locality requirements; 
 

 Accessibility: by listening to and responding to the locality. 
 
4.5. Principles of Good Governance 
 
4.5.1. In accordance with section 14L(2)(b) of the 2006 Act,11 WBCCG will at all times 

observe “such generally accepted principles of good governance” in the way it 
conducts its business.  These include: 

 
a) the highest standards of propriety involving impartiality, integrity and 

objectivity in relation to the stewardship of public funds, the management of 
the organisation and the conduct of its business; 

 
b) The Good Governance Standard for Public Services;12  

 
c) the standards of behaviour published by the Committee on Standards in 

Public Life (1995) known as the ‘Nolan Principles’13  
 

d) the seven key principles of the NHS Constitution;14 
 

e) the Equality Act 2010.15 
 
4.6. Accountability 
 
4.6.1. WBCCG will demonstrate its accountability to its members, local people, 

stakeholders and the NHS Commissioning Board in a number of ways, including 
by: 

                                                                 
11  Inserted by section 25 of the 2012 Act 
12  The Good Governance Standard for Public Services, The Independent Commission on Good 

Governance in Public Services, Office of Public Management (OPM) and The Chartered Institute of 
Public Finance & Accountability (CIPFA), 2004 

13  See Appendix F 
14  See Appendix G 
15  See http://www.legislation.gov.uk/ukpga/2010/15/contents     
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a) publishing its constitution; 

 
b) appointing independent lay members and non GP clinicians to its Governing 

body; 
 

c) holding meetings of its Governing body in public (except where WBCCG 
considers that it would not be in the public interest in relation to all or part of 
a meeting);  

 
d) publishing annually a commissioning plan, developed through the practices 

and locality executive groups; 
 

e) complying with Local Authority health overview and scrutiny requirements; 
 

f) meeting annually in public to publish and present its annual report (which 
must be published); 

 
g) producing annual accounts in respect of each financial year which must be 

externally audited; 
 

h) having a published and clear complaints process;  
 

i) complying with the Freedom of Information Act 2000; 
 

j) providing information to the NHS Commissioning Board as required. 
 
4.6.2. In addition to these statutory requirements, WBCCG will demonstrate its 

accountability by: 
 

a) holding public engagement events; 
 

b) encouraging public and patient involvement both through localities and 
borough wide; 

 
c) meeting regularly with the Local Medical Committee; 

 
d) ensuring that WBCCG website is kept up to date; 

 
e) making documents and the governing body agenda and papers available to 

the public; (except where WBCCG considers that it would not be in the 
public interest in relation to all or part of a meeting); 

 
f) ensuring that the view and comments from patients and the public are 

evidenced in all service reviews and developments; 
 

g) ensuring that the CCG complies with its statutory obligation with regard to 
public consultations. 
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h) taking all reasonable steps to ensure that all members are apprised of 
decisions and developments using a variety of communication methods 
including but not limited to: 

 

 membership communications; 
 clinical leadership model; 
 briefings; 
 surveys. 

 
4.6.3. The CCG will have statutory responsibility for ensuring that the organisations 

from which it commissions services provide safe systems, safeguarding both 
children and vulnerable adults. 
 

4.6.4. The CCG will have representation on both the adults and children's safeguarding 
boards, promoting a partnership approach to this agenda through the integrated 
unit. 

 
4.6.5. The governing body of the CCG will regularly review its governance 

arrangements to ensure that WBCCG continues to reflect the principles of good 
governance. 
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5. FUNCTIONS AND GENERAL DUTIES  
 
5.1. Functions 
 
5.1.1. The functions that WBCCG is responsible for exercising are set out in the 2006 

Act, as amended by the 2012 Act.  An outline of these functions appears in the 
Department of Health’s Functions of CCGs: a working document.  They relate to: 

 
a) commissioning certain health services (where the NHS Commissioning 

Board is not under a duty to do so) that meet the reasonable needs of:  
 
 all people registered with member GP practices, and  
 people who are usually resident within the area and are not registered 

with a member of any CCG; 
 

b) commissioning emergency care for anyone present in WBCCG’s area; 
 

c) paying its employees’ remuneration, fees and allowances in accordance with 
the determinations made by its governing body and determining any other 
terms and conditions of service of WBCCG’s employees; 

 
d) determining the remuneration and travelling or other allowances of members 

of its governing body. 
 
5.1.2. In discharging its functions WBCCG will: 

 
a) act16, when exercising its functions to commission health services, 

consistently with the discharge by the Secretary of State and the NHS 
Commissioning Board of their duty to promote a comprehensive health 
service17 and with the objectives and requirements placed on the NHS 
Commissioning Board through the mandate18 published by the Secretary of 
State before the start of each financial year by: 
 
 ensuring that governance processes and structures are embedded 

providing organisational coherence; 
 delegating responsibility from the governing body through a 

documented scheme of delegation, to clinically-led governance 
committees and sub- committees; 

 publishing an annual Integrated Commissioning Plan detailing the 
CCGs strategic priorities, objectives, measurable targets and outcomes 
and programmes of delivery; 

 reviewing the Assurance Framework to ensure that this reflects the 
organisations strategic priorities within the Integrated Commissioning 
Plan, identifies risks and mitigation plans 

 verifying resilient processes are in place. 

                                                                 
16  See section 3(1F) of the 2006 Act, inserted by section 13 of the 2012 Act 
17  See section 1 of the 2006 Act, as amended by section 1 of the 2012 Act 
18  See section 13A of the 2006 Act, inserted by section 23 of the 2012 Act 
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b) meet the public sector equality duty19 by:  
 
 embedding governance for equality diversity and human rights which 

sits within the corporate governance committee of WBCCG’s governing 
body; 

 appointing a senior clinical lead and governing body member to have 
responsibility for equality & diversity, supported by an operational lead; 

 ensuring that the requirements of the Public Sector Equality Duty as set 
out in Section 149 of the Equality Act 2010 are met.  The Equality Act 
protects people from discrimination, harassment and victimisation on 
the basis of certain ‘protected characteristics’; 

 publishing information in accordance with the Public Sector Equality 
Duty and Specific Duties; 

 publishing an Equality & Diversity Strategy and Action Plan that 
supports implementation of the Equality Objectives. 

 implementing the NHS EDS (Equality Delivery System) annual self-
assessment across the goals and objectives, to support compliance 
with the Public Sector Equality Duty; 

 acting in accordance with the Human Rights Convention, and therefore 
taking into account these responsibilities within daily working practice. 

 
c) work in partnership with its local authority to develop joint strategic needs 

assessments20 and joint health and wellbeing strategies21 by: 
 
 having clinical executive membership on the Health & Wellbeing Board, 

contributing to priority setting and agreed outcomes for improving the 
health and well-being of the people of the borough; 

 using the Public Health Advisory Service provided by Wigan Council to 
provide intelligence, including needs assessments as required.  CCG 
staff will be expected to provide access to data and individuals to 
facilitate needs assessment; 

 
5.2. General Duties - in discharging its functions WBCCG will: 
 
5.2.1 Make arrangements to secure public involvement in the planning, development 

and consideration of proposals for changes and decisions affecting the operation of 
commissioning arrangements22 by: 
 

                                                                 
19  See section 149 of the Equality Act 2010, as amended by paragraphs 184 and 186 of Schedule 5 of 

the 2012 Act 
20  See section 116 of the Local Government and Public Involvement in Health Act 2007, as amended by 

section 192 of the 2012 Act 
21  See section 116A of the Local Government and Public Involvement in Health Act 2007, as inserted by 

section 191 of the 2012 Act 
22 See section 14Z2 of the 2006 Act, inserted by section 26 of the 2012 Act 
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a) charging the Accountable Officer with the responsibility for development; 
implementation and monitoring of a public and patient engagement strategy.  
In doing so the Accountable Officer will ensure:  
 
 the strategy is developed in liaison with the public, their representatives 

and local representative groups; 
 that monitoring arrangements for the delivery of the strategy are in 

place and meet its objectives; 
 that an annual public engagement report to the AGM is published 

describing all the consultations and other engagement that WBCCG 
has undertaken, and the findings and actions resulting. 

 
b) executing the three key objectives of communications and engagement: 

 
 build continuous engagement with all stakeholders including the 

public, patients, GPs and carers to influence the shaping of services 
and improve the health of people in Wigan; 

 develop awareness of and confidence in WBCCG as a responsive 
commissioning organisation; 

 create a culture that promotes open stakeholder communication and 
engagement within and outside the CCG. 

 
5.2.2 Promote awareness of, and act with a view to securing that health services are 

provided in a way that promotes awareness of, and have regard to the NHS 
Constitution23 by: 

 
a) reflecting the values of the NHS Constitution and embedding the principles, 

values, rights and pledges of the NHS Constitution in all that they undertake 
and reviewing progress at governing body level; 
 

b) ensuring the NHS Constitution is widely promoted through the website, 
amongst members and in other promotional activity; 

 
c) ensuring that services providers are fully compliant with the commitments set 

out in the NHS Constitution; 
 

d) receiving regular reporting at the corporate governance committee regarding 
the organisations performance with regard to the NHS Constitution and that 
the governing body receives an annual review; 

 
e) ensuring that performance management is fully aligned with the 

requirements of the NHS Constitution and the process is reported within its 
Annual Report.  

 
 
 

                                                                 
23  See section 14P of the 2006 Act, inserted by section 26 of the 2012 Act and section 2 of the Health 

Act 2009 (as amended by 2012 Act) 
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5.2.3 Act effectively, efficiently and economically24 by: 
 

a) ensuring compliance with the CCG Standing Orders and Scheme of 
Reservation and Delegation. 

 
b) delegating responsibility for oversight of this duty to the audit committee and 

the finance and performance committee as outlined within the CCG 
governance framework. 

 
c) responding to Internal and External Audit reports and reviews. 
 
d) providing monthly reports on the financial position to the CCG governing 

body. 
 
5.2.4 Act with a view to securing continuous improvement to the quality of services25  

by: 
 

a) appointing a clinical executive governing body member with responsibility for 
quality, quality improvement and safety; 

 
b) appointing a governing body Nurse and Secondary Care Clinician; 
 
c) appointing the clinical governance committee with clear terms of reference 

with regard to continuous quality improvement; 
 

d) adopting good practice and supporting service providers in also adopting 
good practice; 
 

e) developing policies and procedures to meet its responsibilities for quality 
assurance and contract management of providers of health care; 
 

f) embedding the Quality Strategy and action plan which will assist in ensuring 
quality delivery and continuous quality improvement across the local health 
economy; 

 
g) ensuring regular reporting through the governance framework, monitoring 

progress and quality improvement; 
 

h) establishing, monitoring and acting upon an early warning system which 
identifies poor performance and high risk areas; 

 
i) fostering patient feedback from a variety of sources and using this to 

contribute to service quality improvement; 
 

j) ensuring continuous improvement in the safety and quality of services 
including safeguarding children and vulnerable adults; 

 
                                                                 
24  See section 14Q of the 2006 Act, inserted by section 26 of the 2012 Act 
25  See section 14R of the 2006 Act, inserted by section 26 of the 2012 Act 
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k) implementing the Information Governance toolkit; 
 

l) ensuring arrangements are in place for the reporting of delivery of this duty 
through the governing body and the committees of the governing body. 

 
5.2.5 Assist and support the NHS Commissioning Board in relation to the Board’s duty to 
 improve the quality of primary medical services26 by: 
 

a) delegating the responsibility for securing continuous improvement for the 
quality of its services to the clinical governance committee; 
 

b) embedding the quality strategy and action plan which will assist in ensuring 
quality delivery and continuous quality improvement across the local health 
economy; 

 
c) ensure regular reporting through the governance framework, monitoring 

progress and quality improvement; 
 

d) Work with the Local Area Team of the NHS Commissioning Board to deliver 
improved quality in primary care. 

 
5.2.6 Have regard to the need to reduce inequalities27 by: 
 

a) delegating this responsibility to the Accountable Officer who will specify the 
policy which sets out how WBCCG intends to discharge its duty; 
 

b) using the national reviews and reports for tackling inequalities as a strategic 
resource; 

 
c) ensuring that the commissioning strategy and the health and wellbeing 

strategy drive the key priorities for reducing inequalities locally; 
 

d) monitoring progress on delivery through WBCCG’s reporting mechanisms 
and at the monthly meeting of the governing body. 

 
5.2.7 Promote the involvement of patients, their carers and representatives in 

decisions about their healthcare28 by: 
 

a) executing the three key objectives of communications and engagement: 
 

 build continuous engagement with all stakeholders including the 
public, patients, GPs and carers to influence the shaping of services 
and improve the health of people in Wigan; 

 develop awareness of and confidence in WBCCG as a responsive 
commissioning organisation; 

                                                                 
26  See section 14S of the 2006 Act, inserted by section 26 of the 2012 Act 
27  See section 14T of the 2006 Act, inserted by section 26 of the 2012 Act 
28  See section 14U of the 2006 Act, inserted by section 26 of the 2012 Act 
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 create a culture that promotes open stakeholder communication and 
engagement within and outside the CCG. 

 
b) fostering patient feedback from a variety of sources and using this to 

contribute to service quality improvement; 
 

c) being proactive in involving patients carers and representatives.  
 
5.2.8 Act with a view to enabling patients to make choices29 by: 
 

a) charging the Accountable Officer with the responsibility to ensure that there 
are appropriate arrangements in place to ensure that relevant guidance 
related to choice is implemented by providers and to monitor local referrers’ 
compliance with choice guidance; 
 

b) requiring the governing body to routinely monitor the take-up of choice and 
the satisfaction of patients through their feedback, with regard to the 
availability of choices and information to support choices;  

 
c) requiring the governing body to ensure the promotion and publication of 

information on the performance and quality of providers to support patients’ 
choices. 

 
5.2.9 Obtain appropriate advice30 from persons who, taken together, have a broad range 

of professional expertise in healthcare and public health by: 
 

a) ensuring that  the CCG governing body is collectively representative of 
Primary Medical Services providers across the Wigan Borough. 
 

b) delegating responsibilities to committees and sub-committees, facilitating a 
broader membership and engagement, providing advice from a range of 
professionals who have expertise in healthcare and public health; 

 
c) establishing  a clinical congress across the borough made up of clinicians 

from our providers; 
 

d) participating in the activities of clinical senates and networks; 
 

e) engaging other professionals as appropriate when undertaking service 
review or redesign; 

 
f) engaging in a collaboration within the local health system including but not 

limited to: 
 

 the Local Medical Committee; 
 other local representative committees; 

                                                                 
29  See section 14V of the 2006 Act, inserted by section 26 of the 2012 Act 
30  See section 14W of the 2006 Act, inserted by section 26 of the 2012 Act 
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 Wigan Metropolitan Borough Council; 
 Health Watch; 
 local health & social care providers; 
 the voluntary sector; 
 other clinicians and allied health professionals. 

 
g) establishing locality executive groups to support the operating infrastructure 

between the CCG (CCG) governing body and practices, encouraging practice 
participation, the sharing of good practice and widening participation across the 
CCG. 
 

5.2.10 Promote innovation31 by: 
 

a) being committed to innovative ways of commissioning and being keen to 
adopt new practice and technologies to ensure the population of our borough 
has access to the most up to date evidence based healthcare; 

 
b) working collaboratively with neighbouring CCG’s to be part of a system to 

research and apply innovative approaches to healthcare delivery; 
 

c) becoming a member of area networks promoting innovation as appropriate; 
 

d) encouraging ideas and innovation at locality level. 
 

5.2.11 Promote research and the use of research32 by: 
 

a) promoting research and having systems and processes in place to promote 
patients’ recruitment and participation in health research, whilst ensuring that 
research activity is fully incorporated into arrangements relating to treatment 
costs and contracts; 
 

b) considering and demonstrating how providers are research responsive and 
how they will give patients access to research evidence/opportunity to 
participate when contracting with them. 
 

5.2.12 Have regard to the need to promote education and training33 for 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 
so as to assist the Secretary of State for Health in the discharge of his related duty34 
by: 

 
a) delegating responsibility via the governing body to appropriate committees or 

individuals, ensuring that progress is monitored and reviewed, as 
appropriate, by the governing body; 

 
                                                                 
31  See section 14X of the 2006 Act, inserted by section 26 of the 2012 Act 
32  See section 14Y of the 2006 Act, inserted by section 26 of the 2012 Act 
33  See section 14Z of the 2006 Act, inserted by section 26 of the 2012 Act 
34  See section 1F(1) of the 2006 Act, inserted by section 7 of the 2012 Act 
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b) working in partnership with the Local Education & Training Boards (LETB’s) 
to ensure that the system for the planning, commissioning and delivering 
education and training is able to respond to service commissioning priorities; 

 
c) implementing good practice training and development programmes within 

the CCG; 
 
d) monitoring contracted providers with regard to their training and development 

schemes and records. 
 
5.2.13 Act with a view to promoting integration of both health services with other 

health services and health services with health-related and social care 
services where WBCCG considers that this would improve the quality of 
services or reduce inequalities35 by: 

 
a) charging the Accountable Officer with responsibility for ensuring that there 

are appropriate arrangements in place to ensure that the CCG is able to 
effectively: 
 

 identify and promote opportunities for integration; 
 develop strategies and plans to implement integration of health and 

social care services with appropriate partners. 
 

b) requiring the governing body within its Quality Strategy and its Equality 
Strategy to approve actions to further integration where it believes these 
would improve the quality and efficiency of services or reduce inequalities. 

 
5.2.14  In discharging these duties the CCG may wish outsource some the support 

functions to a commissioning support unit and in doing so the governing body 
will seek assurance with regard to the organisations performance.  There will 
be an expectation that the standards established within this constitution will be 
reflected by the service provider.  It will be incumbent on the CCG to establish 
these arrangements within a service level agreement and to monitor those 
arrangements regularly through governing body reporting and acting upon any 
deviation to remedy in a timely manner. 

 
5.3 General Financial Duties – WBCCG will perform its functions so as to: 

 
5.3.1 Ensure its expenditure does not exceed the aggregate of its allotments for the 

financial year36  
 
5.3.2 Ensure its use of resources (both its capital resource use and revenue resource 

use) does not exceed the amount specified by the NHS Commissioning Board 
for the financial year37    

 

                                                                 
35  See section 14Z1 of the 2006 Act, inserted by section 26 of the 2012 Act 
36  See section 223H(1) of the 2006 Act, inserted by section 27 of the 2012 Act 
37  See sections 223I(2) and 223I(3) of the 2006 Act, inserted by section 27 of the 2012 Act 
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These duties are delegated to the governing body of the CCG and will be monitored 
through the committees of the governing body as follows: 

 
a) the Finance and Performance committee will establish, implement and monitor 

the CCGs arrangements around finance, contracting & performance, including 
quality, efficiency and cost improvement initiatives. This process will include 
both revenue and capital resource. 

 
b) the audit committee shall review the establishment and maintenance of an 

effective system of integrated governance, internal control and risk 
management across the whole of the CCGs activities (both clinical and non-
clinical) that supports the achievement of the CCGs objectives. This process 
will include both revenue and capital resource. 

  
 The Chief Finance Officer will: 
 

 provide monthly reports to the governing body and its committees; 
 ensure money drawn from the Department of Health against the 

financing requirement arising from the resource limit is required for 
approved expenditure only, and is drawn down only at the time of 
need; and  

 be responsible for ensuring that an adequate system of monitoring 
financial performance is in place to enable the CCG to fulfil its 
statutory responsibility not to exceed its Annual Revenue and Capital 
Resource Limits. 
 

5.3.3 The governing body will take account of any directions issued by the NHS 
Commissioning Board, in respect of specified types of resource use in a financial 
year, to ensure WBCCG does not exceed an amount specified by the NHS 
Commissioning Board 38 by the same process described in 5.3.2 above.  
 

5.3.4 WBCCG will publish an explanation of how any payment was made in respect of 
quality made to it by the NHS Commissioning Board:39 
 

5.3.5 The Chief Finance Officer will provide monthly reports to the governing body and its 
committees, which will include the details on the payments made in respect of 
quality.  These documents will be published as part of the routine publishing of 
governing body papers. 
 

5.4 Other Relevant Regulations, Directions and Documents 
 
5.4.1 WBCCG will:  

 
a) comply with all relevant regulations; 

 

                                                                 
38  See section 223J of the 2006 Act, inserted by section 27 of the 2012 Act 
39  See section 223K(7) of the 2006 Act, inserted by section 27 of the 2012 Act 
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b) comply with directions issued by the Secretary of State for Health or the NHS 
Commissioning Board; and 

 
c) take account, as appropriate, of documents issued by the NHS 

Commissioning Board.   
 
5.4.2 WBCCG will develop and implement the necessary systems and processes to 

comply with these regulations and directions, documenting them as necessary in this 
constitution, its scheme of reservation and delegation and other relevant CCG 
policies and procedures.  
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6 DECISION MAKING: THE GOVERNING STRUCTURE 
 
6.1 Authority to act 
 
6.1.1 The governing body is accountable for exercising the statutory functions of WBCCG.  

It may grant authority to act on its behalf to:  
 

 any of its members; 
 employees; 
 locality executives; 
 a committee of WBCCG. 

 
6.1.2 The extent of the authority to act of the respective bodies and individuals depends on 

the powers delegated to them by WBCCG as expressed through: 
 

 WBCCG’s scheme of reservation and delegation; and 
 for committees, their Terms of Reference.  
 

6.2   Scheme of Reservation and Delegation40 
 
6.2.1 WBCCG’s scheme of reservation and delegation sets out: 

 
a) those decisions that are reserved for the membership as a whole; 

 
b) those decisions that are the responsibilities of its governing body and its 

committees, individual members and employees. 
 
6.2.2 The CCG remains accountable for all of its functions, including those that it has 

delegated. 
 
6.3  General 
 
6.3.1 In discharging functions of WBCCG that have been delegated to them, employees 

and committees must: 
 
a) comply with WBCCG’s principles of good governance;41 

 
b) operate in accordance with WBCCG’s scheme of reservation and 

delegation;42 
 

c) comply with WBCCG’s standing orders;43 
 

d) comply with WBCCG’s arrangements for discharging its statutory duties;44 

                                                                 
40  See Appendix D 
41  See section 4.4 on Principles of Good Governance above 
42  See appendix D 
43  See appendix C 
44  See chapter 5 above 
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e) take all reasonable steps to ensure that member practices have had the 
opportunity to contribute to WBCCG’s decision making process. 

 
6.3.2 When discharging their delegated functions, committees and joint committees must 

also operate in accordance with their approved terms of reference. 
 
6.3.3 Where delegated responsibilities are being discharged in collaboration, the joint 

(collaborative) arrangements must: 
 

a) identify the roles and responsibilities of those CCGs who are working 
together; 
 

b) identify any pooled budgets and how these will be managed and reported in 
annual accounts; 

 
c) specify under which CCG’s scheme of reservation and delegation and 

supporting policies the collaborative working arrangements will operate; 
 

d) specify how the risks associated with the collaborative working arrangement 
will be managed between the respective parties; 

 
e) identify how disputes will be resolved and the steps required to terminate the 

working arrangements; 
 

f) specify how decisions are communicated to the collaborative partners. 
 
6.4  Committees of WBCCG 
 
6.4.1 The following committees have been established by WBCCG: 

 
 Clinical Governance; 
 Corporate Governance; 
 Service Design and Implementation; 
 Finance & Performance. 

 
6.4.2 Two statutory committees have also been established: 

 
 Audit; 
 Remuneration. 

 
6.4.3 Committees will only be able to establish their own sub-committees, to assist them in 

discharging their respective responsibilities, if this responsibility has been delegated 
to them by WBCCG or the committee to which they are accountable. 

 
6.5 Joint Arrangements 
 
6.5.1 WBCCG has Joint Committee(s) with Wigan Borough Council where this is deemed 

to be appropriate by the governing body. 
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6.5.2 WBCCG will consider a section 75 arrangement when it is deemed secure and also 
when it is deemed that this would benefit the commissioning of services: 

 
(a) so that health services are provided in an integrated way; and 

 
(b) so that the provision of health services is integrated with the provision 

of health-related services or social care services. 
 

6.5.3 WBCCG may enter into joint / collaborative arrangements with one or more clinical 
commissioning groups, as it considers appropriate and will describe and publish on 
its website any such arrangements in a “Statement of Collaborative Commissioning 
Arrangements”. 
 

6.5.4 Any such arrangements must be approved by the governing body. 
 

6.5.5 Where delegated responsibilities are being discharged collaboratively, the joint 
arrangements are outlined in 6.3.3. 
 

6.6   The Governing body 
 
6.6.1 Functions - the governing body has the following functions conferred on it by 

sections 14L(2) and (3) of the 2006 Act, inserted by section 25 the 2012 Act, 
together with any other functions connected with its main functions as may be 
specified in regulations or in this constitution.45  The governing body may also have 
functions of the CCG delegated to it by WBCCG. Where WBCCG has conferred 
additional functions on the governing body connected with its main functions, or has 
delegated any of WBCCG’s functions to its governing body, these are set out from 
paragraph 6.6.1(d) below].  The governing body has responsibility for: 

 
a) ensuring that WBCCG has appropriate arrangements in place to exercise its 

functions effectively, efficiently and economically and in accordance with 
WBCCGs principles of good governance46.  This is its main function; 

 
b) determining the remuneration, fees and other allowances payable to 

employees or other persons providing services to WBCCG and the 
allowances payable under any pension scheme it may establish under 
paragraph 11(4) of Schedule 1A of the 2006 Act, inserted by Schedule 2 of 
the 2012 Act; 

 
c) approving any functions of WBCCG that are specified in regulations;47   

 
d) approving, publishing and monitoring the implementation of WBCCG’s 

equality strategy for meeting the public sector equality duty; 
 

e) setting overall CCG strategy and monitoring delivery; supporting and co-
ordinating the commissioning work undertaken in localities through the 

                                                                 
45  See section 14L(3)(c) of the 2006 Act, as inserted by section 25 of the 2012 Act 
46  See section 4.4 on Principles of Good Governance above 
47  See section 14L(5) of the 2006 Act, inserted by section 25 of the 2012 Act 
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Locality Council; ensuring the CCG operates within its financial allocations 
through good financial management operated at practice and locality level; 
ensuring statutory and regulatory obligations are met. 

 
6.6.2 Composition of the Governing body - the Governing body shall not have less than 

13 voting members, including the Chair.  The governing body shall be clinically led 
and will always have a majority of locally based practicing clinicians as members.  
The clinician members must be practicing within the WBCCG area and GP members 
must be on the performers list of Wigan or the subsequent arrangements.  The 
governing body membership comprises of: 

 
a) the Chair; 

 
b) clinical leads elected by, and representing each locality executive group of 

member practices; 
 

c) two lay members: 
 

 one to lead on audit, remuneration and conflict of interest matters, 
 one to lead on patient and public participation matters; 
 

d) one registered nurse; 
 

e) one secondary care specialist doctor; 
 

f) the Accountable Officer; 
 

g) the Chief Finance Officer; 
 

6.6.3 Committees of the Governing body - the governing body has appointed the 
following Committees (Terms of Reference are submitted as an appendix) : 

 
a) Clinical Governance Committee - It is the role of the committee to 

demonstrate that there is an effective and consistent process in respect of 
commissioning for quality across WBCCG, also ensuring that any areas of 
concerns and underperformance are identified and high standards of care and 
treatment are delivered. 

 
b) Corporate Governance Committee - The committee will provide assurance to 

the CCG governing body with regard to all corporate governance issues in the 
appropriate areas of accountability.  WBCCG will ensure that functions are 
undertaken appropriately and are fit for purpose. 

 
c) Finance & Performance Committee – The committee will establish, implement 

and monitor the CCG arrangements around Finance, Contracting & 
Performance, including nationally driven initiatives.  

 
d) Service Design and Implementation Committee - The committee will provide 

assurance to the CCG Board with regard to service strategy, design and 
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development and implementation, driven by the priorities of the CCG.  The 
committee will facilitate the planning and coordination of initiatives, service 
redesign and policy development. 

 
e) Audit Committee - The committee shall review the establishment and 

maintenance of an effective system of integrated governance, financial 
control, internal control and risk management across the whole of WBCCGs 
activities (both clinical and non-clinical) that supports the achievement of the 
objectives. 

 
f) Remuneration Committee - The committee shall make recommendations to 

the governing body on determinations about pay and remuneration for 
employees of the CCG and people who provide services to the CCG, in line 
with the CCGs process, and evidence based review as outlined in the scheme 
of delegation. 

 
6.6.4 The Annual General Meeting (AGM) - the governing body shall hold an AGM 

annually.  Matters to be considered may include: 
 

 the WBCCG annual plan; 
 the WBCCG accounts; 
 the WBCCG annual report. 
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7 ROLES AND RESPONSIBILITIES 
 
7.1   Locality Executives and Representatives 
 
7.1.1 Locality Executives and their representatives represent their member practice’s 

views and act on behalf of the practices in matters relating to the CCG and the 
Governing body.  The role of each locality representative is detailed in the 
Accountability Agreement. 
 

7.1.2 Each of the locality executive groups has elected clinical executive(s) who will 
represent the locality on the governing body. 

 
7.2   Other GP and Primary Care Health Professionals 
 
7.2.1 In addition to the locality representatives identified in section 7.1 above, WBCCG has 

identified a number of other clinical leadership roles open to the clinicians of member 
practices to support the work of WBCCG and/or represent WBCCG on a CCG level 
rather than represent their own individual practices/locality.  These are documented 
in the clinical structure. 

 
7.3   All Members of WBCCG’s Governing body  
 
7.3.1 Guidance on the roles of members of the CCG’s governing body is set out in a 

separate document48.  In summary, each member of the governing body will share 
corporate responsibility as part of a team to ensure that the CCG exercises its 
functions effectively, efficiently and economically, with good governance and in 
accordance with the terms of this constitution. 
  

7.4   The Chair of the Governing body 
 
7.4.1 The Chair of the Governing body is responsible for: 
 

a) Convening and conducting all meetings in good order; 
 

b) leading the governing body, ensuring it remains continuously able to discharge its 
duties and responsibilities as set out in this constitution; 

 
c) building and developing WBCCG’s governing body and its individual members; 

 
d) ensuring that WBCCG has proper constitutional and governance arrangements in 

place, building a shared vision of the aims, values and culture of the organisation, 
ensuring that the governing body and the wider CCG behaves with the utmost 
transparency and responsiveness at all times; 

 
e) ensuring that, through the appropriate support, information and evidence, the 

governing body is able to discharge its duties; 
 

                                                                 
48  Draft CCG Governing Body Members – Roles Attributes and Skills, NHS Commissioning Board 

Authority, March 2012 



 
NHS Wigan Borough CCG’s Constitution  - 25 - 
Version: 5 | NHS Commissioning Board Effective Date: 1st April 2013 
 

f) supporting the Accountable Officer in discharging the responsibilities of the 
organisation; 

 
g) ensuring that public and patients’ views are heard and their expectations 

understood and, where appropriate as far as possible, met; 
 

h) ensuring that the organisation is able to account to its local patients, stakeholders 
and the NHS Commissioning Board; 

 
i) ensuring that WBCCG builds and maintains effective relationships, particularly 

with the individuals involved in overview and scrutiny from the relevant Local 
Authority(ies). 

 
7.4.2 Where the Chair of the governing body is also the senior clinical voice of WBCCG 

they will take the lead in interactions with stakeholders, including the NHS 
Commissioning Board. 

 
7.5   The Deputy Chair of the Governing body 
 
7.5.1 The Deputy Chair of the governing body deputises for the Chair of the governing 

body where he or she has a conflict of interest or is otherwise unable to act. 
 

7.5.2 The lay member to lead on patient and public participation matters will undertake the 
role of deputy Chair. 

 
7.6   Role of the Accountable Officer 
 
7.6.1 The Accountable Officer of WBCCG is a member of the governing body. 

 
7.6.2 This role of Accountable Officer has been summarised in a national document49 as: 

 
a) responsible for ensuring that the CCG fulfils its duties to exercise its functions 

effectively, efficiently and economically thus ensuring improvement in the quality 
of services and the health of the local population whilst maintaining value for 
money; 

 
b) ensuring that the regularity and propriety of expenditure is discharged, and that 

arrangements are put in place to ensure that good practice (as identified through 
such agencies as the Audit Commission and the National Audit Office) is 
embodied and that safeguarding of funds is ensured through effective financial 
and management systems.  

 
c) working closely with the Chair of the governing body, the Accountable Officer will 

ensure that proper constitutional, governance and development arrangements 
are put in place to assure the members (through the governing body) of the 
CCGs on-going capability and capacity to meet its duties and responsibilities.  

                                                                 
49  See the latest version of the NHS Commissioning Board Authority’s CCG governing body members: 

Role outlines, attributes and skills 
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This will include arrangements for the on-going developments of its members and 
staff. 

 
7.7   Role of the Chief Finance Officer 
 
7.7.1 The Chief Finance Officer is a member of the governing body and is responsible for 

providing financial advice to the CCG and for supervising financial control and 
accounting systems.  

 
This role of Chief Finance Officer has been summarised in a national document50 as: 
 

a) being the governing body’s professional expert on finance and ensuring, 
through systems and processes, the regularity and propriety of expenditure is 
fully discharged; 
 

b) making appropriate arrangements to support, monitor and report on 
WBCCG’s finances; 

 
c) overseeing audit and governance arrangements leading to propriety in the use 

of WBCCG’s resources; 
 

d) being able to advise the governing body on the effective, efficient and 
economic use of WBCCG’s allocation to remain within that allocation and 
deliver required financial targets and duties; and 

 
e) producing the financial statements for audit and publication in accordance with 

the statutory requirements to demonstrate effective stewardship of public 
money and accountability to the NHS Commissioning Board. 

 
7.8  Joint Appointments with other Organisations  
 
7.8.1 WBCCG will have joint appointments with other organisations and these will be 

established subject to agreement by the governing body. 
 

7.8.2 These appointments, their roles and management arrangements will be detailed by a 
Memorandum of Understanding between the organisations, who are party to the joint 
appointment. 

                                                                 
50  See the latest version of the NHS Commissioning Board Authority’s CCG governing body members: 

Role outlines, attributes and skills 
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8 STANDARDS OF BUSINESS CONDUCT AND MANAGING CONFLICTS 
OF INTEREST 

 
8.1  Standards of Business Conduct  
 
8.1.1 Employees, members of the governing body and its committees will at all times 

comply with this Constitution and are aware of their responsibilities as outlined in it.  
They should act in good faith and in the interests of WBCCG and should follow the 
Seven Principles of Public Life; set out by the Committee on Standards in Public Life 
(the Nolan Principles)   The Nolan Principles are incorporated into this constitution at 
Appendix F.  

 
8.1.2 They must comply with WBCCG’s policy on business conduct, including the 

requirements set out in the policy for managing conflicts of interest.  This policy will 
be available on WBCCG’s website at www.wiganboroughccg.nhs.uk. 

 
8.1.3 Individuals contracted to work on behalf of WBCCG or otherwise providing services 

or facilities to WBCCG will be made aware of their obligation with regard to declaring 
conflicts or potential conflicts of interest.  This requirement will be written into their 
contract for services. 

 
8.2  Conflicts of Interest 
 
8.2.1 As required by section 14O of the 2006 Act, as inserted by section 25 of the 2012 

Act, the CCG will make arrangements to manage conflicts and potential conflicts of 
interest to ensure that decisions made by WBCCG will be taken and seen to be 
taken without any possibility of the influence of external or private interest.  

 
8.2.2 Where an individual, that is an employee,  a CCG member, a member of the 

governing body, or a member of a committee or a sub-committee, or a locality 
executive member of WBCCG has an interest, or becomes aware of an interest 
which could lead to a conflict of interests in the event of WBCCG considering an 
action or decision in relation to that interest, then that must be considered as a 
potential conflict, and is subject to the provisions of this Constitution. 
 

8.2.3 A conflict of interest will include:  
 a direct pecuniary interest: where an individual may financially benefit 

from the consequences of a commissioning decision (for example, as a 
provider of services); 

 an indirect pecuniary interest; for example, where an individual is a 
partner, member or shareholder in an organisation that will benefit 
financially from the consequences of a commissioning decision;  

 a non-pecuniary interest; where an individual holds a non-remunerative 
or not-for profit interest in an organisation, that will benefit from the 
consequences of a commissioning decision (for example, where an 
individual is a trustee of a voluntary provider that is bidding for a 
contract);  

 a non-pecuniary personal benefit: where an individual may enjoy a 
qualitative benefit from the consequence of a commissioning decision 
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which cannot be given a monetary value (for example, a reconfiguration 
of hospital services which might result in the closure of a busy clinic 
next door to an individual’s house); 

 where an individual is closely related to, or in a relationship, including 
friendship, with an individual in the above categories. 

 
8.2.4 If in doubt, the individual concerned should assume that a potential conflict of 

interest exists and declare it. 
 
8.3  Declaring and Registering Interests 
 
8.3.1 WBCCG will maintain one or more registers of the interests of:  
 

 the members of WBCCG; 
 the members of its governing body; 
 the members of its committees or sub-committees and the committees or 

sub-committees of its governing body; and  
 its employees; 
 its locality executive groups. 

 
8.3.2 The registers will be published on WBCCG’s website at 

www.wiganboroughccg.nhs.uk. 
 
8.3.3 Individuals will declare any interest that they have, in relation to a decision to be 

made in the exercise of the commissioning functions of WBCCG, in writing to the 
governing body, as soon as they are aware of it and in any event no later than 28 
days after becoming aware.  

 
8.3.4 Where an individual is unable to provide a declaration in writing, for example, if a 

conflict becomes apparent in the course of a meeting, they will make an oral 
declaration before witnesses, and provide a written declaration as soon as possible 
thereafter.  

 
8.3.5 The Accountable Officer will ensure that the register of interest is reviewed regularly, 

and updated as necessary. 
 

8.4 Managing Conflicts of Interest: general 
 

8.4.1 Individual members of the CCG, the governing body, committees or sub-committees, 
of its governing body and employees will comply with the arrangements determined 
by the CCG for managing conflicts or potential conflicts of interest. 
 

8.4.2 The Accountable Officer will ensure that for every interest declared, either in writing 
or by oral declaration, arrangements are in place to manage the conflict of interests 
or potential conflict of interests, to ensure the integrity of WBCCG’s decision making 
processes. 

 
8.4.3 Arrangements for the management of conflicts of interest are to be determined by 

the Accountable Officer and will include the requirement to put in writing to the 
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relevant individual arrangements for managing the conflict of interests or potential 
conflicts of interests, within a week of declaration. The arrangements will confirm the 
following:  

 
a) when an individual should withdraw from a specified activity, on a temporary or 

permanent basis; 
 

b) monitoring of the specified activity undertaken by the individual, either by a line 
manager, colleague or other designated individual. 

 
8.4.4 Where an interest has been declared, either in writing or by oral declaration, the 

declarer will ensure that before participating in any activity connected with WBCCG’s 
exercise of its commissioning functions, they have received confirmation of the 
arrangements to manage the conflict of interest or potential conflict of interest from 
the Accountable Officer. 
 

8.4.5 Where an individual member, employee or person providing services to the CCG is 
aware of an interest which: 
 
a) has not been declared, either in the register or orally, they will declare this at the 

start of the meeting;  
 

b) has previously been declared, in relation to the scheduled or likely business of 
the meeting, the individual concerned will bring this to the attention of the Chair of 
the meeting, together with details of arrangements which have been confirmed 
for the management of the conflict of interests or potential conflict of interests. 

 
8.4.6 The Chair of the meeting will then determine how this should be managed and 

inform the member of their decision.  Where no arrangements have been confirmed, 
the Chair of the meeting may require the individual to withdraw from the meeting or 
part of it. The individual will then comply with these arrangements, which must be 
recorded in the minutes of the meeting. 

 
8.4.7 Where the Chair of any meeting of WBCCG, including committees, sub-committees, 

or the governing body and the governing body’s committees and sub-committees, 
has a personal interest, previously declared or otherwise, in relation to the scheduled 
or likely business of the meeting, they must make a declaration and the Deputy Chair 
will act as Chair for the relevant part of the meeting. 
 

8.4.8 Where arrangements have been confirmed for the management of the conflict of 
interests or potential conflicts of interests in relation to the Chair, the meeting must 
ensure these are followed.  Where no arrangements have been confirmed, the 
Deputy Chair may require the Chair to withdraw from the meeting or part of it.  
Where there is no Deputy Chair, the members of the meeting will select one.  

 
8.4.9 Any declarations of interests, and arrangements agreed in any meeting of the CCG, 

the governing body and the governing body’s committees or sub-committees, will be 
recorded in the minutes.  
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8.4.10 Where more than 50% of the members of a meeting are required to withdraw from a 
meeting or part of it, owing to the arrangements agreed for the management of 
conflicts of interests or potential conflicts of interests, the Chair (or Deputy) will 
determine whether or not the discussion can proceed.  

 
8.4.11 In making this decision the Chair will consider whether the meeting is quorate, in 

accordance with the number and balance of membership set out in WBCCG’s 
standing orders.  Where the meeting is not quorate, owing to the absence of certain 
members, the discussion will be deferred until such time as a quorum can be 
convened.  Where a quorum cannot be convened from the membership of the 
meeting, owing to the arrangements for managing conflicts of interest or potential 
conflicts of interests, the Chair of the meeting shall consult with the Accountable 
Officer on the action to be taken. 
 

8.4.12  This may include: 
 
a) requiring another of WBCCG’s committees or sub-committees, WBCCG’s 

governing body or the governing body’s committees or sub-committees (as 
appropriate) which can be quorate to progress the item of business, or if this is 
not possible,  

 
b) inviting on a temporary basis one or more of the following to make up the quorum 

(where these are permitted members of the governing body or committee /sub-
committee in question) so that WBCCG can progress the item of business:  

 
 member of the CCG who is an individual;  
 an individual appointed by a member to act on its behalf in the 

dealings between it and the CCG; 
 a member of a relevant Health and Wellbeing Board; 
 a member of a governing body of another CCG. 

 
These arrangements must be recorded in the minutes. 

 
8.4.13  In any transaction undertaken in support of the CCG’s exercise of its commissioning 

functions (including conversations between two or more individuals, e-mails, 
correspondence and other communications), individuals must ensure, where they 
are aware of an interest, that they conform to the arrangements confirmed for the 
management of that interest.  Where an individual has not had confirmation of 
arrangements for managing the interest, they must declare their interest at the 
earliest possible opportunity in the course of that transaction, and declare that 
interest as soon as possible thereafter.  The individual must also inform either their 
line manager (in the case of employees), or the Accountable Officer of the 
transaction.  

 
8.4.14 The Accountable Officer will take such steps as deemed appropriate, and request   

information deemed appropriate from individuals, to ensure that all conflicts of 
interest and potential conflicts of interest are declared 
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8.5  Managing Conflicts of Interest: contractors / people who provide services 
 
8.5.7 Anyone seeking information in relation to a procurement, or participating in a 

procurement, or otherwise engaging with the CCG in relation to the potential 
provision of services or facilities to WBCCG, will be required to make a declaration of 
any relevant conflict and or potential conflict of interest.  

 
8.5.8 Anyone contracted to provide services or facilities directly to the CCG will be subject 

to the same provisions of this constitution in relation to managing conflicts of 
interests.  This requirement will be set out in the contract for their services.  

 
8.6  Transparency in Procuring Services 
 
8.6.7 WBCCG recognises the importance in making decisions about the services it 

procures in a way that does not call into question the motives behind the 
procurement decision that has been made.  WBCCG will procure services in a 
manner that is open, transparent, non-discriminatory and fair to all potential 
providers. 
 

8.6.8 Where these services are outsourced then the CCG expects that these principles of 
good practice will be integral to the service and will be documented as part of any 
agreed service level agreement. 

 
8.6.9 WBCCG will publish a procurement strategy approved by its governing body which 

will ensure that:  
 

a) all relevant clinicians (not just members of WBCCG) and potential providers, 
together with local members of the public, are engaged in the decision-making 
processes used to procure services; 
 

b) service redesign and procurement processes are conducted in an open, 
transparent, non-discriminatory and fair way 

 
8.6.10 If a procurement process is outsourced then it is expected that the provider will 

operate within the CCGs strategy. 
 

8.6.11 Copies of this Procurement Strategy will be available on WBCCG’s website at www. 
wiganboroughccg.nhs.uk. 
 

8.7 Dispute Resolution 
 

8.7.1 In resolving disputes, all parties will undertake to adopt the principles of: 
 

 transparency – clear communication, engagement of relevant stakeholders, 
enforcing declarations of interest; 

 objectivity – analysis and decision making on objective information and criteria 
and the maintenance of an audit trail; 
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 proportionality – only using the formal disputes process on matters of material 
importance and only using resources proportionate to the significance of the 
dispute; 

 non-discriminatory – adopting a fair and respectful approach throughout. 
 
8.7.2 The disputes resolution process will involve an escalation procedure: 
 
  Step1 – Officer level 

 
 The disputed issue is identified and formally raised with a senior officer or 
clinician within the CCG.  Every effort is made to resolve the issue. 
 
Time scale for resolution – 5 working days 
 
Step 2 Director / Accountable Officer level 
 
If the issue is not resolved at stage 1, a joint statement of the disputed issue 
and the precise matter of dispute should be prepared and signed by both 
parties and sent to a Director or the Accountable Officer of the CCG.  Every 
effort is made to resolve the issue.  If a resolution is found then the decision 
will be communicated in writing to both parties. 
 
Time scale for resolution – 5 working days 
 
Step 3 Chair/ Governing Body level 
 
If the issue is not resolved at stage 2, then the matter should be referred to the 
chair or a governing body member as nominated by the chair.  The chair may 
then decide the best process to follow in line with good practice.  This may 
involve convening a panel and or requesting further information.  In these 
circumstances the process will be clearly communicated to all parties. 
 
The decision of the chair will be final, the decision will be communicated in 
writing to both parties.  The rationale for reaching the decision will be 
explained.  The requirements of both parties for resolving the dispute will be 
set out.  The decision will be implemented.  Any dispute that involves the chair 
will be reported to the governing body. 
 
Time scale for resolution – 10 working days 
 
Step 4  
 
In the unlikely event the chair is unable to make a decision then the issue can 
be referred for further investigation or mediation to an independent 
organisation for example the Local Area Team (LAT) of the NHS 
Commissioning Board, the Local Medical Committee (LMC) or another CCG.  
In these circumstances the process will be communicated to all parties.  A 
timescale will be agreed.  The further process will be agreed and any decision 
will be final. 
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The decision will be communicated in writing to both parties.  The rationale for 
reaching the decision will be explained.  The requirements of both parties for 
resolving the dispute will be set out.  The decision will be implemented.  The 
resolution will be reported to the governing body. 

 
8.7.3 A summary report outlining the nature of the dispute, the steps followed, the decision 

and final outcome will be prepared and reported to the governing body.  Key learning 
points will be identified. 
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9 WBCCG AS EMPLOYER 
 
9.1 WBCCG recognises that its most valuable asset is its people.  It will seek to enhance 

their skills and experience and is committed to their development in all ways relevant to 
the work of WBCCG. 

 
9.2 WBCCG will seek to set an example of best practice as an employer and is committed 

to offering all staff equality of opportunity.  It will ensure that its employment practices 
are designed to promote diversity and to treat all individuals equally. 

 
9.3 WBCCG will ensure that it employs suitably qualified and experienced staff who will 

discharge their responsibilities in accordance with the high standards expected of staff 
employed by WBCCG.  All staff will be made aware of this constitution, the 
commissioning strategy and the relevant internal management and control systems 
which relate to their field of work. 

 
9.4 WBCCG will maintain and publish policies and procedures (as appropriate) on the 

recruitment and remuneration of staff to ensure it can recruit, retain and develop staff of 
an appropriate calibre.  WBCCG will also maintain and publish policies on all aspects of 
human resources management, including grievance and disciplinary matters. 

 
9.5 WBCCG will ensure that its rules for recruitment and management of staff provide for 

the appointment and advancement on merit on the basis of equal opportunity for all 
applicants and staff.  

 
9.6 WBCCG will ensure that employees' behaviour reflects the values, aims and principles 

set out above. 
 
9.7 WBCCG will ensure that it complies with all aspects of employment law. 
 
9.8 WBCCG will ensure that its employees have access to such expert advice and training 

opportunities as they may require in order to exercise their responsibilities effectively. 
 
9.9 WBCCG will adopt a Code of Conduct for staff and will maintain and promote effective 

'whistleblowing' procedures to ensure that concerned staff has means through which 
their concerns can be voiced.  Copies of this Code of Conduct, together with the other 
policies and procedures outlined in this chapter, will be available on WBCCG’s website 
at www.wiganboroughccg.nhs.uk 

 



 
NHS Wigan Borough CCG’s Constitution  - 35 - 
Version: 5 | NHS Commissioning Board Effective Date: 1st April 2013 
 

10 TRANSPARENCY, WAYS OF WORKING AND STANDING ORDERS 
 
10.1 General  
 
10.1.1 WBCCG will publish annually a commissioning plan and an Annual Report, 

presenting the CCG’s Annual Report to a public meeting. 
 

10.1.2 Key communications issued by WBCCG, including the notices of procurements, 
public consultations, governing body meeting dates, times, venues, and certain 
papers will be published on WBCCG’s website at www.wiganboroughccg.nhs.uk. 

 
10.1.3 WBCCG and others will use a range of communication methodologies dependent on 

circumstances.  These will include circulating information by post, or making 
information available in venues or services accessible to the public. 
 

10.1.4 The CCG also recognises that a range of formats will be required when 
communicating, to meet the needs of all the residents in the borough. 

 
10.2 Standing Orders 
 
10.2.1 This constitution is also informed by a number of documents which provide further 

details on how WBCCG will operate.  They are WBCCG’s: 
 

a) Standing orders (Appendix C) – which sets out the arrangements for meetings 
and the appointment processes to elect WBCCG’s representatives and appoint to 
WBCCG’s committees, including the governing body; 

 
b) Scheme of reservation and delegation (Appendix D) – which sets out those 

decisions that are reserved for the membership as a whole and those decisions 
that are the responsibilities of WBCCG’s governing body, the governing body’s 
committees and sub-committees, WBCCG’s committees and sub-committees, 
individual members and employees; 

 
c) Prime financial policies (Appendix E) – which sets out the arrangements for 

managing WBCCG’s financial affairs. 
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APPENDIX A 
DEFINITIONS OF KEY DESCRIPTIONS USED IN THIS CONSTITUTION 

 

2006 Act National Health Service Act 2006 

2012 Act Health and Social Care Act 2012 (this Act amends the 2006 Act) 

Accountable Officer an individual, as defined under paragraph 12 of Schedule 1A of the 2006 
Act (as inserted by Schedule 2 of the 2012 Act), appointed by the NHS 
Commissioning Board, with responsibility for ensuring WBCCG:  
 complies with its obligations under: 

o sections 14Q and 14R of the 2006 Act (as inserted by section 26 
of the 2012 Act), 

o sections 223H to 223J of the 2006 Act (as inserted by section 27 
of the 2012 Act), 

o paragraphs 17 to 19 of Schedule 1A of the NHS Act 2006 (as 
inserted by Schedule 2 of the 2012 Act), and 

o any other provision of the 2006 Act (as amended by the 2012 Act) 
specified in a document published by the Board for that purpose; 

 exercises its functions in a way which provides good value for money. 

Area the geographical area that WBCCG has responsibility for, as defined in 
Chapter 2 of this constitution 

Chair of the 
Governing body 

the individual appointed by WBCCG to act as Chair of the governing body 

Chief Finance Officer the qualified accountant employed by WBCCG with responsibility for 
financial strategy, financial management and financial governance  

CCG a body corporate established by the NHS Commissioning Board in 
accordance with Chapter A2 of Part 2 of the 2006 Act (as inserted by 
section 10 of the 2012 Act) 

Committee a committee or sub-committee created and appointed by: 
 the membership of WBCCG 
 a committee / sub-committee created by a committee created / 

appointed by the membership of WBCCG 
 a committee / sub-committee created / appointed by the governing 

body 

Financial year  this usually runs from 1 April to 31 March, but under paragraph 17 of 
Schedule 1A of the 2006 Act (inserted by Schedule 2 of the 2012 Act), it 
can for the purposes of audit and accounts run from when a CCG is 
established until the following 31 March 

Group 
NHS Wigan Borough CCG, whose constitution this is 

Governing body the body appointed under section 14L of the NHS Act 2006 (as inserted 
by section 25 of the 2012 Act), with the main function of ensuring that a 
CCG has made appropriate arrangements for ensuring that it complies 
with: 
 its obligations under section 14Q under the NHS Act 2006 (as inserted 

by section 26 of the 2012 Act), and 
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 such generally accepted principles of good governance as are 
relevant to it.

Governing body 
Member any member appointed to the governing body of WBCCG 

Lay Member a lay member of the governing body, appointed by WBCCG. A lay 
member is an individual who is not a member of WBCCG or a healthcare 
professional  
(i.e. an individual who is a member of a profession regulated by a body 
mentioned in section 25(3) of the National Health Service Reform and 
Health Care Professions Act 2002) or as otherwise defined in regulations 

Member a provider of primary medical services to a registered patient list, who is a 
members of this CCG (see tables in Chapter 3 and Appendix B) 

Practice 
representatives 

an individual appointed by a practice (who is a member of WBCCG)  to 
act on its behalf in the dealings between it and WBCCG, under 
regulations made under section 89 or 94 of the 2006 Act (as amended by 
section 28 of the 2012 Act) or directions under section 98A of the 2006 
Act (as inserted by section 49 of the 2012 Act)

Registers of Interests registers a CCG is required to maintain and make publicly available under 
section 14O of the 2006 Act (as inserted by section 25 of the 2012 Act), of 
the interests of:  
 the members of WBCCG; 
 the members of its governing body; 
 the members of its committees or sub-committees and committees or 

sub-committees of its governing body; and  
 its employees. 
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APPENDIX B - LIST OF MEMBER PRACTICES 
 
Practice Name Address Practice Representative’s Signature & Date 

Signed 
Wigan Commissioning 
Locality Executive 

Boston House, Frog Lane, 
Wigan  WN6 7LB 
 

 

Dr Suntha & Partners 
Bradshaw Medical Centre, 
Bradshaw Street, Orrell, Wigan  
WN5 0AB 

 

Dr Smith & Partners 
Sullivan Way Surgery, Sullivan 
Way, Wigan 
WN1 3TB 

 

Dr Lyons & Partners 
The Surgery, Haigh Road, 
Aspull, Wigan 
WN2 1XH 

 

Drs Patel Kamath & 
Partners 

Longshoot Health Centre, 
Scholes, Wigan 
WN1 3NH 

 

Dr Seabrook 
1 Wrightington Street, Wigan  
WN1 2AZ 
 

 

Dr Ellis & Partner 
Mesnes View Surgery, Mesnes 
Street, Wigan 
WN1 1ST 

 

The Dicconson Group 
Wigan Health Centre, Frog 
Lane, Wigan 
WN6 7LB 

 

Drs D’Arifat, Elislam, Wan 
& Shaikh Newtown 
Medical Practice. 

Pemberton Primary Care 
Resource Centre, Sherwood 
Drive, Pemberton, Wigan WN5 
9QX 

 

IntraHealth (Marsh Green)  
Harrow Road, Marsh Green, 
Wigan  WN5 0QL 
 

 

IntraHealth (Platt Bridge) 
Rivington Avenue, Platt Bridge, 
Wigan 
WN2 5NG 

 

ART Thompson Atherton  
7 Brooks Medical Centre, 
Atherton, M46 9DE 
 

 

ART Thompson Golborne 
Surgery 

Kidglove House, Kidglove Road, 
Golborne  
WA3 3GS 

 

ART Thompson Ashton 
Clinic 

Queens Road, Ashton-in-
Makerfield, Wigan 
WN4 8LB 
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North Wigan Locality 
Executive 

Beech Hill Practice, 278 Gidlow 
Lane, Wigan  WN6 7PD 
 

 

Beech Hill Medical 
Practice 

278 Gidlow Lane, Wigan 
WN6 7PD 
 

 

Shevington Surgery 
Dr Munro & Partners  

Houghton Lane, Shevington, 
Wigan WN6 8ET 
 

 

Standish Medical Practice 
49 High Street, Standish, Wigan 
WN6 0HD 
 

 

Pennygate Medical 
Centre 

109 Ladies Lane, Hindley, 
Wigan 
WN2 2QG 
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Atherleigh Locality 
Executive 

Lowton Business Park, Newton 
Road, Lowton, Warrington 
WA3 2AG 

 

Patient Focus Locality 
Executive 

Lowton Business Park, Newton 
Road, Lowton, Warrington 
WA3 2AG 

 

Dr Ninan & Partners 
The Health Centre, 17 Liverpool 
Road, Hindley, Wigan 
WN2 3HQ 

 

Dr Gupta Practice 
THE Bridgewater Medical 
Centre, Henry Street, Leigh, 
WN7 2PE 

 

Dr Ashworth & Partner 
246 Wigan Road, Bryn, Wigan  
WN4 OAR 

 

Shakespeare Surgery 

Chandler House, Worsley 
Mesnes Health Centre, 
Poolstock Lane, Wigan 
WN3 5HL 

 

Dr Ollerton 

Chandler House, Worsley 
Mesnes Health Centre, 
Poolstock Lane, Wigan 
WN3 5HL 

 

Dr Russell & Partner 

Chandler House, Worsley 
Mesnes Health Centre, 
Poolstock Lane, Wigan 
WN3 5HL 

 

Dr Kirk 

Chandler House, Worsley 
Mesnes Health Centre, 
Poolstock Lane, Wigan 
WN3 5HL 

 

Dr Zaman & Partner 

Chandler House, Worsley 
Mesnes Health Centre, 
Poolstock Lane, Wigan 
WN3 5HL 

 

The Foxleigh Family 
Surgery 

The Bridgewater Medical 
Centre, Henry Street, Leigh 
WN7 2PE 

 

Drs Ahmed & Mubeen 
Platt Bridge Health Centre, 
Rivington Avenue,  Platt Bridge, 
Wigan, WN2 5NG 

 

Brookmill Medical Centre 
College Avenue, Leigh 
WN7 2RB 
 

 

Premier Health  
The Bridgewater Medical 
Centre, Henry Street, Leigh 
WN7 2PE 

 

Dr Spielman & Partners 
Old Henry Street Medical 
Centre, Henry Street, Leigh 
WN7 2PG 

 

Dr Martin Practice 
Grasmere Surgery, Leigh Health 
Centre, The Avenue, Leigh 
WN7 1HR 

 

Dr Esa Practice 
Grasmere Surgery, Leigh Health 
Centre, The Avenue, Leigh 
WN7 1HR 

 

Dr Doublet Stewart 
Grasmere Surgery, Leigh Health 
Centre, The Avenue, Leigh 
WN7 1HR 
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Dr Maung 
Grasmere Surgery, Leigh Health 
Centre, The Avenue, Leigh 
WN7 1HR 

 

Dr Lewis Practice 
Grasmere Surgery, Leigh Health 
Centre, The Avenue, Leigh 
WN7 1HR 

 

Dr Trivedi & Partner 
429A Warrington Road, Abram, 
Wigan 
WN2 5XB 

 

Dr Vasanth & Partner 
Ormerod House, Atherton 
Health Centre, Nelson Street, 
Atherton  M46 0LE 

 

Dr SN Sharma 
Ormerod House, Atherton 
Health Centre, Nelson Street, 
Atherton  M46 0LE 

 

Dr Das 
79 Church Street, Town Centre, 
Leigh 
WN7 1AZ 

 

Drs Weerasekara & 
Despande 

Lilford Park Surgery, The 
Avenue Leigh 
WN7 1HR 

 

Dr Sharma & Partners 
Medicentre 

185 Wigan Road, Ashton-in-
Makerfield, Wigan 
WN4 9SL 
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TABA Locality Executive  
Seven Brooks Medical Centre, 
21 Church Street, Atherton 
M46 9DE 

 

Dr K Khatri 
10 Higher Green Lane, Astley, 
Tyldesley 
M29 7HG 

 

Anderson Practice 
THE Surgery, 239 Mosley 
Common Road, Boothstown  
M28 1BZ 

 

Dr J Thompson & Partner 
Seven Brooks Medical Centre, 
21 Church Street, 
Atherton M46 9DE 

 

Dr S Shah 
Elliot Street Surgery 

145 Elliott Street, 
Tyldesley 
M29 8FL 

 

Astley General Practice  
391A  Manchester Road,  
Astley, Tyldesley 
M29 7BY 

 

Dr CP Khatri  
The Surgery, High Street, 
Tyldesley 
M29 8AL 

 

Dr Atrey & Partner  
Meadow view Surgery 

Ormerod House, Atherton 
Health Centre, Nelson Street, 
Atherton  M46 0LE 

 

Dr N Hatikakoty 
Medical Centre, Bee Fold Lane, 
Atherton 
M46 0BD 

 

Dr Sivakumar & Partners 
The Surgery, 1 Coldahurst Lane, 
Astley 
M29 7BS 

 

Leigh Family Practice 
The Bridgewater Medical 
Centre, Henry Street, Leigh  
WN7 2PE 

 

IntraHealth (Tyldesley 
and Atherton)  

Tyldesley Health Centre, Poplar 
Street, Tyldesley  
M29 8AX 

 

IntraHealth (OP) LSV 
Leigh  Sports Village, Sale Way, 
Leigh 
WN7 4JY 

 

IntraHealth (Family) LSV 
Leigh  Sports Village, Sale Way, 
Leigh 
WN7 4JY 

 

IntraHealth (Omerod 
House) 

Omerod house off Bag lane 
Atherton 
M46 0LE 
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United League Locality 
Executive 

Claire House, Lower Ince Health 
Centre, Phoenix Way, Ince, 
Wigan WN3 4NW 

 

Dr Pal & Partner 
Morden Avenue, Ashton-in-
Makerfield, Wigan 
WN4 9PT 

 

Dr Pitalia & Partner 
Ashton Medical Centre, 120 
Wigan Road, Ashton-in-
Makerfield, Wigan WN4 9SU 

 

Dr Saxena 
 

Winstanley Medical Centre, 
Holmes House Avenue, 
Wigan WN3 6JN 

 

Dr Ullah 
Platt Bridge Health Centre, 
Rivington Avenue, Platt Bridge, 
Wigan WN2 5NG 

 

Dr Xavier 
The Surgery, 208c Newton 
Road, Lowton 
 WA3 2AQ 

 

Lower Ince Surgery 
Claire House, Lower Ince Health 
Centre, Phoenix Way, Ince, 
Wigan WN3 4NW 

 

Ince Surgery 
Ince Community Clinic, 
Manchester Road, Ince, Wigan 
WN2 2DY 

 

Dr Bajaj 
Slag Lane Medical Centre, 216 
Slag Lane, Lowton 
WA3 2EZ 

 

Dr Anis & Partner 
 

Golborne Health Centre, 
Kidglove Road, Golborne 
WA3 3GS 

 

Dr Shahbazi 
 

Golborne Health Centre, 
Kidglove Road, Golborne 
WA3 3GS 

 

Dr Kadiyala 
 

36 Braithwaite Road 
Lowton 
WA3 2HY 
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APPENDIX C – STANDING ORDERS 
 
1. STATUTORY FRAMEWORK AND STATUS 
 
1.1. Introduction  
 

1.1.1. These standing orders have been drawn up to regulate the proceedings of the 
NHS Wigan Borough CCG so that CCG can fulfil its obligations, as set out 
largely in the 2006 Act, as amended by the 2012 Act and related regulations.  
They are effective from the date WBCCG is established. 

 
1.1.2. The standing orders, together with WBCCG’s scheme of reservation and 

delegation51 and WBCCG’s prime financial policies52, provide a procedural 
framework within which WBCCG discharges its business. They set out: 

 
a) the arrangements for conducting the business of WBCCG; 
 
b) the appointment of member practice representatives; 

 
c) the procedure to be followed at meetings of WBCCG, the governing 

body and any committees or sub-committees of WBCCG or the 
governing body; 

 
d) the process to delegate powers; 

 
e) the declaration of interests and standards of conduct.  

 
These arrangements must comply, and be consistent where applicable, with 
requirements set out in the 2006 Act (as amended by the 2012 Act) and related 
regulations and take account as appropriate53 of any relevant guidance. 

 
1.1.3. The standing orders, scheme of reservation and delegation and prime financial 

policies have effect as if incorporated into WBCCG’s Constitution.  CCG 
members, employees, members of the governing body, members of the 
governing body’s committees and sub-committees, members of WBCCG’s 
committees and sub-committees and persons working on behalf of WBCCG 
should be aware of the existence of these documents and, where necessary, be 
familiar with their detailed provisions.  Failure to comply with the standing orders, 
scheme of reservation and delegation and prime financial policies may be 
regarded as a disciplinary matter that could result in dismissal. 
 
 
 
 

                                                                 
51  See Appendix D 
52  See Appendix E 
53  Under some legislative provisions the CCG is obliged to have regard to particular guidance but under 

other circumstances guidance is issued as best practice guidance. 
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1.2. Schedule of matters reserved to the CCG and the scheme of reservation 
and delegation 
 

1.2.1. The 2006 Act (as amended by the 2012 Act) provides WBCCG with powers to 
delegate WBCCG’s functions and those of the governing body to certain bodies 
(such as committees) and certain persons.  WBCCG has decided that certain 
decisions may only be exercised by WBCCG in formal session. These decisions 
and also those delegated are contained in WBCCG’s scheme of reservation and 
delegation (see Appendix D). 

 
2. THE CCG: COMPOSITION OF MEMBERSHIP, KEY ROLES AND 

APPOINTMENT PROCESS 
 

2.1. Composition of membership 
 

2.1.1. Section 3 of WBCCG’s Constitution provides details of the membership of 
WBCCG (also see Appendix B). 

 
2.1.2. Section 6 of WBCCG’s Constitution provides details of the governing structure 

used in WBCCG’s decision-making processes, whilst Chapter 7 of the 
Constitution outlines certain key roles and responsibilities within WBCCG and its 
governing body, including the role of practice representatives (section 7.1 of the 
Constitution). 

 
2.2. Key Roles 

 
2.2.1. Paragraph 6.6.2 of WBCCG’s Constitution sets out the composition of WBCCG’s 

governing body whilst Chapter 7 of WBCCG’s Constitution identifies certain key 
roles and responsibilities within WBCCG and its governing body.  These 
standing orders set out how WBCCG appoints individuals to these key roles. 
 

2.2.2. The Chair, as listed in paragraph 6.6.2 of WBCCG’s constitution, is subject to 
the following appointment process:  
 

a) Nominations – Nomination shall comprise self-nomination of clinicians 
from eligible Locality Executive Clinical Executives for the vacant 
position within a pre-notified time period; 

 
b) Eligibility – Eligibility shall comprise clinicians from the cohort of elected 

Clinical Leads who are from member practices who meet the eligibility 
requirements set out in the National Health Service (CCGs) Regulations 
2012 and any other applicable law or guidance; 

 
c) Appointment process – Appointment will be determined by 

assessment and interview competency based selection process for the 
vacant post.  The appointment panel will ensure representation from 
local GPs; 

 
d) Term of office - A term of office shall comprise three years; 
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e) Eligibility for reappointment - Reappointment following the nomination 

process and appointment process set out in sections 2.2.2 a) and 2.2.2 
c) respectively, shall be granted providing the clinician has not exceeded 
a maximum of two terms of office; 

 
f) Grounds for removal from office - Removal from office will be applied 

should the clinician in question be no longer a clinician from a member 
practice, be found to be in breach of the General Medical Council 
members’ or CCG’s Code of Conduct or found to be bringing the CCG 
into disrepute through their actions as a clinician either in their role in the 
CCG or elsewhere.  The mechanism for this removal will be by the 
governing body’s majority vote or through any nationally mandated 
mechanism; 

 
g) Notice period – The notice period for the role of Chair shall be no 

longer than six months confirmed in writing to the governing body. 
 

2.2.3. The Locality Executives Clinical Executives, as listed in paragraph 6.6.2 of 
WBCCG’s constitution, is subject to the following appointment process:  

 
a) Nominations – –Nomination shall comprise self-nomination of clinicians 

from eligible member practices for the vacant position during a pre-
notified time period; 

 
b) Eligibility – Eligibility shall comprise clinicians from the locality member 

practices who meet the eligibility requirements set out in the National 
Health Service (CCGs) Regulations 2012, and in line with paragraph 
6.6.2 above and any other applicable law or guidance.  It is expected 
that applicants will be working within a WBCCG member practice for a 
minimum of 2 sessions per week; 

 
c) Appointment process – The Clinical Lead  will be elected by GPs in the 

relevant locality currently registered by an appropriate body on a 
Performers List and employed or engaged by member practices, in 
accordance with a locally agreed and approved process; 

 
d) Term of office - A term of office shall comprise three years; 
 
e) Eligibility for reappointment - Reappointment following the nomination 

process and appointment process set out in sections 2.2.2 a) and 2.2.2 
c) respectively, shall be granted providing the clinician has not exceeded 
a maximum of two terms of office; 

 
f) Grounds for removal from office - Removal from office will be applied 

should the clinician in question be no longer a clinician from a member 
practice, be found to be in breach of the General Medical Council 
members’ or CCG’s Code of Conduct or found to be bringing the CCG 
into disrepute through their actions as a clinician either in their role in the 
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CCG or elsewhere.  The mechanism for this removal will be by the 
governing body’s majority vote; 

 
g) Notice period – The notice period for the role of a Clinical lead shall be 

no longer than six months confirmed in writing to the governing body and 
locality executive membership. 

 
2.2.4. The two lay members, as listed in paragraph 6.6.2 of WBCCG’s constitution, 

are subject to the following appointment process:  
 

a) Nominations – Nomination shall comprise initial expression of interest 
in writing and formal application for each of the respective vacant 
positions; 

 
b) Eligibility – Eligibility shall comprise any member of the public residing 

in the area covered by the CCG who meet the eligibility requirements set 
out in the National Health Service (CCGs) Regulations 2012 and any 
other applicable law or guidance; 

 
c) Appointment process – Appointment will be determined by interview 

on a competency based selection process for each respective specific 
lay member position; 

 
d) Term of office - A term of office shall comprise three years; 

 
e) Eligibility for reappointment - Reappointment following the nomination 

process and appointment process set out in sections 2.2.5 a) and 2.2.5 
c) respectively, shall be granted providing the lay member has not 
exceeded a maximum of three terms of office; 

 
f) Grounds for removal from office - Removal from office will be applied 

should the lay member in question be appointed to a further NHS body 
as either a lay member (or equivalent) or as Chair, be found to be 
bringing the CCG into disrepute through their actions as a lay member 
(in breach of the CCG’s code of conduct) either in their role in the CCG 
or elsewhere.  The mechanism for this removal will be by eligible 
governing body member majority vote; 

 
g) Notice period – The notice period for the role shall be three months 

confirmed in writing to the governing body. 
 

2.2.5. The one registered nurse, as listed in paragraph 6.6.2 of WBCCG’s 
constitution, is subject to the following appointment process:  

 
a) Nominations – Nomination shall comprise initial expression of interest 

in writing and subsequent formal application from the vacant position; 
 
b) Eligibility – Eligibility shall comprise an individual registered on the 

Nursing & Midwifery Council register who meets the eligibility 
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requirements set out in the National Health Service (CCGs) Regulations 
2012 and any other applicable law or guidance; 

 
c) Appointment process – Appointment will be determined by interview 

on a competency based selection process for the vacant position; 
 

d) Term of office - A term of office shall comprise three years; 
 

e) Eligibility for reappointment - Reappointment following the nomination 
process and appointment process set out in sections 2.2.6 a) and 2.2.6 
c) respectively, shall be granted providing the registered nurse has not 
exceeded a maximum of two terms of office; 

 
f) Grounds for removal from office - Removal from office will be applied 

should the registered nurse in question be no longer registered on the 
Nursing & Midwifery Council register or found to be bringing the CCG 
into disrepute through their actions as a registered nurse (in breach of 
the CCG’s code of conduct) either in their role in the CCG or elsewhere.  
The mechanism for this removal will be by eligible governing body 
member majority vote; 

 
g) Notice period – The notice period for the role shall be three months 

confirmed in writing to the governing body. 
 

2.2.6. The one secondary care specialist doctor, as listed in paragraph 6.6.2 of 
WBCCG’s constitution, is subject to the following appointment process:  

 
a) Nominations – Nomination shall comprise initial expression of interest 

in writing and subsequent formal application from eligible doctors for the 
vacant position; 

 
b) Eligibility – Eligibility shall comprise doctors currently registered with 

the General Medical Council who meet the eligibility requirements set 
out in the National Health Service (CCGs) Regulations 2012 and any 
other applicable law or guidance; 

 
c) Appointment process – Appointment will be determined by interview 

on a competency based selection process for the position; 
 

d) Term of office - A term of office shall comprise three years; 
 

e) Eligibility for reappointment - Reappointment following the nomination 
process and appointment process set out in sections 2.2.7 a) and 2.2.7 
c) respectively, shall be granted providing the secondary care specialist 
doctor has not exceeded a maximum of three terms of office; 

 
f) Grounds for removal from office - Removal from office will be applied 

should the secondary care specialist doctor in question be no longer be 
registered with the General Medical Council, be found to be in breach of 
the General Medical Council members’ or CCG’s Code of Conduct or 
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found to be bringing the CCG into disrepute through their actions as a 
clinician either in their role in the CCG or elsewhere.  The mechanism for 
this removal will be by eligible governing body member majority vote; 

 
g) Notice period – The notice period for the role shall be three months 

confirmed in writing to the governing body. 
 

2.2.7. The Accountable Officer, as listed in paragraph 6.6.2 of WBCCG’s 
constitution, is subject to the following appointment process:  

 
a) Nominations – Nomination shall comprise initial expression of interest 

in writing and formal application for the vacant position; 
 
b) Eligibility – Eligibility shall comprise any member of the public who 

meets the eligibility requirements set out in the National Health Service 
(CCGs) Regulations 2012 and any other applicable law or guidance; 

 
c) Appointment process – Appointment will be determined by interview 

on a competency based selection process for the position.  The name of 
the individual elected shall be submitted to the National Commissioning 
Board for approval.  Where a proposed accountable officer is not 
approved by the National Commissioning Board a further recruitment 
process shall be undertaken in order to identify another proposed 
accountable officer until such times as a candidate is elected who is 
acceptable to the National Commissioning Board; 

 
d) Term of office - A term of office shall be permanent and subject to the 

individuals employment contract with WBCCG; 
 

e) Eligibility for reappointment - Reappointment will proceed at the end 
of each term of office unless a notice period has been served or removal 
from office has been enforced; 

 
f) Grounds for removal from office - Removal from office will be applied 

should the Accountable Officer be in breach of their employment 
contract with the CCG; 

 
g) Notice period – The notice period for the role shall be in line with the 

employment contract held CCG. 
 

2.2.8. The Chief Finance Officer, as listed in paragraph 6.6.2 of WBCCG’s 
constitution, is subject to the following appointment process:  

 
a) Nominations – Nomination shall comprise initial expression of interest 

in writing and formal application for the vacant position; 
 
b) Eligibility – Eligibility shall comprise any member of the public who 

meets the eligibility requirements set out in the National Health Service 
(CCGs) Regulations 2012 and any other applicable law or guidance; 
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c) Appointment process – Appointment will be determined by interview 
on a competency based selection process for the position; 

 
d) Term of office - A term of office shall be permanent and subject to the 

individuals employment contract with WBCCG; 
 

e) Eligibility for reappointment - Reappointment will proceed at the end 
of each term of office unless a notice period has been served or removal 
from office has been enforced; 

 
f) Grounds for removal from office - Removal from office will be applied 

should the chief finance officer be in breach of their employment contract 
with the CCG; 

 
g) Notice period – The notice period for the role shall be in line with the 

employment contract held CCG. 
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3. MEETINGS OF WBCCG GOVERNING BODY  
 

3.1. Calling meetings 
 

3.1.1. Ordinary meetings of WBCCGs governing body shall be held at regular 
intervals at such times and places as WBCCG may determine. 

 
3.2. Agenda, supporting papers and business to be transacted 

 
3.2.1. Items of business to be transacted for inclusion on the agenda of a meeting 

need to be notified to the Chair of the meeting or the nominated representative 
at least 15 working days (i.e. excluding weekends and bank holidays) before 
the meeting takes place.  Supporting papers for such items need to be 
submitted at least 10 working days before the meeting takes place.  The 
agenda and supporting papers will be circulated to all members of a meeting 
at least 5 working days before the date the meeting will take place. 
 

3.2.2. Papers may be submitted to the governing body as parts 1 and parts 2 where 
part 2 papers are deemed sensitive and to be discussed in private. 

 
3.2.3. Agendas and certain papers for WBCCG’s governing body – including details 

about meeting dates, times and venues - will be published on WBCCG’s 
website at www.wiganboroughccg.nhs.uk 

 
3.3. Petitions 

 
3.3.1. Where a petition has been received by WBCCG, the Chair of the governing 

body shall include the petition as an item for the agenda of the next meeting of 
the governing body. 

 
3.4. Chair of a meeting 

 
3.4.1. At any meeting of WBCCG or its governing body or of a committee or sub-

committee, the Chair of WBCCGs governing body, committee or sub-
committee, if any and if present, shall preside.  If the Chair is absent from the 
meeting, the Deputy Chair, if any and if present, shall preside. 

 
3.4.2. If the Chair is absent temporarily on the grounds of a declared conflict of 

interest the Deputy Chair, if present, shall preside.  If both the Chair and 
Deputy Chair are absent, or are disqualified from participating, or there is 
neither a Chair or deputy a member of WBCCG, governing body, committee 
or sub-committee respectively shall be chosen by the members present, or by 
a majority of them, and shall preside. 

 
3.5. Chair's ruling 

 
3.5.1. The decision of the Chair of the governing body on questions of order, 

relevancy and regularity and their interpretation of the Constitution, standing 
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orders, scheme of reservation and delegation and prime financial policies at 
the meeting, shall be final. 

 
3.6. Quorum 

 
3.6.1. 51% of the clinical executives excluding the Chair must be present at 

meetings of the governing body.  Clinical Executives can send deputies and 
they must be clinicians. 
 

3.6.2. Two thirds of the voting governing body members must be present throughout, 
to make the meeting quorate. 

 
3.6.3. The Accountable Officer plus the Chief Finance Officer must also be present 

at meetings of the governing body.  Both the Accountable Officer and the 
Chief Finance Officer can send formally nominated deputies. 

 
3.6.4. Any deputies attending, including those nominated by Clinical Executives, 

must be formally notified as acting up and only in these circumstances do they 
count towards the quorum and have voting rights. 

 
3.6.5. There should always be one Lay Member in attendance. 

 
3.6.6. If through exclusion due to declared interests the quorum of the governing 

body is lost then details for dealing with these circumstances are detailed in 
the constitution at paragraphs 8.4.8 to 8.4.12. 

 
3.6.7. For all other of WBCCG’s governing body’s committees and sub-committees, 

the details of the quorum for these meetings and status of representatives are 
set out in the appropriate terms of reference 

 
3.7. Decision making 

 
3.7.1. Chapter 6 of WBCCG’s constitution, together with the scheme of reservation 

and delegation, sets out the governing structure for the exercise of WBCCG’s 
statutory functions.  Generally it is expected that at WBCCG’s governing body 
meetings decisions will be reached by consensus.  Should this not be possible 
then a vote of members will be required, the process for which is set out 
below: 

 
a) Eligibility – All formally appointed governing body members and 

formally nominated deputies acting in their place, see paragraph 3.6.3 
are eligible to vote.  Other attendees by invitation and deputies attending 
with and in addition to the formally appointed governing body members 
are not eligible to vote. 

 
b) Majority necessary to confirm a decision – the majority of those 

attending excluding the Chair; 
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c) Casting vote – The Chair of WBCCG governing body has the casting 
vote when there is no majority in a voting situation; 

 
d) Dissenting views - Dissenting views are to be recorded in the minutes.  

Should a vote be taken, the outcome of the vote and the method of 
voting must be recorded in the minutes of the meeting.  For all other of 
WBCCG’s governing body’s committees and sub-committee, the details 
of the process for holding a vote are set out in the appropriate terms of 
reference.  Should a vote be taken the outcome of the vote, and any 
dissenting views, must be recorded in the minutes of the meeting. 

 
3.7.2. For all of WBCCG’s committees and sub-committees, the details of the 

process for holding a vote are set out in the appropriate terms of reference. 
 

3.8. Emergency powers and urgent decisions 
 

3.8.1. Subject to the agreement of the Chair, and subject also to 3.8.3 a member of 
the governing body may give written notice of an emergency motion after the 
issue of the notice of the meeting and agenda, up to one hour before the time 
fixed for the meeting.  The notice shall state the grounds of urgency.  Any 
such item shall be declared to the governing body at the commencement of 
the business of the meeting as an additional item included on the agenda.  
The Chair’s decision to include or refuse such an item shall be final and 
should be minuted. 

 
3.8.2. The motions procedure at and during a meeting is as follows: 

 
a) Who may propose – A motion may be proposed by the Chair of the 

meeting or any member present.  It must be seconded by another 
member. 

 
b) Content of motions – The Chair may exclude from the debate at his or 

her discretion any such motion of which notice was not given on the 
notice summoning the meeting other than a motion relating to: 

i) the receipt of a report; 
ii) consideration of any item of business before the governing 

body; 
iii) the accuracy of minutes; 
iv) that the governing body proceed to next business; 
v) that the governing body adjourn; 
vi) that the question now be put. 
 

c) Amendments to motions – A motion for amendment shall not be 
discussed unless it has been proposed and seconded.  Amendments to 
motions shall be moved relevant to the motion, and shall not have the 
effect of negating the motion before the governing body.  If there are a 
number of amendments, they shall be considered one at a time.  When 
a motion has been amended, the amended motion shall become the 
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substantive motion before the meeting, upon which any further 
amendment may be moved.  

 
d) Withdrawing a motion – A motion, or an amendment to a motion, may be 

withdrawn. 
 

3.8.3. The governing body can delegate emergency powers and urgent decisions to 
the Accountable officer. 

 
3.9. Suspension of Standing Orders in the Conduct of the Meeting 

 
3.9.1. Except where it would contravene any statutory provision or any direction 

made by the Secretary of State for Health or the NHS Commissioning Board, 
any part of these standing orders may be suspended at any meeting, provided 
all members are in agreement. 

 
3.9.2. A decision to suspend standing orders together with the reasons for doing so 

shall be recorded in the minutes of the meeting. 
 

3.9.3. A separate record of matters discussed during the suspension shall be kept. 
These records shall be made available to the governing body’s Audit 
Committee for review of the reasonableness of the decision to suspend 
standing orders. 

 
3.10. Record of Attendance 

 
3.10.1. The names of all members of the meeting present at the meeting shall be 

recorded in the minutes of WBCCG’s meetings. The names of all members of 
the governing body present shall be recorded in the minutes of the governing 
body meetings.  The names of all members of the governing body’s 
committees / sub-committees present shall be recorded in the minutes of the 
respective governing body committee  and sub-committee meetings. 

 
3.11. Minutes 

 
3.11.1. The minutes of the proceedings of a meeting shall be drawn up and submitted 

for agreement at the next meeting where they will be signed by the meeting 
person presiding (Chair).  No discussion shall take place upon the minutes 
except upon their accuracy or where the Chair considers discussion 
appropriate.  Any amendment to the minutes shall be agreed and recorded at 
the next meeting. 

 
3.11.2. The names of officers and staff in attendance at the meetings shall be 

recorded including that of the person responsible for the drafting of the 
minutes. 

 
3.11.3. Meeting minutes for the public section of the governing body shall be made 

available to the public following governing body approval, on WBCCG’s 
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website at www.wiganboroughccg.nhs.uk and are available on request at the 
CCG headquarters, at the following address: 

 
Wigan Borough CCG 
Wigan Life Centre 
College Avenue 
Wigan 
WN1 1NJ 
 

3.12. Admission of public and the press 
 

3.12.1. The public and representatives of the press shall be afforded facilities to 
attend the Annual General Meeting of WBCCG to present the annual report. 

 
3.12.2. Meetings of the governing body must be held in public unless the governing 

body considers that it is not in the public interest to permit members of the 
public to attend a meeting or part of a meeting54.  The public and 
representatives of the press shall be afforded facilities to attend all governing 
body meetings but shall be required to withdraw if the governing body 
exercises its discretion to exclude them. 

 
3.12.3. The Chair (or person presiding the meeting) shall give such directions as they 

think fit in regard to the arrangements for meetings and accommodation of the 
public and representatives of the press such as to ensure that the governing 
body’s business shall be conducted without interruption and disruption, and 
without prejudice to the power to exclude on grounds of the confidential nature 
of the business to be transacted.  

 
3.12.4. The Chair may exclude any member of the public or press from the meeting if 

he or she is interfering with or preventing the reasonable conduct of the 
meeting. 

 
3.12.5. Members of the governing body who preside over governing body business 

transacted of a confidential nature are not permitted to disclose the 
confidential contents of papers or minutes, or content of any discussion at 
meetings on these topics, outside the CCG without express permission of 
WBCCG or its governing body. 

 
4. APPOINTMENT OF COMMITTEES AND SUB-COMMITTEES 

 
4.1. Appointment of Committees and Sub-Committees 

 
4.1.1. WBCCG may appoint committees and sub-committees of WBCCG, subject to 

any regulations made by the Secretary of State55, and make provision for the 
appointment of committees and sub-committees of its governing body. Where 
such committees and sub-committees of WBCCG, or committees and sub-

                                                                 
54  See section 14Z15(6) of the 2006 Act (inserted by section 26 of the 2012 Act) and paragraphs 4 and 

8 of Schedule 1A of the 2006 Act (inserted by Schedule 2 of the 2012 Act) 
55  See section 14N of the 2006 Act, inserted by section 25 of the 2012 Act 
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committees of its governing body, are appointed they are included in Chapter 
6 of WBCCG’s Constitution.  

 
4.1.2. Other than where there are statutory requirements, such as in relation to the 

governing body’s Audit committee or Remuneration committee, WBCCG shall 
determine the membership and Terms of Reference of committees and sub-
committees and shall, if it requires, receive and consider reports of such 
committees at the next appropriate meeting of WBCCG.  

 
4.1.3. The provisions of these standing orders shall apply where relevant to the 

operation of the governing body, the governing body’s committees and sub-
committee and all committees and sub-committees unless stated otherwise in 
the committee or sub-committee’s Terms of Reference. 

 
4.2. Terms of Reference 

 
4.2.1. Terms of Reference shall have effect as if incorporated into the Constitution 

and shall be added to this document as an appendix. 
 

4.3. Delegation of Powers by Committees to Sub-committees 
 

4.3.1. Where committees are authorised to establish sub-committees they may not 
delegate executive powers to the sub-committee unless expressly authorised 
by the governing body of WBCCG. 

 
4.4. Approval of Appointments to Committees and Sub-Committees 

 
4.4.1. WBCCG shall approve the appointments to each of the committees and sub-

committees which it has formally constituted. WBCCG shall agree such 
travelling or other allowances as it considers appropriate. 

 
5. DUTY TO REPORT NON-COMPLIANCE WITH STANDING 

ORDERS AND PRIME FINANCIAL POLICIES 
 

5.1. If for any reason these standing orders are not complied with, full details of the 
non-compliance and any justification for non-compliance and the circumstances 
around the non-compliance, shall be reported to the next formal meeting of the 
governing body for action or ratification. All members of WBCCG and staff have 
a duty to disclose any non-compliance with these standing orders to the 
Accountable Officer as soon as possible.  
 

6. USE OF SEAL AND AUTHORISATION OF DOCUMENTS 
   

6.1. CCG’s seal  
 

6.1.1. WBCCG may have a seal for executing documents where necessary.  The 
following individuals or officers are authorised to authenticate its use by their 
signature:  
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a) the Accountable Officer; 
 
b) the Chair of the governing body; 

 
c) the Chief Finance Officer. 

 
6.2. Execution of a document by signature 

 
6.2.1. The following individuals are authorised to execute a document on behalf of 

WBCCG by their signature: 
 

a) the Accountable Officer 
 
b) the Chair of the governing body 

 
c) the Chief Finance Officer 

 
7. OVERLAP WITH OTHER CCG POLICY STATEMENTS / 

PROCEDURES AND REGULATIONS 
 

7.1. Policy statements: general principles 
 

7.1.1. WBCCG will from time to time agree and approve policy statements / 
procedures which will apply to all or specific groups of staff employed by NHS 
Wigan Borough CCG.  The decisions to approve such policies and procedures 
will be recorded in an appropriate governing body minute and will be deemed 
where appropriate to be an integral part of WBCCG’s standing orders. 
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APPENDIX D – SCHEME OF RESERVATION & DELEGATION 
 

 
1. SCHEDULE OF MATTERS RESERVED TO THE CCG AND 

SCHEME OF DELEGATION 
 
1.1. The arrangements made by WBCCG as set out in this scheme of reservation 

and delegation of decisions shall have effect as if incorporated in WBCCG’s 
constitution. 
 

1.2. The CCG remains accountable for all of its functions, including those that it has 
delegated.
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Delegated Authority 
If the Accountable Officer is absent powers delegated to them may be exercised by the nominated officer(s) acting 
in their absence after taking appropriate financial advice, two directors will be required to ratify any decisions within 
the Accountable Officers thresholds. 

 
Delegated Matters 

DELEGATED MATTER DELEGATED TO OPERATIONAL 
RESPONSIBILITY 

1.  Audit Arrangements   

a) Advise the governing body on Internal and External 
Audit Services and appointment of providers, ensuring 
that the CCG has a technically competent Internal Audit 
Function 

Audit Committee  Chief Finance Officer  

b) Monitor and review the effectiveness of the internal audit 
function. 

Audit Committee Chief Finance Officer  

c) Review, appraise and report in accordance with 
Government Internal Audit Standards and best practice. 

Audit Committee Head of Internal Audit 

d) Provide an independent and objective view on internal 
control and probity. 

Audit Committee Internal Audit / External Audit 

e) Ensure cost-effective audit service Audit Committee Chief Finance Officer  

f) Implement recommendations 

g) Review annual plan and report from Internal Audit   

h) Review and sign the Statement of Internal Control and 
Letter of Representation 

Chief Finance Officer 

Audit Committee 

Accountable Officer 

Relevant Officers  

2. Bank/OPG Accounts/Cash (Excluding Charitable Fund (Funds Held on Trust) Accounts) 

a) Operation: 
 Managing banking arrangements and 

operation of bank accounts (Governing 
body approves arrangements) 

 

Chief Finance Officer  

 
 
Deputy Director of Finance 

 Opening bank accounts 

 Approve and apply arrangements for the 
electronic transfer of funds 

 Authorisation of: 

 - RFT schedules 
 - BACS schedules 
 - Automated cheque schedules 
        - Manual cheques 

b)  Petty Cash and income – put in place secure systems 
for ensuring proper recording, invoicing and collection of all 
monies, and ensuring the safe handling of all cash 

 

c)  Approving and reviewing fees and charges other than 
those nationally defined 

Chief Finance Officer  

Chief Finance Officer  

 

Chief Finance Officer  

 

 

 

Chief Finance Officer  

 

 

 

Chief Finance Officer 

 

Deputy Director of Finance  

To be completed in accordance with bank 
mandate/internal procedures 

To be completed in accordance with bank 
mandate/internal procedures 

 

 

Deputy Director of Finance  

 

 

 

Deputy Director of Finance  

 

3. Commissioning and Contracts 

a)  Produce an annual commissioning plan that explains 
how the CCG proposes to discharge its financial duties (A 
commissioning strategy) 

 

b) Negotiation of contracts 

Finance and Performance 
Committee 

 

 

Finance and Performance 
Committee 

Chief Finance Officer 

 

 

 

Chief Finance Officer 

c) Quantifying and monitoring out of area treatments Chief Finance Officer   Deputy Director of Finance  

d) Reporting actual and forecast income Finance and Performance 
Committee 

Chief Finance Officer 

e) Costing Contracts Finance and Performance 
Committee

Chief Finance Officer 

f) Reference costing / Payment by Results Finance and Performance 
Committee

Chief Finance Officer 

g) Ad hoc costing relating to changes in activity, Finance and Performance Chief Finance Officer 
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DELEGATED MATTER DELEGATED TO OPERATIONAL 
RESPONSIBILITY 

developments, business cases and bids for funding Committee

h) Ensure CCG enters into suitable contracts for the 
provision of NHS services. 

Finance and Performance 
Committee 

Chief Finance Officer 

i) Ensure arrangements for the provision of services by 
providers have regard for quality and cost effectiveness. 

Finance and Performance 
Committee 

Chief Finance Officer 

j) Sound system of financial monitoring to ensure effective 
accounting of expenditure under contracts.  Including 
suitable audit trail but maintaining patient confidentiality. 

k) Production of Regular reports for actual and forecast 
expenditure for each contract 

Finance and Performance 
Committee  

 

Finance and Performance 
Committee  

Chief Finance Officer 

 

 

Chief Finance Officer 

4.  Complaints (Patients & Relatives)   

a) Overall responsibility for ensuring that all complaints 
are dealt with effectively 

Accountable Officer  

b) Responsibility for ensuring complaints relating to a 
division / department are investigated thoroughly. 

Accountable Officer  

   

5. Confidential Information   

a) Review of the CCGs compliance with the Caldicott 
report on protecting patients’ confidentiality in the NHS 

Accountable Officer  

b) Freedom of Information Act compliance code Accountable Officer  

6. Data Protection Act   

a) Review of CCG’s compliance Accountable Officer  

7. Declaration of Interest   

a) Maintaining a register of interests Accountable Officer  

b) Declaring relevant and material interest All staff  

8. Financial Planning / Budgetary Responsibility  

a)  Budget Setting:   
 Submit budgets to the governing body Finance and Performance 

Committee 

 

Chief Finance Officer   

   

b) Budget Monitoring: 

 Devise and maintain systems of budgetary 
control. 

 

Chief Finance Officer   

 

Deputy Director of Finance 

 Monitor performance against budget and 
report to the governing body and NHS 
Commissioning Board in the required format 

Finance and Performance 
Committee 

 

Chief Finance Officer   

 Delegate budgets to budget holders Accountable Officer Chief Finance Officer 

 Ensuring adequate training is delivered to 
budget holders to facilitate their management 
of the allocated budget. 

Chief Finance Officer   Deputy Director of Finance  

 Submit in accordance with the  requirements for 
financial monitoring returns 

Chief Finance Officer   Deputy Director of Finance  

 Identify and implement cost improvements 
and income generation activities in line with 
the Business Plan 

 Work with budget managers and Senior 
management across the Health economy to 
identify, cost and deliver QIPP schemes 

Finance and Performance 
Committee 

 

Finance and Performance 
Committee 

 

All budget holders 

 

 

Chief Finance Officer 

c) Annual Accounts and Year end:  

 
 Produce Annual Accounts in accordance 

with statutory obligations by the deadlines 

 

 

Chief Finance Officer   

 

 

Deputy Director of Finance  
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DELEGATED MATTER DELEGATED TO OPERATIONAL 
RESPONSIBILITY 

set by the NHS Commissioning Board 

 Review and adopt the CCGs Annual reports and 
accounts 

 Receive the annual management letter from the 
External Auditor 

 

 

Audit Committee 

 

Audit Committee 

 Produce the CCGs Annual Report 

 Receive the CCGs Annual report and 
Accounts 

 Publish the External Auditors management 
letter on the website 

Accountable Officer 

Governing body 

 

Chief Finance Officer 

 

 

 

Deputy Director of Finance 

 

d)  Budget Responsibilities 

Ensure that  
 no overspend or reduction of income that 

cannot be met from virement is incurred 
without prior consent of Finance and 
Performance Committee 

 approved budget is not used for any other 
than specified purpose subject to rules of 
virement; 

 no permanent employees are appointed 
without the approval of the Accountable 
Officer other than those provided for within 
available resources and manpower 
establishment. 

 

Finance and Performance 
Committee   

 

Chief Finance Officer  

e) Authorisation of Virement: 

 It is not possible for any officer to vire from non-
recurring headings to recurring budgets or from capital to 
revenue / revenue to capital.  Virement between different 
budget holders requires the agreement of both parties.  

 

f) Cash draw down 

Ensuring that cash drawn down is used for 
approved expenditure and is drawn down at the 
time of need 

 

 

Chief Finance Officer 

 

 

 

 

 

Chief Finance Officer 

Between agreed budgets 

Directorate Manager<£10000 

Directorate Director <£50000 

Accountable Officer >£50000 

 

 

Deputy Director of Finance 

9.  Financial Procedures and Systems   

a) Ensure that the CCG has a financial system that will 
enable it to produce all relevant financial information 

 

b) Maintenance & Update Financial Procedures 

Chief Finance Officer Deputy Director of Finance 

Responsibilities:-. 

 Ensure that adequate records are 
maintained to explain transactions and 
financial position.  

 Ensure that appropriate statutory records 
are maintained. 

 Designing and maintaining compliance 
with all financial systems 

 Reviewing breaches of policy 

 Ensure that all managers have access to 
the up to date policies and training on them 
to allow them to carry out their role 
effectively 

Chief Finance Officer Deputy Director of Finance 

10. Fire precautions   
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DELEGATED MATTER DELEGATED TO OPERATIONAL 
RESPONSIBILITY 

a) Ensure that the Fire Precautions and prevention policies 
and procedures are adequate and that fire safety and 
integrity of the estate is intact. 

 

 Facilities manager 

11. Fraud    

a)  Monitor and ensure compliance with Secretary of State 
Directions on fraud and corruption including the 
appointment of the Local Counter Fraud Specialist. 

Audit Committee   Local Counter Fraud Specialist. 

b) Notify Counter Fraud and Security Management Service 
and External Audit of all suspected frauds 

c) Receive an Annual Plan and Annual  Report from the 
LCFS and agree on recommended actions 

Chief Finance Officer   

 

Audit Committee 

Local Counter Fraud Specialist. 

12. Health and Safety   

a) Review of all statutory compliance with legislation and 
Health and Safety requirements including control of 
Substances Hazardous to Health Regulations 

 Facilities Manager 

13. Hospitality/Gifts   

a) Develop and maintain a policy on Gifts and Hospitality 

b)Communicating the policy to staff 

b) Keeping of hospitality register 

Accountable Officer 

Accountable Officer 

Accountable Officer 

Chief Finance Officer 

c) Declaring relevant and material interest All staff  

14.  Information Management & Technology  

a) Developing systems in accordance with the CCG’s 
IM&T Strategy. 

b) Implementing new systems, ensuring they are 
developed in a controlled manner and thoroughly tested. 

c) Seeking third party assurances regarding financial 
systems operated externally. 

Chief Finance Officer 

 

Chief Finance Officer 

 

Chief Finance Officer 

 

d) Ensure that contracts for computer services for 
financial applications define responsibility re security, 
privacy, accuracy, completeness and timeliness of data 
during processing and storage. 

Chief Finance Officer   

e) Ensure that risks from use of IT are identified and 
considered and that disaster recovery plans are in place. 

Chief Finance Officer   

15.  Legal Proceedings   

a) Engagement of  Solicitors / Legal Advisors Accountable Officer  

b) Approve and sign all documents which will be 
necessary in legal proceedings, i.e. executed as a deed. 

Accountable Officer   

c) Sign any agreement or document not requested to 
be executed as a deed. 

Accountable Officer   

16.  Losses, Write-off & Compensation   

a) Prepare procedures for recording and accounting for 
losses and special payments including preparation of a 
Fraud Response Plan and informing Counter Fraud 
Management Services  of frauds 

Accountable Officer Chief Finance Officer 

  
 

Chief Finance Officer  

 

 

Deputy Director of Finance  
 

b) A register of all of the payments should be maintained by 
the Finance Department and made available for inspection 
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DELEGATED MATTER DELEGATED TO OPERATIONAL 
RESPONSIBILITY 

 

c) A report of all of the above payments should be 
presented to the Audit Committee for approval 

 

Audit Committee 

 

Chief Finance Officer 

17. Meetings   

a) Calling meetings of the governing body Chairman  

b) Chair all governing body meetings and 
associated responsibilities 

Chairman Chairman 

18. Non Pay Expenditure    

a) Maintenance of a list of managers authorised to place 
requisitions/orders and accept goods  

Chief Finance Officer   

b) Obtain the best value for money when requisitioning 
goods / services 

Budget holder 

 
 

c)   Non-Pay Expenditure for which no specific budget has 
been set up and which is not subject to funding under 
delegated powers of virement. (Subject to the limits 
specified above in (a) 

Accountable Officer 

 

Chief Finance Officer   

d) Develop and maintain systems for the payment of 
accounts 

Chief Finance Officer   Deputy Director of Finance   

e) Prompt payment of accounts  Chief Finance Officer   Deputy Director of Finance   

f) Approve prepayment arrangements Chief Finance Officer   Deputy Director of Finance   

19. Personnel & Pay   

a) Put in place an effective payroll system 

 

b) Set out comprehensive procedures for the effective 
processing of payroll 

 

c) Nomination of officers to enter into contracts of 
employment regarding staff, agency staff or consultancy 
service contracts 

Chief Finance Officer   

 

Chief Finance Officer   

 

 

Accountable Officer 

 

Deputy Director of Finance   

 

Deputy Director of Finance   

 

 

Deputy/ Associate Directors 

d) Develop Human resource policies and strategies for 
approval by the governing body including training, industrial 
relations. 

Directors  

e) Authority to fill funded post on the establishment with 
permanent staff. 

Directors  Heads of Department in accordance with  
policy 

f) All requests for re-grading shall be dealt with in 
accordance with CCG Procedure 

  

g) Establishments 

 Additional staff to the agreed establishment with 
specifically allocated finance. 

 

Chief Finance Officer  

 

Deputy Director of Finance   

 Additional staff to the agreed establishment 
without specifically allocated finance. 

Accountable Officer Chief Finance Officer  

 Self-financing changes to an establishment Chief Finance Officer  Deputy Director of Finance   

 

h) Pay   

 Presentation of proposals to the governing body 
for the setting of remuneration and conditions of 
service for those staff not covered by the 
Remuneration Committee. 

Accountable Officer  
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DELEGATED MATTER DELEGATED TO OPERATIONAL 
RESPONSIBILITY 

i)  Maintain lists of those with authority to complete standing 
data forms effecting pay, new starters, variations and 
leavers, SVLs, authorise overtime, approve expense claims 

Chief Finance Officer Deputy Director of Finance 

j) Annual  Leave (Note entitlement may be taken in hours) Director Refer to Annual Leave Policy 

 Approval of annual leave Departmental Manager/ Service Leads 

 Annual leave - approval of carry forward (up to 
maximum of 5 days)  

 Heads of Department/ Service Leads 

 Annual leave – approval of carry forward over 5 
days (to occur in exceptional circumstances 
only) 

Accountable Officer  

k) Put in place a policy for all other leave including special 
leave, sick leave, leave without pay, medical leave of 
absence, time off in lieu, maternity leave, study leave, 
removal expenses 

  

l) Disciplinary and Grievance Procedure – put in place a 
grievance procedure 

   

m) Agree a policy for travel and subsistence expenses  Chief Finance Office Deputy Director of Finance 

n) Agree a Staff Retirement Policy   

 Authorisation of extensions of contract 
beyond normal retirement age in 
exceptional circumstances 

Accountable Officer 

 

 

 Authorisation of return to work in part time 
capacity under the flexible retirement 
scheme. 

Accountable Officer 

 

 

o) Authorise redundancy proposals  Governing body  

p) Ensure that all employees are issued with a Contract of 
employment in a form approved by the governing body and 
which complies with employment legislation. 

  

q) Engagement of staff not on the establishment (agency 
and consultants) 

  

 

20. Quotation, Tendering & Contract Procedures 
 

a) Services - Ensuring best value for money is 
demonstrated for all services provided under contract or in-
house 

 

Accountable Officer 

 

 

b) Nominate officers to oversee and manage the contract  Accountable Officer 

 

 

c) Competitive Tenders: 

 Set Authorisation Limits 

 

Accountable Officer 

 
 
 

 Maintain a register to show each set of 
competitive tender invitations despatched. 

Accountable Officer 

 

Relevant Director 

 Receipt and custody of tenders prior to 
opening  

Accountable Officer Relevant Director 

 Opening Tenders  Accountable Officer Relevant Director 

 Decide if late tenders should be considered Accountable Officer Relevant Director 

 Ensure that appropriate checks are carried 
out as to the technical and financial capability 
of the firms invited to tender or quote. 

Accountable Officer 

 

Relevant Director 

c) Quotations – set authorisation limits and 
procedure for requesting,  monitoring and 
agreeing quotes 

Accountable Officer 

 

 

d) Waiving the requirement to request – set a 
policy for waiving tenders and quotes and 
tenders 

 

Chief Finance officer 
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DELEGATED MATTER DELEGATED TO OPERATIONAL 
RESPONSIBILITY 

e) Approve waiving of quotes and tender Audit Committee 

21. Records   

a) Review  compliance with the Records Management 
Code of Practice  

b) Put in place systems to ensure effective responses to 
Freedom of Information request 

Accountable Officer 

 

Accountable Officer 

 

c) Ensuring the form and adequacy of the financial 
records of all departments 

Chief Finance Officer   Deputy Director of Finance   

22. Reporting of Incidents to the Police   

a) Where a criminal offence is suspected 
 criminal offence of a violent nature 
 arson or theft 
 other 

Accountable Officer Manager/ Head of Department/ Service 
Lead  

b) Where a fraud is involved (reporting to the 
Directorate of Counter Fraud Services) 

Chief Finance Officer Chief Internal Auditor / Local Counter 
Fraud Specialist 

c) Deciding at what stage to involve the police in 
cases of misappropriation and other irregularities 
not involving fraud or corruption. 

Chief Finance Officer    

23.        Risk Management   

 Ensuring the CCG has a Risk Management 
and Business Continuity Strategy and a 
programme of risk management 

 Annual approval of business continuity and 
risk management strategy 

Accountable Officer    

 

Accountable Officer    

 

 Developing systems for the management of 
risk. 

Accountable Officer     

 Developing incident and accident reporting 
systems 

Accountable Officer     

 Compliance with the reporting of incidents 
and accidents 

Accountable  Officer  
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 Proposed Financial Limits (Subject to funding available in 

budget)   Includes:- 
1 CHARITABLE FUNDS   

 Not applicable to CCG as we do not administer 
Charitable Funds    

2 GIFTS AND HOSPITALITY £25  

3. LITIGATION CLAIMS    

 Governing body Over £1,000,000 
Medical Negligence and other litigation 
payments made on the advice of NHSLA 

 Accountable Officer (ratified by governing body) £50,001 - £1,000,000 

 Chief Finance Officer  Up to £50,000 

4. LOSSES AND SPECIAL PAYMENTS   

 Governing body 
 
 

£250,000 and above 
 
 

Losses 
Fruitless payments (including abandoned 
capital schemes) 
Other Losses 
Losses of cash due to theft, fraud, 
overpayment and others 
Bad debts and claims abandoned 
Damage to buildings, fittings, furniture and 
equipment and loss of equipment and 
property in stores and in use due to culpable 
causes (e.g. fraud, theft, arson etc.) 

 Accountable Officer/ Chief Finance Officer – to be 
ratified by Audit Committee 
 

£5,000 up to £250,000 
 

 Chief Finance Officer  - to be ratified by Audit 
Committee 
 

£5,000 

5. PETTY CASH DISPURSEMENTS (authority to pay)  
 Relevant Director Over £50 Sundry Exchequer Items, Patients’ Monies  

 Petty Cash Imprest Holder Up to £50  

6. REQUISITIONING GOODS AND SERVICES AND APPROVING PAYMENTS 

6.1 Non Pay costs and agency staff  except those listed below as having separate arrangements:- 

 Governing body Over £100,000  

 Accountable Officer Up to £100,000 

 

 Chief Finance Officer Up to £50,000 

 Deputy/ Associate Director of Finance Up to £30,000 

 Other Directors Up to £30,000 

 Assistant Directors Up to £10,000 

 
Other budget holders Up to £2,000 



 
 

 
NHS Wigan Borough CCG’s Constitution  - 63 - 
Version: 5 | NHS Commissioning Board Effective Date: 1st April 2013 
 

 Proposed Financial Limits (Subject to funding available in 
budget)   Includes:- 

  
Authorised officers above can make arrangements to increase an individual 
budget holder limit if the £2000 limit is restrictive considering the types of 
invoices requiring authorisation. This must be agreed by the relevant Director. 
 
These limits don’t apply if a contract has been signed for the supply of goods or 
services (including NHS services). Where there is a signed contract the budget 
holder can sign up to the value of the contract.  

6.2 Removal Expenses:-  

 Governing body Over £8,000  

 
Relevant  Director 

Up to £8,000 
  

7. QUOTATIONS AND TENDERS   

 
 Head of Department/ Service Leads as appropriate      

Up to £20,000 to 
£50,000 

Quotations:  Obtaining a minimum of 3 
written quotations for goods/services. 

 

Two officers as per the approved signatory list 
(Accountable Officer/ Chief Finance Officer) 

Over £[50,000]  
(in compliance with EC 
Directives as 
appropriate updated 
January 2010) 

Competitive Tenders: Obtaining a minimum 
of 3 written competitive tenders for 
goods/services. 

    

 EU Limits Supplies and Services 
£101,323  
Works £3,927,260 * 
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APPENDIX E – PRIME FINANCIAL POLICIES 
 

1. INTRODUCTION 
 

1.1. General 
 

1.1.1. These prime financial policies and supporting detailed financial policies shall 
have effect as if incorporated into WBCCG’s constitution. 

 
1.1.2. The prime financial policies are part of WBCCG’s control environment for 

managing the organisation’s financial affairs. They contribute to good corporate 
governance, internal control and managing risks. They enable sound 
administration; lessen the risk of irregularities and support commissioning and 
delivery of effective, efficient and economical services. They also help the 
Accountable Officer and Chief Finance Officer to effectively perform their 
responsibilities. They should be used in conjunction with the scheme of 
reservation and delegation found at Appendix D. 

 
1.1.3. In support of these prime financial policies, WBCCG has prepared more detailed 

policies, approved by the Chief Finance Officer, known as detailed financial 
policies. WBCCG refers to these prime and detailed financial policies together as 
the CCG’s financial policies. 

 
1.1.4. These prime financial policies identify the financial responsibilities which apply to 

everyone working for WBCCG and its constituent organisations. They do not 
provide detailed procedural advice and should be read in conjunction with the 
detailed financial policies.  The Chief Finance Officer is responsible for approving 
all detailed financial policies.  
 

1.1.5. A list of WBCCG’s detailed financial policies will be published and maintained on 
WBCCG’s website at www.wiganboroughccg.nhs.uk. 

 
1.1.6. Should any difficulties arise regarding the interpretation or application of any of 

the prime financial policies then the advice of the Chief Finance Officer must be 
sought before acting.  The user of these prime financial policies should also be 
familiar with and comply with the provisions of WBCCG’s constitution, standing 
orders and scheme of reservation and delegation.  
 

1.1.7. Failure to comply with prime financial policies and standing orders can in certain 
circumstances be regarded as a disciplinary matter that could result in dismissal. 

 
1.2. Overriding Prime Financial Policies 

 
1.2.1. If for any reason these prime financial policies are not complied with, full details 

of the non-compliance and any justification for non-compliance and the 
circumstances around the non-compliance shall be reported to the next formal 
meeting of the governing body’s audit committee for referring action or 
ratification.  All of WBCCG’s members and employees have a duty to disclose 
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any non-compliance with these prime financial policies to the chief finance 
officer as soon as possible. 
 

1.3. Responsibilities and delegation 
 

1.3.1. The roles and responsibilities of CCGs members, employees, members of the 
governing body, members of the governing body’s committees and sub-
committees, members of WBCCG’s committee and sub-committee and persons 
working on behalf of WBCCG are set out in chapters 6 and 7 of this constitution. 

 
1.3.2. The financial decisions delegated by members of WBCCG are set out in 

WBCCG’s Scheme of Reservation and Delegation (see Appendix D). 
 

1.4. Contractors and their employees 
 

1.4.1. Any contractor or employee of a contractor who is empowered by WBCCG to 
commit WBCCG to expenditure or who is authorised to obtain income shall be 
covered by these instructions.  It is the responsibility of the Accountable Officer 
to ensure that such persons are made aware of this. 
 

1.5. Amendment of Prime Financial Policies 
 

1.5.1. To ensure that these prime financial policies remain up-to-date and relevant, the 
Chief Finance Officer will review them at least annually. Following consultation 
with the Accountable Officer and scrutiny by the governing body’s Audit 
Committee, the Chief Finance Officer will recommend amendments, as fitting, to 
the governing body for approval.  As these prime financial policies are an integral 
part of WBCCG’s constitution, any amendment will not come into force until 
WBCCG applies to the NHS Commissioning Board and that application is 
granted.  
 

2. INTERNAL CONTROL 
 

POLICY – WBCCG will put in place a suitable control environment and effective 
internal controls that provide reasonable assurance of effective and efficient 
operations, financial stewardship, probity and compliance with laws and policies 

 
2.1. The governing body is required to establish an audit committee with terms of 

reference agreed by the governing body (see paragraph 6.6.3(a) of WBCCG’s 
constitution for further information). 

 
2.2. The Accountable Officer has overall responsibility for WBCCG’s systems of 

internal control. 
 

2.3. The Chief Finance Officer will ensure that: 
 

a) financial policies are considered for review and update annually; 
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b) a system is in place for proper checking and reporting of all breaches of 
financial policies; and 

 
c) a proper procedure is in place for regular checking of the adequacy and 

effectiveness of the control environment. 
 

3. AUDIT 
 

POLICY – WBCCG will keep an effective and independent internal audit function 
and fully comply with the requirements of external audit and other statutory 
reviews 

 
3.1. In line with the terms of reference for the governing body’s audit committee, the 

person appointed by WBCCG to be responsible for internal audit and the Audit 
Commission appointed external auditor will have direct and unrestricted access 
to audit committee members and the Chair of the governing body, Accountable 
Officer and Chief Finance Officer for any significant issues arising from audit 
work that management cannot resolve, and for all cases of fraud or serious 
irregularity. 

 
3.2. The person appointed by WBCCG to be responsible for internal audit and the 

external auditor will have access to the audit committee and the Accountable 
Officer to review audit issues as appropriate. All audit committee members, Chair 
of the governing body and the Accountable Officer will have direct and 
unrestricted access to the Head of Internal Audit and External Auditors.  
 

3.3. The Chief Finance Officer will ensure that: 
 

a) WBCCG has a professional and technically competent internal audit 
function; and 

 
b) the governing body and the governing body’s audit committee approve any 

changes to the provision or delivery of assurance services to WBCCG. 
 

4. FRAUD AND CORRUPTION 
 

POLICY – WBCCG requires all staff to always act honestly and with integrity to 
safeguard the public resources they are responsible for. WBCCG will not tolerate 
any fraud perpetrated against it and will actively chase any loss suffered 

 
4.1. The governing body’s audit committee will satisfy itself that WBCCG has 

adequate arrangements in place for countering fraud and shall review the 
outcomes of counter fraud work. It shall also approve the counter fraud work 
programme. 

 
4.2. The governing body’s audit committee will ensure that WBCCG has 

arrangements in place to work effectively with NHS Protect. 
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5. EXPENDITURE CONTROL  
 

5.1. WBCCG is required by statutory provisions56 to ensure that its expenditure does 
not exceed the aggregate of allotments from the NHS Commissioning Board and 
any other sums it has received and is legally allowed to spend.   
 

5.2. The Accountable Officer has overall executive responsibility for ensuring that 
WBCCG complies with certain of its statutory obligations, including its financial 
and accounting obligations, and that it exercises its functions effectively, 
efficiently and economically and in a way which provides good value for money. 

 
5.3. The Chief Finance Officer will: 
 

a) provide reports in the form required by the NHS Commissioning Board; 
 

b) ensure money drawn from the NHS Commissioning Board is required for 
approved expenditure only is drawn down only at the time of need and 
follows best practice;  

 
c) be responsible for ensuring that an adequate system of monitoring financial 

performance is in place to enable WBCCG to fulfil its statutory responsibility 
not to exceed its expenditure limits, as set by direction of the NHS 
Commissioning Board. 

 
6. ALLOTMENTS57  

 
6.1. WBCCG’s Chief Finance Officer will: 
6.2.  

a) periodically review the basis and assumptions used by the NHS 
Commissioning Board for distributing allotments and ensure that these are 
reasonable and realistic and secure WBCCG’s entitlement to funds; 
 

b) prior to the start of each financial year submit to the governing body for 
approval a report showing the total allocations received and their proposed 
distribution including any sums to be held in reserve; and 

 
c) regularly update the governing body on significant changes to the initial 

allocation and the uses of such funds. 
 
 
 
 
 
 
 

                                                                 
56  See section 223H of the 2006 Act, inserted by section 27 of the 2012 Act 
57  See section 223(G) of the 2006 Act, inserted by section 27 of the 2012 Act. 
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7. COMMISSIONING STRATEGY, BUDGETS, BUDGETARY 
CONTROL AND MONITORING 
 

POLICY – WBCCG will produce and publish an annual commissioning plan58 
that explains how it proposes to discharge its financial duties. WBCCG will 
support this with comprehensive medium term financial plans and annual 
budgets 

 
7.1. The Accountable Officer will compile and submit to the governing body a 

commissioning strategy which takes into account financial targets and forecast 
limits of available resources. 

 
7.2. Prior to the start of the financial year the Chief Finance Officer will, on behalf of 

the Accountable Officer, prepare and submit budgets for approval by the 
governing body. 
 

7.3. The Chief Financial Officer shall monitor financial performance against budget 
and plan, periodically review them, and report to the governing body. This report 
should include explanations for variances. These variances must be based on 
any significant departures from agreed financial plans or budgets. 
 

7.4. The Accountable Officer is responsible for ensuring that information relating to 
WBCCG’s accounts or to its income or expenditure, or its use of resources is 
provided to the NHS Commissioning Board as requested. 
 

7.5. The governing body will approve consultation arrangements for WBCCG’s 
commissioning plan59. 

 
8. ANNUAL ACCOUNTS AND REPORTS 

 

POLICY – WBCCG will produce and submit to the NHS Commissioning Board 
accounts and reports in accordance with all statutory obligations60, relevant 
accounting standards and accounting best practice in the form and content and 
at the time required by the NHS Commissioning Board 

 
8.1. The Chief Finance Officer will ensure WBCCG: 

 
a) prepares a timetable for producing the annual report and accounts and 

agrees it with external auditors and the audit committee; 
 

b) prepares the accounts according to the timetable approved by the audit 
committee; 

 

                                                                 
58  See section 14Z11 of the 2006 Act, inserted by section 26 of the 2012 Act. 
59  See section 14Z13 of the 2006 Act, inserted by section 26 of the 2012 Act 
60  See paragraph 17 of Schedule 1A of the 2006 Act, as inserted by Schedule 2 of the 2012 Act. 



 

 
NHS Wigan Borough CCG’s Constitution  - 69 - 
Version: 5 | NHS Commissioning Board Effective Date: 1st April 2013 
 

c) complies with statutory requirements and relevant directions for the 
publication of annual report; 

 
d) considers the external auditor’s management letter and fully address all 

issues within agreed timescales; and 
 

e) publishes the external auditor’s management letter on WBCCG’s website at 
www.wiganboroughccg.nhs.uk. 

 

9. INFORMATION TECHNOLOGY 
 

POLICY – WBCCG will ensure the accuracy and security of WBCCG’s 
computerised financial data 

 
9.1. The Chief Finance Officer is responsible for the accuracy and security of 

WBCCG’s computerised financial data and shall: 
 
a) devise and implement any necessary procedures to ensure adequate 

(reasonable) protection of WBCCG's data, programs  and computer 
hardware from accidental or intentional disclosure to unauthorised persons, 
deletion or modification, theft or damage, having due regard for the Data 
Protection Act 1998; 
 

b) ensure that adequate (reasonable) controls exist over data entry, 
processing, storage, transmission and output to ensure security, privacy, 
accuracy, completeness, and timeliness of the data, as well as the efficient 
and effective operation of the system; 

 
c) ensure that adequate controls exist such that the computer operation is 

separated from development, maintenance and amendment; 
 

d) ensure that an adequate management (audit) trail exists through the 
computerised system and that such computer audit reviews as the chief 
finance officer may consider necessary are being carried out. 

 
9.2. In addition the Chief Finance Officer shall ensure that new financial systems and 

amendments to current financial systems are developed in a controlled manner 
and thoroughly tested prior to implementation.  Where this is undertaken by 
another organisation, assurances of adequacy must be obtained from them prior 
to implementation. 

 
10. ACCOUNTING SYSTEMS 

 

POLICY – WBCCG will run an accounting system that creates management and 
financial accounts 

 
10.1. The Chief Finance Officer will ensure: 
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a) WBCCG has suitable financial and other software to enable it to comply with 
these policies and any consolidation requirements of the NHS 
Commissioning Board; 
 

b) that contracts for computer services for financial applications with another 
health organisation or any other agency shall define the responsibility of all 
parties for the security, privacy, accuracy, completeness, and timeliness of 
data during processing, transmission and storage.  The contract should also 
ensure rights of access for audit purposes. 

 
10.2. Where another health organisation or any other agency provides a computer 

service for financial applications, the Chief Finance Officer shall periodically seek 
assurances that adequate controls are in operation. 

 
11. BANK ACCOUNTS 

 

POLICY – WBCCG will keep enough liquidity to meet its current commitments 

 
11.1. The Chief Finance Officer will: 

 
a) review the banking arrangements of WBCCG at regular intervals to ensure 

they are in accordance with Secretary of State directions61, best practice and 
represent best value for money; 
 

b) manage WBCCG's banking arrangements and advise WBCCG on the 
provision of banking services and operation of accounts; 

 
c) prepare detailed instructions on the operation of bank accounts. 
 

11.2. The audit committee shall approve the banking arrangements. 
 
12. INCOME, FEES AND CHARGES AND SECURITY OF CASH,   

CHEQUES AND OTHER NEGOTIABLE INSTRUMENTS. 
 

POLICY – WBCCG will  
 operate a sound system for prompt recording, invoicing and collection of 

all monies due 
 seek to maximise its potential to raise additional income only to the extent 

that it does not interfere with the performance of WBCCG or its functions62 
 ensure its power to make grants and loans is used to discharge its 

functions effectively63 

 
12.1. The Chief Financial Officer is responsible for:  

                                                                 
61  See section 223H(3) of the NHS Act 2006, inserted by section 27 of the 2012 Act 
62  See section 14Z5 of the 2006 Act, inserted by section 26 of the 2012 Act. 
63  See section 14Z6 of the 2006 Act, inserted by section 26 of the 2012 Act. 
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a) designing, maintaining and ensuring compliance with systems for the proper 
recording, invoicing, and collection and coding of all monies due; 
 

b) establishing and maintaining systems and procedures for the secure 
handling of cash and other negotiable instruments; 

 
c) approving and regularly reviewing the level of all fees and charges other 

than those determined by the NHS Commissioning Board or by statute.  
Independent professional advice on matters of valuation shall be taken as 
necessary; 

 
d) for developing effective arrangements for making grants or loans. 

 
13. TENDERING AND CONTRACTING PROCEDURE  

 

POLICY – WBCCG: 
 will ensure proper competition that is legally compliant within all purchasing to 

ensure we incur only budgeted, approved and necessary spending 
 will seek value for money for all goods and services 
 shall ensure that competitive tenders are invited for 

o the supply of goods, materials and manufactured articles; 
o the rendering of services including all forms of management 

consultancy services (other than specialised services sought from or 
provided by the Department of Health); and 

o for the design, construction and maintenance of building and 
engineering works (including construction and maintenance of grounds 
and gardens) for disposals 

 
13.1. WBCCG shall ensure that the firms / individuals invited to tender (and where 

appropriate, quote) are among those on approved lists or where necessary a 
framework agreement. Where in the opinion of the Chief Finance Officer it is 
desirable to seek tenders from firms not on the approved lists, the reason shall 
be recorded in writing to the Accountable Officer or WBCCG’s audit committee. 
 

13.2. The governing body may only negotiate contracts on behalf of WBCCG, and 
WBCCG may only enter into contracts, within the statutory framework set up by 
the 2006 Act, as amended by the 2012 Act. Such contracts shall comply with: 

 
a) WBCCG’s standing orders; 

 
b) the Public Contracts Regulation 2006, any successor legislation and any 

other applicable law; and 
 

c) take into account as appropriate any applicable NHS Commissioning Board 
or the Independent Regulator of NHS Foundation Trusts (Monitor) guidance 
that does not conflict with (b) above. 
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13.3 In all contracts entered into, WBCCG shall endeavour to obtain best value for 
money.  The Accountable Officer shall nominate an individual who shall oversee 
and manage each contract on behalf of WBCCG. 
 

14. COMMISSIONING 
 

POLICY – working in partnership with relevant national and local stakeholders, 
WBCCG will commission certain health services to meet the reasonable 
requirements of the persons for whom it has responsibility 

 
14.1. WBCCG will coordinate its work with the NHS Commissioning Board, other 

CCGs, local providers of services, Local Authority(ies), including through Health 
& Wellbeing Boards, patients and their carers and the voluntary sector and 
others as appropriate to develop commissioning plans. 
 

14.2. The Accountable Officer will establish arrangements to ensure that regular 
reports are provided to the governing body detailing actual and forecast 
expenditure and activity for each contract.  
 

14.3. The Chief Finance Officer will maintain a system of financial monitoring to ensure 
the effective accounting of expenditure under contracts.  This should provide a 
suitable audit trail for all payments made under the contracts whilst maintaining 
patient confidentiality. 

 
15. RISK MANAGEMENT AND INSURANCE  

 

POLICY – WBCCG will put arrangements in place for evaluation and 
management of its risks 

 
15.1. Risk identification, risk mitigation and the overall management of risk is the 

responsibility of all members of staff in WBCCG.   
 
15.2. WBCCG will maintain a systematic approach to risk management via a risk 

management framework and will apply the risk management strategy and policy 
to put this into operation.  This will be open to independent review and 
assessment by WBCCG’s internal auditors, reporting to the audit committee. 

 
15.3. The governing body will frequently receive current position reports on the 

assurance framework; will collectively be responsible for it, with individual 
accountability being assigned to specific members and/or committee Chairs of 
the governing body based on the risk rating process defined in the risk 
management strategy and policy. 

 
16. PAYROLL  

 

POLICY – WBCCG will put arrangements in place for an effective payroll service 
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16.1. The Chief Finance Officer will ensure that the payroll service selected: 

 
a) is supported by appropriate (i.e. contracted) terms and conditions; 
 
b) has adequate internal controls and audit review processes; 

 
c) has suitable arrangements for the collection of payroll deductions and 

payment of these to appropriate bodies. 
 
16.2. In addition the Chief Finance Officer shall set out comprehensive procedures for 

the effective processing of payroll 
 
17. NON-PAY EXPENDITURE 

 

POLICY – WBCCG will seek to obtain the best value for money goods and 
services received 

 
17.1. The governing body will approve the level of non-pay expenditure on an annual 

basis and the Accountable Officer will determine the level of delegation to budget 
managers 
 

17.2. The Accountable Officer shall set out procedures on the seeking of professional 
advice regarding the supply of goods and services. 
 

17.3. The Chief Finance Officer will: 
a) advise the on the setting of thresholds above which quotations (competitive 

or otherwise) or formal tenders must be obtained; and, once approved, the 
thresholds should be incorporated in the scheme of reservation and 
delegation; 
 

b) be responsible for the prompt payment of all properly authorised accounts 
and claims; 

 
c) be responsible for designing and maintaining a system of verification, 

recording and payment of all amounts payable. 
 

18. CAPITAL INVESTMENT, FIXED ASSET REGISTERS AND 
SECURITY OF ASSETS 
 

POLICY – WBCCG will put arrangements in place to manage capital investment,  
maintain an asset register recording fixed assets and put in place polices to 
secure the safe storage of WBCCG’s fixed assets 

 
18.1. The Accountable Officer will: 
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a) ensure that there is an adequate appraisal and approval process in place for 
determining capital expenditure priorities and the effect of each proposal 
upon plans; 
 

b) be responsible for the management of all stages of capital schemes and for 
ensuring that schemes are delivered on time and to cost; 

 
c) shall ensure that the capital investment is not undertaken without 

confirmation of purchaser(s) support and the availability of resources to 
finance all revenue consequences, including capital charges; 

 
d) be responsible for the maintenance of registers of assets, taking account of 

the advice of the chief finance officer concerning the form of any register and 
the method of updating, and arranging for a physical check of assets against 
the asset register to be conducted once a year. 

 
18.2. The Chief Finance Officer will prepare detailed procedures for the disposals of 

assets. 
 

19. RETENTION OF RECORDS 
 

POLICY – WBCCG will put arrangements in place to retain all records in 
accordance with NHS Code of Practice Records Management 2006 and other relevant notified 
guidance 

 
19.1. The Accountable Officer shall: 

 
a) be responsible for maintaining all records required to be retained in 

accordance with NHS Code of Practice Records Management 2006 and 
other relevant notified guidance; 

 
b) ensure that arrangements are in place for effective responses to Freedom of 

Information requests; 
 

c) publish and maintain a Freedom of Information Publication Scheme. 
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APPENDIX F - NOLAN PRINCIPLES 
 
1. The ‘Nolan Principles’ set out the ways in which holders of public office should 

behave in discharging their duties. The seven principles are: 
 

a) 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 
benefits for themselves, their family or their friends. 

 
b) 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. 

 
c) 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. 

 
d) 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. 

 
e) Openness – Holders of public office should be as open as possible about all 

the decisions and actions they take. They should give reasons for their 
decisions and restrict information only when the wider public interest 
demands. 

 
f) 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. 

 
g) Leadership – Holders of public office should promote and support these 

principles by leadership and example. 
 
Source: The First Report of the Committee on Standards in Public Life (1995)64  

                                                                 
64  Available at http://www.public-standards.gov.uk/  
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APPENDIX G – NHS CONSTITUTION 
 
The NHS Constitution sets out seven key principles that guide the NHS in all it does:  
 
1. the NHS provides a comprehensive service, available to all - irrespective of gender, 

race, disability, age, sexual orientation, religion or belief.  It has a duty to each and every 
individual that it serves and must respect their human rights.  At the same time, it has a 
wider social duty to promote equality through the services it provides and to pay 
particular attention to groups or sections of society where improvements in health and 
life expectancy are not keeping pace with the rest of the population 

 
2. access to NHS services is based on clinical need, not an individual’s ability to pay 

- NHS services are free of charge, except in limited circumstances sanctioned by 
Parliament. 

 
3. the NHS aspires to the highest standards of excellence and professionalism - in 

the provision of high-quality care that is safe, effective and focused on patient 
experience; in the planning and delivery of the clinical and other services it provides; in 
the people it employs and the education, training and development they receive; in the 
leadership and management of its organisations; and through its commitment to 
innovation and to the promotion and conduct of research to improve the current and 
future health and care of the population. 

 
4. NHS services must reflect the needs and preferences of patients, their families 

and their carers - patients, with their families and carers, where appropriate, will be 
involved in and consulted on all decisions about their care and treatment. 

 
5. the NHS works across organisational boundaries and in partnership with other 

organisations in the interest of patients, local communities and the wider 
population - the NHS is an integrated system of organisations and services bound 
together by the principles and values now reflected in the Constitution.  The NHS is 
committed to working jointly with local authorities and a wide range of other private, 
public and third sector organisations at national and local level to provide and deliver 
improvements in health and well-being 

 
6. the NHS is committed to providing best value for taxpayers’ money and the most 

cost-effective, fair and sustainable use of finite resources - public funds for 
healthcare will be devoted solely to the benefit of the people that the NHS serves  

 
7. the NHS is accountable to the public, communities and patients that it serves - the 

NHS is a national service funded through national taxation, and it is the Government 
which sets the framework for the NHS and which is accountable to Parliament for its 
operation.  However, most decisions in the NHS, especially those about the treatment of 
individuals and the detailed organisation of services, are rightly taken by the local NHS 
and by patients with their clinicians.  The system of responsibility and accountability for 
taking decisions in the NHS should be transparent and clear to the public, patients and 
staff.  The Government will ensure that there is always a clear and up-to-date statement 
of NHS accountability for this purpose 

 
Source:  The NHS Constitution: The NHS belongs to us all (March 2012)65  
 

                                                                 
65  http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_132961   
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APPENDIX H – CHECKLIST FOR A 
CCG’S CONSTITUTION 

 

Essential/ 
Optional 

Content 
Included

 

Essential The constitution must specify: 
 the name of the CCG; 
 the members of WBCCG; and 
 the area of WBCCG 

The name of WBCCG must comply with such requirements as may 
be prescribed 

 

Essential The constitution must specify the arrangements made by the CCG 
for the discharge of its functions (including its functions in 
determining the terms and conditions of its employees) 

 

Optional The arrangements may include provision: 
 for the appointment of committees or sub-committees of the 

CCG; and 
 for any such committees to consist of or include persons 

other than members or employees of the CCG 

 

Optional The arrangements may include provision for any functions of the 
CCG to be exercised on its behalf by: 

 any of its members or employees; 
 its governing body; or 
 a committee or sub-committee of WBCCG 

 

Essential The constitution must specify the procedure to be followed by the 
CCG in making decisions 

 

Essential The constitution must specify the arrangements made by the CCG 
for discharging its duties in respect of registers of interest and 
management of conflicts of interest as specified under section 
14O(1) to (4) of the 2006 Act, as inserted by section 25 of the 2012 
Act 

 

Essential The constitution must also specify the arrangements made by the 
CCG for securing that there is transparency about the decisions 
of WBCCG and the manner in which they are made 
 
The provisions made above must secure that there is effective 
participation by each member of the CCG in the exercise of 
WBCCG’s functions 

 

Essential The constitution must specify the arrangements made by the CCG 
for the discharge of the functions of its governing body 

 

Essential The arrangements must include: 
 provision for the appointment of the audit committee and 

remuneration committee of the governing body 

 

Optional The arrangements may include: 
 provision for the audit committee (but not the remuneration 

committee) to include individuals who are not members of the 
governing body 
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Essential/ 
Optional 

Content 
Included

 

 provision for the appointment of other committees or sub-
committees of the governing body.  These may include 
provision for a committee or sub-committee to include 
individuals who are not members of the governing body but 
are: 
o members of the CCG, or 
o individuals of a description specified in the constitution 

Optional The arrangements may include provision for any functions of the 
governing body to be exercised on its behalf by: 

 any committee or sub-committee of the governing body, 
 a member of the governing body; 
 a member of the CCG who is an individual (but is not a 

member of the governing body); or 
 an individual of a description specified in the constitution 

 

Essential The constitution must specify the procedure to be followed by the 
governing body in making decisions 

 

Essential The constitution must also specify the arrangements made by the 
CCG for securing that there is transparency about the decisions 
of the governing body and the manner in which they are made 
 
This provision must include provision for meetings of governing 
bodies to be open to the public, except where the CCG considers 
that it would not be in the public interest to permit members of the 
public to attend a meeting or part of a meeting 

 

Essential In its constitution, the CCG must describe the arrangements which 
it has made and include a statement of the principles which it will 
follow in implementing those arrangements, to secure that 
individuals to whom health services are being or may be 
provided pursuant to its commissioning arrangements are 
involved (whether by being consulted or provided with information 
or in other ways): 

 in the planning of the commissioning arrangements by 
WBCCG; 

 in the development and consideration of proposals by 
WBCCG for changes in the commissioning arrangements 
where the implementation of the proposals would have an 
impact on the manner in which the services are delivered to 
the individuals or the range of health services available to 
them; and 

 in decisions of WBCCG affecting the operation of the 
commissioning arrangements where the implementation of 
the decisions would (if made) have such an impact 
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MEETING: WBCCG Board       Item Number:  7.4 
 
DATE:  23 October 2012 
 
 
REPORT TITLE: 
 

 
Winter Plan and Resilience Checklist  

 
REPORT AUTHOR: 
 

 
Kim Godsman 

 
PRESENTED BY: 
 

 
Kim Godsman  

 
RECOMMENDATIONS/DECISION 
REQUIRED: 
 

To note content and accept plan   

 
EXECUTIVE SUMMARY 
 
 
The Winter Plan has been developed by all health economy partner agencies through the Emergency 
Care Operations Group and the Urgent Care Board.  
 
The Planning commenced with a Winter de-brief in April 2012, followed by further invitations for staff to 
comment on winter planning work needed across the health economy.  
 
The Plan has been signed off by the Urgent Care Board and will be shared with each partner 
organisations Board meetings during October.  
 
A Christmas and New Year Resilience Plan will be generated separately during October.  
 
 
 

 
FURTHER ACTION REQUIRED: 
 

No further action required  
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2006/7 Winter Plan - Guide Notes

Additional guidance notes (via comment boxes) are included on the checklist for reference. Please refer to these notes when completing the plan.

During transition changes to EPRR systems and Cluster PCTs 
have been factored in the questions, this is manly  by providing

the current system and the proposed system as know at the 
time. This will allow learning and seamless transition across 

the two systems.  

SHA issue checklist  -    DATE
Local Health Community submit checklist, winter capacity plan and escalation plan to SHA lead - by      DATE  9.10.12 

Local Health Resilience and Response Parterships have agreed 
the 'winter plan' Urgent Care Board DATE 2.10.12 

Name Contact Details (Email/Telephone )

Cluster PCT co-ordinator - LHC Winter plan Kim Godsman kim.godsman@alwpct.nhs.uk

Local Area Team Director Trish Anderson Trish.anderson@alwpct.nhs.uk 

Acute Provider Lead Fiona Noden Fiona.noden@wwl.nhs.uk 

Community Services Lead Michelle Lee michelle.lee@alwpct.nhs.uk 

Mental Health Lead Sam Oliver sam.oliver@5bp.nhs.uk

Critical Care Lead Fiona Noden Fiona.noden@wwl.nhs.uk 

Ambulance Service Lead Sam English sam,english@nwas.nhs.uk 

Social Services Lead Sharon Eid s.eid@wigan.gov.uk 

LHC Flu co-ordinator Kate Ardern kate.ardern@alwpct.nhs.uk

SHA Winter Planning Lead

Signed off by: Title: On behalf of: 

Cluster CEO/LAT Director 

Lead PCT/LHRP EPRR Lead

Cluster/LAT Winter Lead

SHA/ NHS CB Winter Lead

SHA/ NHS CB EPRR Lead

NHS North of EnglandThe attached checklist has been updated to reflect local and national  learning from winter on what went well and where future 

improvements could be made.  Health economies are requested to complete their own summary capacity and escalation plans in addition to the checklist. 
These two additonal documents will prove extremely useful   for some health economies and provide the focus for training,  action and escalation during the 
winter period.

This year the SHA is issuing this planning guidance sooner than in previous years to help avoid last minute planning and help reduce the impact that may be 
caused during periods high organisational change. 

Responsibility for co-ordinating and submitting winter plans for the local health economies will rest with Cluster PCTs. 'Sign off' of this plan is required by 
executive leads on behalf of each primary,  secondary care organisation and ambulance service within the local health economy. 



Capacity Planning Template - 2009/2010

Area/Service Yes/No If no, please indicate reasons why and date for compliance (if appropriate) RAG Rating Any other comments
1.0 Acute hospital capacity 

1.1 Has the health and social care economy reviewed 
performance from last winter

    YES

A winter review has been undertaken and the
de-brief signed off by all CEOs for Urgent
Care Services.
Completed June 2012.

1.2 Have urgent,  routine elective and emergency care 
services been planned and profiled appropriately across 
the Trust to meet elective and likely emergency demand 
allowing for winter pressures

    YES

agreed at ECOG 18/09/12
1.3 Does the trust have in real time systems in place, with 

adequate monitoring, to help predict periods of peak 
pressure with agreed trigger levels for escalation 
measures?

   YES

NWAS screens within the ECC
Activity planning on retrospective data MSS.
CMS updating by WWL bed managers.
Daily bed managers meetings 10am and 1pm
RAG action cards. Daily operational updates.

1.4 Can the system manage in an increase in urgent care 
demand of 15% over 4-6 weeks?

    YES

The complex discharge team is now
functioning. Full compliment of
bed managers. Developed roles of
discharge co-coordinators. TCS teams .
MCAP utilisation management tool.
Additional step down beds and complex
discharge beds. Agreed at ECOG 18/09/12.

1.5 Are systems in place to resume electives earlier if 
emergency demand does not increase as expected?

YES

Daily communication with General managers.
Current sytems are in place and are robust

1.6 Are there plans for a smooth but phased restart of full in 
patient activity after any winter pressures.

YES

Daily communication with General managers.
Current sytems are in place and are robust

1.7 Have contingency arrangements been made (including 
with the private sector) to allow additional capacity to be 
introduced at short notice? e.g. if emergency demand 
exceeds anticipated winter pressures.

  YES WBCCG - Commissioners have contingency 
arrangements in place to spot purchase 
additional bed capacity in the private sector 
as required. 20 additional step down beds 
currently being procured for 14 week period 

1.8 Is acute bed capacity the equivalent level to last year? If 
not, please explain any difference and likely impact on 
service. 

NO Overall reduction of 6 beds by November- however expansion of ambulatory assessment 
area should result in less admissions (SA following ECOG 18/09/12)

over winter there will be a 10 bedded 
escalation ward and staff on 3-4.5 month 
contracts and therefore will be based around 
a safe/robust staffing model

1.9 What are your plans to flex capacity to meet peaks and 
troughs of unscheduled demand?

  YES

Identifying complex discharge beds, nurse-led 
for escalation as required. RAG escalation 
policy.

1.10 Are systems in place to ensure patient discharge is 
coordinated with partners in the Local Resilience Forum

  YES WBCCG plan to hold delayed discharge 
teleconferences as per resilience measures 
last year. WWL - remodeling of discharge 
teams , MDTs , midday meetings, monitoring 
and recording of delays.

Critical Care

1.11 Has agreement been reached with the critical care 
network to ensure capacity is maintained or increased to 
deal with increased demand on the basis of the scenario 
modeling. 

  YES

Winter modeling is via the network and 
associates will agree to capacity plan

1.12 Have there been discussions between the critical care 
networks regarding mutual support during increased 
pressure? Networks should be familiar with the escalation 
process adopted across all networks in the North Of 
England .What arrangements have been made? 

  YES

Ongoing
1.13 Please supply a plan that sets out the specific 

arrangements to meet critical care demand.
capacity plans awaited

Ongoing
Staffing

1.14 Have hospital staff been trained to enable flexible 
deployment and rostering across disciplines (and where 
appropriate from the community to acute sector) to 
support times of peak pressure? 

  YES

Several training needs analysis have been 
completed for WWL bed reconfiguration

1.15 Are there plans in place to increase staffing levels in care 
areas experiencing increased demand for services? 

YES Staff within demand management services 
have generic skills and can be moved within 
teams as required. If demand management 
teams require additional capacity then other 
community services will take patients 
requiring lower levels of care.                     
WWL acute- Increased staff levels via 
temporary contracts over winter. NHSP 
process will be managed by Div matron and 
HON.                                                              
BCHT -Bank staff will be available for the 
walk- in -centre.                                            
SSD- known agency staff are available

1.16  Has the trust developed a plan to provide the flu vaccine 
to prioritised staff groups i.e. front line staff?

YES WWL annual plan. Flu plan confirmed at 
ECOG 18/09/12.

Diagnostic services

1.17 Are there arrangements in place to cover any increased 
demand for diagnostic tests as a result of winter 
pressures?

YES Delays discussed at bed meetings which have 
been modeled so that outstanding diagnostic 
delays are given a priority- flexible working 
within the services and Datix reporting to 
escalate issues.             GPs have access to 
diagnostics to enable community based 
management of patients. Extra CT sessions 
and other diagnostics are available

1.18 Are arrangements in place for access to urgent diagnostic 
tests and reporting during the winter period?

YES Extra CT sessions and other diagnostics are 
available

2.0 Delayed Transfer of Care

2.1 Has a standard definition of a Delayed Transfer Of Care 
(DTOC) been put in place and agreed by the PCT and 
provider?

YES LA - as defined in Legislative Framework- 
Community Care and Delayed Discharges 
Act, Sitrep Guidance and Hospital Discharge 
policy.

2.2 Have performance standards been agreed for each part of 
the discharge pathway?

WWL - agreed contract conditions - weekend 
and AM discharges.                      LA - in 
development                                   
Performance Dashboard develpoed

Winter checklist.final.xls



Capacity Planning Template - 2009/2010

Area/Service Yes/No If no, please indicate reasons why and date for compliance (if appropriate) RAG Rating Any other comments
2.3 Are reporting arrangements in place against each 

standard?
YES WBCCG - Delays are highlighted to 

commissioners at a daily teleconference.    
Services are performance managed at weekly 
ECOG meetings. Community services have 
contractually agreed service response times.    
TCS and SS - have agreed standards against 
which they are monitored.               WWL - 
monthly contract report and meeting. WWL 
highlight delays and stratify these into area of 
need ie ICC, SW,RH/NH , reablement.etc 

2.4 Are appropriate escalation measures in place where 
delays occur?

YES WBCCG- delays are flagged at the multi 
agency daily discharge 
teleconference/executive tactical control 
teleconference as necessary.                    
TCS and SSD - Any delays are identified 
within the team and escalated to any other 
agency , if not resolved senior managers are 
informed.                                                      
WWL - escalated via daily MDT meetings, 
teleconferences and escalated to WBCCG to 
utilise commissioning levers.

3.0 Social Care  (including housing & wider Local 
Government

3.1 Have Social Services ensured through contracts, line 
management and inspection, that all the residential and 
nursing homes have effective protocols with primary care 
to avoid unnecessary admissions to hospital and facilitate 
timely return after an admission?

YES LA- Wigan Council Quality Assurance Team 
chair , Care Home owners and Steering 
Group raising awareness and seeking 
agreement on response times. Wigan council 
informs care home managers via email of bed 
pressures at times of high demand

3.2 Has Social service ensured that all residential and nursing 
homes are to provide appropriate training and support to 
their staff, to enable them to care for flu cases and avoid 
admission to hospital?

YES LA - all providers completed business 
continuity plans as part of the planning for the 
flu pandemic . Quality assurance to confirm 
these up to date. All residential and nursing 
homes have a policy for infection control 
which include flu and other infectious 
diseases  and covers steps to reduce cross 
infection and when to seek health professional 
input. Homes can act quickly to get GP or 
ANP input. Hospital admission would only be 
on advice from GP or ANP.

3.3 Is the bed capacity in the social care system at an 
equivalent level to last year? What arrangements have 
been made to ensure no detrimental effect to service?

YES LA - Bed capacity has increased since last 
year. Figures are based on Contract Census . 
Step down beds will be commissioned again 
during 2012-2013.                             SSD will 
also ring fence 7 transitional beds and will 
extend this to 10 over winter

3.4 Is there a robust procedure in place that alerts the PCT 
when capacity has been reached?

YES tbc LA- has overview of bed capacity which 
fluctuates daily . Service manager to develop 
procedure to inform PCT when capacity full. 3 
monthly census allows LA to gauge proportion 
of empty beds and supply has always 
exceeded demand

3.5 Are there robust arrangements between Social Services 
and the local NHS to allow appropriate and timely 
discharge of patients from hospital care?

YES TCS and District Nurse liaison. Robust 
referral pathways are in place. Any delays that 
cannot be resolved are discussed at 
multiagency meetings. Close liaison between 
acute providers, community providers and 
with the LA Reablement team.                    LA-
Legislative Framework as outlined in 2.1 
above. Social services flex to support NHS 
Trust with bed pressures. Agreed response 
times. Good communications , daily 
meetings, delayed discharge monitoring, 
Sitrep meetings. Reablement.

3.6 Are contingency plans in place should a private sector 
home become unable, at short notice, to provide ongoing 
care for residents?

YES As outlined in Wigan Councils home closure 
policy. Confirmed at ECOG 18/09/12.

3.7 Have Social Services plans in place to include the 
provision for enhanced out of hours cover during the 
winter period?

YES As per winter contingency plans. LA central 
duty team and Out of Hours EDT provide out 
of hour cover. Hospital reablement service 
provide weekend cover to support hospital 
discharge

3.8 Has provision been made to identify and support 
vulnerable people in the community, at times of increased 
staff absence 

YES Reablement services can bring in staff from 
the department who have been trained for 
reablement service. Business continuity plans 
redeploy staff to high areas of demand. Flu 
vac programme for staff.

3.9 Have effective liaison and support systems been 
established with local nursing/residential homeowners 
during the winter period?

YES
A community DOS has been sent to each 
local nursing and residential home.High 
referring homes have been visited by a 
commissioning nurse advisor to talk through 
their referrals and how to access community 
services. Nursing and residential homes are 
now included in the red alert mechanism

3.10 Do mechanisms exist between health and social care for 
the quick resolution of any issues arising from agreeing 
care packages?

YES

LA -Joint funding are discussed at Joint 
Allocation of Resources Panel (JAP). 
Meetings are held monthly.LA support 
NHSALW by commissioning care packages 
for CHC patientthrough joint funding.Patients 
who are medically discharged but awaiting 
care packages can be expidited from the 
acute trust with interim support from H@H 
and the Reablement team during periods of 
acute bed pressure.                                         
The triage worker and social worker attend 
discharge planning meeting and ward rounds.

4.0 Ambulance Service

4.1 Are contingency plans in place to maintain agreed levels 
of response time performance during periods of 
significantly increased demand and potentially lower 
staffing levels? 

YES

NWAS Escalation Plan (including REAP) and 
Clinical Escalation Plan all underpinned by 
Major Incident Plan and arrangements. ROCC 
and Urgent Care Desk monitoring activity and 
performance and changes to Urgent Care 
Service will allow alternative transport models 
to be utilised. Revision of national ambulance 
performance criteria has allowed access to 
alternative dispositions to be developed and 
demand to be attenuated to a degree. Area 
Operational Winter Plans will shape resource 
utilisation based on activity modelling. 
Investment Plan outcomes anticipated to 
deliver optimum performance.  BC 
arrangements and staff mapping data assist 
in resource profiling

Winter checklist.final.xls



Capacity Planning Template - 2009/2010

Area/Service Yes/No If no, please indicate reasons why and date for compliance (if appropriate) RAG Rating Any other comments
4.2 Are Contingency Plan in place for extreme weather, 

including snow and ice.
YES tbc

Underpinned by Major Incident arrangements. 
Agreements for 4x4 support from VAS 
including Mountain Rescue, provision of hired 
vehicles for managers, HART 4x4capacity. 
Salt/grit stocks held at stations and contracts 
held to spread at key sites with Estates 
Departments and private contractors. Vehicles 
issued with snow shovels and some with 
'snow socks' to aid traction. Food provision is 
made available to support staff welfare as is 
the option to source accommodation for 
stranded staff or to facilitate detached duties 
particularly to support Control Room 

4.3 Are protocols in place between Ambulance 
services/hospitals and A&E to ensure the rapid turn 
around of vehicles?

YES

Regional Operational Coordination Centre 
(ROCC) monitors whole service activity as 
well as real time turnaround data (and CMS 
system) and highlights pressures to NWAS 
senior managers including on-call structure. 
Hospital Arrivals Screens assist turnaround 
process. Turnaround Guidance Document 
and associated flow chart aids decision 
making around hospital deflections.  
Ambulance Liaison Officers in place to 
respond to Acute Trusts under pressure to 
augment NWAS on-call structure. Clinical 
Escalation Plan can be invoked to relieve 
blockages by attenuating demand.  
'Walkthrough' initiative with SHA has 
identified potential pinch points in hospital 
through flow and shaped common handover 
procedures.  Hospital Arrival Screens and 
associated procedures assist in activity 
management

4.4 Can the Ambulance Service demonstrate robust and 
flexible discharge transport arrangements, both in and out 
of hours, have been agreed with each hospital.

YES
Some sites have agreed discharge 
arrangements but provision is not universal. 
Patient Transport Service vehicles are able to 
accommodate discharges in hours depending 
on activity levels and dedicated discharge 
vehicles are available out of hours in some 
areas.                                Additional requests 
for discharge support arrangements will 
require local negotiation during the winter 
period

4.5 Has the ambulance service agreed to provide patient 
transfers at short notice? If not please comment on 
contingency plan.

YES

Short notice transfer ability always available 
based on clinical need/priority and fleet 
availability. Discussions ongoing following 
experience of ECMO transfer model. 

4.6 Has the trust developed a plan to provide the flu vaccine 
to prioritised staff groups i.e. front line staff?

YES

Trust HR Dept to lead on staff vaccination 
programme which is facilitated by Advanced 
Paramedics. Increase in take up last year 
demonstrates utility of this approach. Flu lead 
being appointed and usual central Flu Team 
being assembled.  Comms Team lead on 
internal publicity campaign

5.0 Primary and Community Services

Out of Hours Services

5.1 Are PCTs confident that OOH arrangements are robust, 
and will be able to manage surges in demand?

YES

OOH’s Bridgewater services have GP’s who 
can be available at short notice to manage 
surges in demand. ANP services could also 
be deployed to support any surges

5.2 Does the trust have in real time systems in place, with 
adequate monitoring, to help predict periods of peak 
pressure with agreed trigger levels for escalation 
measures?

YES Bridgewater
Activity is profiled both weekly and monthly. 
Within Demand management services 
managers exception report daily any capacity 
issues

5.3 Are PCTs satisfied that adequate arrangements are in 
place to ensure adequate primary care services are 
available during an epidemic/ high flu rate period?

YES

Bridgewater -The Trust has Flu Pandemic 
plans, Surge plans, Heat Wave plans and 
Seasonal plans.Business continuity plans 
would be enforced

5.4 Have PCTs ensured that all practices have business 
continuity plans? 

YES WBCCG –The PCT monitor s core 
contractual requirements of service delivery in 
primary care. As part of the IM&T Direct 
Enhanced Service practices are required to 
develop a Business Continuity Plan.  
Practices are monitored to ensure plans are 
updated every 12 months.

Continuity of Care

5.5 Is there a system in place for GPs, in liaison with other 
primary care and social service colleagues, to ensure the 
identification of high risk community based patients?

YES WBCCG –Commission a community matron 
service which has close links with social 
service colleagues including the Reablement 
service to ensure the identification of high risk 
community based patients.                               
Community Matrons triggerinternal referrals 
from A/E

5.6 Are arrangements in place to support nursing and 
residential homes to avoid unnecessary hospital 
admissions? If so, what are these arrangements?

YES

WBCCG - Have developed a community DOS 
which has been shared with all RH/NH in the 
borough. High referrers to acute services 
receive visits from commissioners to discuss 
the alternatives to hospital admission. An 
ANP service is  also commissioned to support 
NH/RH to avoid unnecessary hospital 
admission. A Single Point of Access and 
referral to ANPs enable better triage to help 
deflect pts from A/E.                           
Community geriatricians are also working 
within locality clinics and providing MDTs that 
link care homes

5.7 Do PCTs have arrangements in place to support single 
handed GPs who may not have the infrastructure required 
to meet surges in demand?

YES

WBCCG As part of the IM&T Direct Enhanced 
Service GP Practices are required to develop 
a Business Continuity Plan.  The Business 
Continuity Plan sets out what to do in the 
event of a surge in demand.  Single Handed 
GPs are required to contact Locum Agencies 
to bring in additional support.

5.8 Are arrangements in place to support patients requiring 
home oxygen services?

YES

Bridgewater -Policies and procedures are in 
place to ensure oxygen is available both in 
hours and out of hours to patients who have 
been medically assessed as requiring oxygen. 
A newly commissioned service supplies O2 in 
and OOH via pharmacy advisor

Staffing
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Area/Service Yes/No If no, please indicate reasons why and date for compliance (if appropriate) RAG Rating Any other comments
5.9 Have  staff been trained to enable flexible deployment and 

rostering across disciplines (and where appropriate from 
the community to acute sector) to support times of peak 
pressure? 

YES

TCS 
Staff within Demand management services 
have generic skills and can work across 
services when required. Reablement
Plans in place
Workshops completed with other staff in 
department. Community staff at times of peak 
pressure assist WWL with ward discharges

5.1 Are there plans in place to increase staffing levels in care 
areas experiencing increased demand for services? 

YES TCS Staff within Demand management 
services have generic skills and can work 
across services when required

5.11  Has the trust developed a plan to provide the flu vaccine 
to prioritised staff groups i.e. front line staff?

YES Bridgewater
Staff vaccination plan is in place as part of 
Trust Seasonal Response plan
LA -waiting to hear from Occupational Health 
regarding this years flu campaign.  Previously 
all staff delivering direct care or visiting 
service users are eligible for flu vaccination

Flu campaign
5.12 Have PCTs begun to develop plans for delivery of flu 

vaccine to identified staff groups and to identified high risk 
patient groups?

YES WBCCG -Co-ordination
The CCG chairs a local multi-agency 
seasonal flu campaign steering group.  This 
includes representation from both acute and 
community NHS providers, Occupational 
Health, CCG Performance, Public Health, and 
Medicines Management.  Additional members 
(e.g. from a local general practice) are co-
opted as required.  This first met on 3 March 
2011.  So far it has been convened three 
times and is scheduled to meet during the 
campaign itself.
Staff
The PCT has met on several occasions with 
providers (Wrightington, Wigan and Leigh 
NHS Trust and Bridgewater Community NHS 
Trust).  They have agreed to provide 
additional support to local Occupational 
Health to increase uptake by staff.  A 
promotional video is being developed based 
on a local member of staff who contracted 
swine flu.  This video will be used to 
encourage staff to accept immunisation.  The 
video will be accessible on each 
organisation’s Intranet.
Staff newsletters are also being used to 
encourage staff to be immunised.
YOI Hindley

Arrangements are in place at the o ng5.13 Do PCTs have arrangements in place to offer  flu vaccine 
to all staff involved in the delivery and/or support to 
patients?

YES The PCT has met on several occasions with 
providers (Wrightington, Wigan and Leigh 
NHS Trust and Bridgewater Community NHS 
Trust).  They have agreed to provide 
additional support to local Occupational 
Health to increase uptake by staff.  A 
promotional video is being developed based 
on a local member of staff who contracted 
swine flu.  This video will be used to 
encourage staff to accept immunisation.  The 
video will be accessible on each 
organisation’s Intranet.
Staff newsletters are also being used to 
encourage staff to be immunised

Intermediate Care

5.14 Are planned levels of capacity within intermediate care 
schemes, sufficient to meet any forecast demand for an 
epidemic/ high flu rate /high flu rate?

YES

WBCCG –Has reviewed ICC bed capacity as 
part of the 2011/12 contracting round with 
ICC. Flow through ICC has increased due to 
the application of robust admission criteria 
and improved working between partner 
organisations. The NHS ALW health economy 
has the ability to commission additional spot 
purchase bed capacity in the situation where 
demand increases

5.15 Is there a robust procedure in place that alerts the PCT 
when capacity has been reached?

YES Twice daily bed Sitrep reports which includes 
expected discharges and planned admissions.

5.16 Are there contingency plans to increase the level of 
provision if demand is higher than planned?

YES Early supported discharge teams will expidite 
safe transfers out of ICCs . Use of spot 
purchase step down beds.WBCCG - Demand 
management services would work to 
escalation including the ESD service that 
supports ICC with increased support from 
Reablement services. The PCT also has a 
contingency budget from which spot purchase 
beds can be commissioned if demand is high

5.17 Is there a single point of access for the full range of 
intermediate care services to ensure simplicity and clarity 
for users?

YES TCS  - SPOA  with access to Intermediate 
care Co-ordinators

5.18 Are services organised on a 24/7 basis? YES

WBCCG -Services are organised on a 24/7 
basis with admissions and discharges taking 
place over weekends and bank holidays.

5.19 Is there a clear communication plan to ensure that all 
potential users of intermediate care are fully aware of the 
availability of services and how to access them?

YES WBCCG - The PCT and health economy 
stakeholders receive twice daily bed status 
from both intermediate care providers ( 9am/ 
3pm). This is e-mailed to all service 
stakeholders across the WBCCG health 
economy.

5.19 Are there robust multi-agency arrangements for planning, 
co-ordination and review of services before the winter 
period?

YES
WBCCG reviewed the system management of 
intermediate care as part of the 2011-2012 
contracting negotiations. This has led to 
improved utilisation of ICC beds. Increased 
patient flow and improved communication

5.20 Have  staff been trained to enable flexible deployment and 
rostering across disciplines (and where appropriate from 
the community to acute sector) to support times of peak 
pressure? 

YES WBCCG – The PCT have received 
assurances from both community, acute and 
LA providers that flexible deployment and 
rostering across disciplines will be employed 
in time of peak pressure.

5.21 Are there plans in place to increase staffing levels in areas 
of care experiencing increased demand for services? 

YES

WBCCG –All providers have plans in place to 
increase staffing levels in care areas 
experiencing increased demand. This includes 
reprioritisation of case loads, diversion of staff 

5.22 Do PCTs have arrangements in place to offer  flu vaccine 
to all staff involved in the delivery and/or support to 
patients?

YES

WBCCG -Please see response from providers 
above.
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Area/Service Yes/No If no, please indicate reasons why and date for compliance (if appropriate) RAG Rating Any other comments
6.0 Mental Health and Learning Disabilities

6.1 Are there plans in place for the care of inpatients who 
develop flu in all sectors of mental health inpatient care - 
open, low secure, medium secure and high secure units?

YES Continue to care on parent ward with suitable 
support from Infection Control team.  Admit to 
acute if physical care beyond  MH staff skill 
set

6.2 Have arrangements been agreed to ensure access to 
services and primary care cover over an epidemic/ high 
flu rate flu period and to identify and maintain vulnerable 
people in the community?

YES 5BP-Business continuity plan lists services in 
priority order clearly defining core business 
which will be kept going.  This includes 
vulnerable people in the communityFlu Plan 
applies.  Team managers to be instructed to 
monitor case loads and identify vulnerable 
service users

6.3 Are arrangements in place for 24/7 rapid response 
support for mental health assessment of patients in A&E 
during an epidemic/ high flu rate period?

YES

5BP-This is covered by Crisis Team and 
Liaison 24/7 which is seen as a priority within 
5BP, therefore would continue to operate with 
back fill from other services or bank

6.4 Are arrangements in place to provide adolescent mental 
health cover during an epidemic/ high flu rate and 
Christmas and New Year periods ?

YES
y

arrangements apply with service heads 
ensuring adequate cover, backed up by out of 
hours operational on call, with director on call 
support available through Hollins Park 

6.5 Have hospital staff been trained to enable flexible 
deployment and rostering across disciplines (and where 
appropriate from the community to inpatients sector) to 
support times of peak pressure? 

YES

5BP-All staff have been trained and a 
refresher training plan will be put in place

6.6 Are there plans in place to increase staffing levels in care 
areas experiencing increased demand for services? 

YES 5BP-Business continuity plan addresses 
flexibility of staff deployment 

6.7 Has the trust developed a plan to provide the vaccine to 
prioritised staff groups i.e. front line staff?

YES

5BP-Occupational Health run flu campaigns 
every year, offering on site service to improve 
take up.  This is supported by a Comms 
initiative to increase take upIn house OH 
seasonal flu campaign for staff starts 
September.  Supported by comms campaign. 
Vaccination sessions arranged in venues right 
across the Trust

7.0 Escalation and Communication

7.1 Are key clinical and managerial staff within the health 
economy clear on the triggers, actions and responsibilities 
within the  business continuity plans of their trust?

YES The winter plan has been developed and 
communicated at ECOG. It will be launched 
at a multi agency stakeholder engagement 
event as part of the WBCCG urgent care 
redesign.

7.2 Is there a clear plan for communicating information to the 
public and publicising the services that are available? 

YES

WBCCG -Press/Radio releases, website 
updates, leafleting the borough, Ad Van, 
posters etc. Choose Well campaign.

7.3 Do the organisations have internal communications plans 
for keeping staff fully informed about preparations for 
winter?

YES

WBCCG – Multi agency meetings will 
commence between WWL, BCHT and NHS 
ALW to add this to the strategy for 2012. Use 
of internal Intranet .

8.0 Command and Control 

8.1 Are there  Trigger points in place to agree escalation? YES WBCCG - Provider action cards and the 
convening of the Health and social care 
Group.  NHS winter plan included in the local 
plan

8.2 Are there agreed Command, Communication and Control 
systems in place to manage the different levels of 
escalation?

YES WBCCG - GM command and control 
framework and local command and control 
framework as part of the health economy 
action cards

8.3 Does  the escalation plan provide for 7 day working by 
managers if required?

YES WBCCG -health economy executives on call 
would attend teleconferences/ be present on 
site should the situation require.              
WWL - This is already built into managers job 
description.                                                 
Bridgewater- Service leads already work 
flexibly across 7 days

8.4 Does the escalation plan identify who will lead the 
organisation at each level of the Trigger points?

YES

WBCCG/WWL/Bridgewater/LA-Yes. 
8.5

8.6
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EXECUTIVE SUMMARY 
 
At month 06 the locality PCT (CCG/NCB/LA) is forecasting to achieve its statutory duties in 2012/13, 
and achieve a surplus of £2,807k.  
 
The Year to Date (YTD) surplus (£1,404k) is in line with the projected planned surplus. 
 
Detailed financial positions are given for: 
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Section A: Key Financial Performance Dashboard 
 
 
 
1. Headline financial indicators NHS Ashton, Leigh & Wigan  Year to date 

rating 
Year-end 

rating 

01 Revenue 

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

   

02 Capital 

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

   

03 Cash 

The PCT is drawing down cash in accordance with plans. 
 

   

 
 
 
2   Summary financial position at Month 06 NHS Ashton, Leigh & Wigan 

 

CCG 214,828      214,800      (28) u G 442,962      442,748      (215) u G

NCB 58,973         58,970         (3) u G 123,286      123,286      (0) u G

Local Authority 9,938           9,938           (0) u G 20,081         20,081         (0) u G

Property Co 2,805           2,837           31 u G 5,604           5,819           215 u G

Total Budgets 286,544      286,544      0 u G 591,934      591,934      0 u G

Allocation 287,948      287,948      0 u G 594,741      594,741      0 u G

Surplus 1,404           1,404           (0) u G 2,807           2,807           (0) u G

Year to Date

RAG rating

Forecast

 Forecast  

£000s 
Trajectory

Variance 

(favourable)  

/ adverse 

£000s

 Variance 

(favourable)  

/ adverse 

£000s 

RAG rating
 Budget 

£000s 

 Actual 

£000s 
Trajectory

 Budget 

£000s 

 
 
 
3 Achievement of Surplus – current position against full year plan 

 

 
 
 
 
4 Capital Resource Limit 
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Section B: NHS ALW Overall Financial Position 
 
 
Overview 

The baseline data collection exercise for the Department of Health identified the future commissioning 

budgets for 2013/14.  The financial information in this report reflects the baseline exercise as requested 

by NHS Greater Manchester (NHSGM), but the values are not fully reconcilable due to the treatment of 

income, and non-recurrent allocations.  Both of these areas were excluded from the data collection 

exercise. 

 

Summary PCT Position 

At month 06 the locality PCT (CCG/NCB/LA) is forecasting to achieve its statutory duties in 2012/13, 

and achieve a surplus of £2,807k. The Year to Date (YTD) surplus (£1,404k) is in line with the 

projected planned surplus. 

 

Detailed financial positions are given in: 

 Section C: Wigan Borough CCG budgets; 

 Section D: National Commissioning Board (NCB) budgets;  

 Section E: Wigan MBC budgets; and 

 Section F: Section 75 Single Commissioning Agency budgets. 

 

The current position on the capital budget is given in Section G.  

 

Appendix 1 shows the allocations received by the locality PCT (CCG/NCB/LA) this month.  

 

Appendices 2 to 7 show detailed information for the CCG budgetary position this month. 

 

Key Message 1 – Review of zero/low spend areas 

This month the finance team has reviewed areas with budget holders which have lower than expected 

spend at month 06, and have identified the following areas of slippage on the CCG budgets: 

 

 Acute Services - £750k  (including collaborative commissioning, non-contracted NHS activity 

and cost per case NHS activity); 

 Mental Health - £200k (mental health investment  and learning disabilities funding); 

 Community - £150k (contracts other than Bridgewater Community Health); 

 Other commissioning - £600k (IT programmes and high cost brain injury patients);  

 Continuing Care and Funded Nursing Care - £700k; and 

 Reserves - £1.9m (Mental Health Operating Framework reserve). 

  

While some of this slippage has been used to offset increased forecast outturn positions reported in 

Section C, most of the funding (£3.6m) has been ring-fenced to reduce the QIPP risk as discussed in 

the following Key Message 2. 

 

The review of zero/low spend areas will continue in month 07, and any additional slippage will be 

included in next month’s financial position. 

 

Key Message 2 – QIPP 

As previously reported to the Board, the locality PCT (CCG/NCB/LA) is planning to deliver £18.1m 

QIPP savings in 2012/13.  
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Successful delivery of this target is critical to the achievement of the agreed control total surplus and all 

QIPP scheme owners must be committed to achieving their in-year targets. 

 

Last month there were areas of high risk amounting to £7.47m, which included achieving a reduction 

from Community Health contracts, a proposed reduction in estates utilisation and the delivery of a 

number of schemes still to be fully developed. 

 

As part of the Month 06 review of zero/low spend areas the areas of high risk have been reduced, as 

agreed programme slippage of £3.6m has been utilised to offset this risk. 

 

The details and remaining medium and low risks are shown in the separate QIPP report. 

 

Key Message 3 – Wrightington, Wigan & Leigh NHS Trust (WWLFT) 

We are in regular contact with WWLFT regarding the forecast outturn and performance of the contract 
in the following areas; 
 

 Delivery of QIPP; 

 £3m Non-Elective admissions over-performance; 

 Readmissions (see below); and  

 Further investment in Trauma and Orthopaedics.   
 

These are all high risk areas which the Assistant Director of Commissioning is leading on with WWLFT 

and the aim is to manage the risk and minimise the commitment required.  The level of risk has been 

assessed by the Assistant Director of Commissioning and the contracting team, and the working 

assumption is that the WWLFT contract will break even at the end of the year.  This assumption has 

been agreed by both Directors of Finance. 

 

The CCG commissioning and finance team in conjunction with WWLFT are continuing to finalise the 

Quarter 1 financial position. Agreement has been reached on:  

 CQUIN - the Trust achieved 73% performance at Quarter 1. 

The main area that still requires agreement is: 

 Application of readmission penalties. 

The Assistant Director of Commissioning is meeting WWLFT’s Associate Director of Income & 

Contracting on the 22nd October to agree the application of readmission penalties and finalise the 

Quarter 1 position.  It is expected that the outcome will be within the agreed contractual position with 

WWLFT and this is reflected in the position reported in section C. 

The Directors of Finance of both organisations are meeting on a regular basis, and will agree the 

finalised contract outturn position before the end of the financial year.  

 

Key Message 4 – Bridgewater Community Healthcare NHS Trust (BCH) 

The contract with Bridgewater Community Healthcare for 2012/13 is block and therefore does not flex 

based on activity undertaken within the community provider.  However there are a number of areas of 

financial risk in 2012/13 which have been identified. 

The Director of Finance of both organisations, Wigan Borough CCG’s Chief Accountable Officer and 

BCH’s Executive Director of Operations met this month to discuss the BCH Integrated Business Plan 

and the sharing of information between organisations. 

 

The discussions focussed on the details of the Integrated Business Plan (IBP) and a briefing note on 

the IBP and its implications for the CCG will be taken to the Finance & Performance Committee in 

November.  
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Discussions continued with the Community Trust over the renegotiation of the non-tariff prices for the 

District Nursing service, and the proposed £1.5m reduction in the overall costs of this service.  The 

CCG’s Chief Accountable Officer has signed off the Contract Variation for the £1.5m reduction and this 

has been sent to the Trust. 

 

Contract negotiations for the 2013/14 financial year also started in October.   

 

Key Message 5 – Future Risk - Continuing Healthcare retrospective claims 

The locality PCT has received 351 applications for retrospective claims for NHS Continuing Healthcare 

(CHC), as a result of the 30th September deadline set by the Department of Health.  This deadline was 

for people wanting to claim back care home fees they believed were wrongly charged for full time care 

between 2004 and 2011. 

The Continuing Healthcare team in Wigan have estimated that 307 of the applications will need to go 

through the full review process.  Based on the outcome of CHC claims made in the last 2 years the 

potential financial impact of the claims could be up to £6.7m.  The working assumption is that the figure 

will come in lower than £6.7m as there have been a number of very high cost individuals in the last two 

years which could be overstating the financial impact calculated. 

The Continuing Care team will be assessing the claims in more detail as the year goes on so our 

estimate of the financial impact will become clearer.  We are also sharing data with NHS Greater 

Manchester and benchmarking our figures with other PCTs for consistency. 

 

Looking Towards Month 07 

As part of the review of zero/low spend areas at Month 06, further work has been identified in order to 

release additional funding at Month 07.  Meetings will be arranged with the relevant CCG/locality PCT 

Commissioners in order to agree and report any additional savings in next month’s financial reports to 

Board and Department of Health. 
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Section C: Transition to Wigan Borough CCG budgets 

 
1. Summary financial position at month 06 

 

Acute Services 132,632      132,621      (10) u G 267,905      267,704      (200) u G

Mental Health 14,630         14,528         (101) u G 28,892         28,692         (200) u G

Community 16,265         16,192         (73) u G 32,518         32,370         (148) u G

Other Commissioning 4,300           4,004           (296) u G 10,468         9,841           (627) u G

Prescribing 30,009         30,009         0 u G 60,108         60,123         16 u G

Primary Care 489              489              0 u G 1,417           1,417           0 u G

CHC/FNC 9,445           8,958           (487) u G 19,393         18,393         (1,000) u G

Corporate 3,841           4,012           171 u G 7,169           7,512           343 u G

Social Care 2,090           2,090           0 u G 4,179           4,179           0 u G

Reserves 1,128           1,897           769 u G 10,914         12,516         1,602 u G

Total CCG Budgets 214,828      214,800      (28) u G 442,962      442,748      (215) u G

Trajectory RAG rating

Year to Date Forecast

 Budget 

£000s 

 Actual 

£000s 

Variance 

(favourable)  

/ adverse 

£000s

Trajectory RAG rating
 Budget 

£000s 

 Forecast  

£000s 

 Variance 

(favourable)  

/ adverse 

£000s 

 
 
 
2. Key financial performance issues in September 

 Acute Services: Overall forecasted position on secondary care budgets is an under-performance of 

£200k.  This is the net figure of a number of over and under-spending budgets, and the details of 

individual budgets are reported on the following sections; 

 Acute Services - Wrightington Wigan & Leigh FT: The locality PCT has received month 04 freeze 

data and month 05 flex data for its main acute contract with Wrightington Wigan & Leigh FT.  The 

flex data shows that the contract continues to over perform, by £2.2m at month 05, mainly driven by 

a £1.1m over performance in non-elective activity, and a £700k over performance in outpatients. 

Day case and electives are under performing by £440k. 

But, as reported last month, the data includes a number of areas which remain subject to challenge 

by the CCG.  These include:   

- £1.0m penalty for application of the readmissions policy; 

- £190k deduction for First to Follow Up Ratio challenges; and  

- £500k deduction for Referral To Treatment (RTT) challenges, Cancelled Operations 

challenges and Unfinished spells activity charged in error.  

These contract challenges will bring the contract performance in line with the planned value, and so 

a break even position is reported again this month; 

 Acute Services – other NHS acute contracts: The forecasted position on the locality PCTs other 

acute contracts is an underperformance of £144k.  There are no significant variances on any 

individual contracts; 

 Acute Services – Independent Sector contracts: There is a forecast over-performance of £650k on 

contracts with the independent sector.  This is mainly due to increased elective activity at Fairfield 

of £500k and BMI Beaumont of £116k, which may relate to waiting list initiatives at Bolton FT and is 

being investigated further with the Trust as part of the Month 07 review;  

 Acute Services – Collaborative Contracts: There is an increase on the reported surplus on the 

Collaborative Contracts of £500k. This is due to the release of the development reserve that had 

been set aside, and underperformance on the Cardiac contract. Further work is being undertaken 

to assess the impact of migration of Collaborative services into Specialist Commissioning on this 

budget; 
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 Acute Services – specialist drugs: There is a forecast over-performance of £162k on the specialist 

drugs budget as a result of  increased numbers of patients receiving high cost specialist drugs; 

 Acute Services – Non Contracted Activity: Slippage identified on non-contracted activity at NHS 

providers (£150k) and private sector providers (£100k).  This month’s revised forecast is based on 

activity to date, which is lower than planned; 

 Mental Health: There is slippage of (£200k) on Mental Health Contracts.  This is due to the release 

of £100k from one-off support schemes within Mental Health Investments, and (£100k) surplus on 

Learning Disability funding for a patient who has now transferred to Central Lancashire; 

 Community: (£150k) slippage identified in the community contracts with Salford Royal NHS 

Foundation Trust and Royal Bolton Hospital NHS Foundation Trust;  

 Other Commissioning: Slippage on funding for IT programmes that are not going ahead this year 

(£250k) and for high cost brain injury patients (£350k); 

 Prescribing: Four months GP prescribing information was available in time for this report, however 

there is currently an issue with the forecast outturn calculation, which is being investigated by the 

NHS Business Services Authority. We are continuing to forecast financial balance on the 

prescribing budgets until we get this information; and 

 Continuing Health Care/Funded Nursing Care: Increased surplus on Funded Nursing Care (£100k) 

and surpluses on Children and Young Peoples and Adult Continuing Care (£600k) where numbers 

are lower than planned. 

 

3. Risks  

 All: Non-delivery of CCG owned QIPP Schemes (see separate QIPP report); 

 Acute Services: Acute services in-year contract over performance. 2012/13 activity plans are based 

on the purchase of 2011/12 forecast outturn, so activity this year needs to be tightly controlled to 

stay at that level and to make sure that all contracts are delivered in line with the agreed budgets 

and activity plans.  It is expected that Acute Services Contracts will be subject to significant 

monitoring by NHS GM and NHS North; and 

 Prescribing: In-year over performance – 2012/13 prescribing budgets are based on 2011/12 

forecast outturn, the Medicines Management Team have to keep expenditure at that level and 

deliver £2.7m of QIPP savings (see separate QIPP report).  The Medicines Management team 

have given their commitment to this at the challenge meeting (see Key Message 1 above).   

 
Supporting information regarding the CCG position at month 06 is attached as Appendices 2 to 7. 
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Section D: Transition to National Commissioning Board budgets  

 
1. Summary financial position at month 06 

 

Primary Care 34,931         34,928         (3) u G 70,196         70,196         (0) u G

Specialist 16,195         16,195         0 u G 35,798         35,798         0 u G

Other Commissioning 3,211           3,211           0 u G 7,263           7,263           0 u G

Public Health 3,914           3,914           0 u G 7,828           7,828           0 u G

Corporate 722              722              0 u G 1,444           1,444           0 u G

Reserves -               -               0 u G 757              757              0 u G

Total NCB Budgets 58,973         58,970         (3) u G 123,286      123,286      (0) u G

Trajectory RAG rating

Year to Date Forecast

 Budget 

£000s 

 Actual 

£000s 

Variance 

(favourable)  

/ adverse 

£000s

Trajectory RAG rating
 Budget 

£000s 

 Forecast  

£000s 

 Variance 

(favourable)  

/ adverse 

£000s 

 
 

As previously reported these budgets will transition to NCB control (NHS GM) during the year, but 

will still be accounted for in the locality PCT/CCGs accounts. The NCB has stated that the locality is 

still expected to manage these budgets on behalf of the NCB during 2012/13. 

 

The NCB will take responsibility for a number of Public Health areas in 2013/14.  Their main 

responsibilities will be for Public Health for children aged 0 – 5, and immunisation and screening 

programmes. 

 

2. Key financial performance issues in September 

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

 Specialist: North of England Specialised Commissioning Group continues to migrate services from 

NHS Trust contracts into its portfolio and this is expected to continue throughout 2012/13.  These 

migrations should have a neutral impact on PCT/CCG budgets; and 

 Primary Care: Primary Care budgets are being monitored closely by NHS GM and reported to the 

Direct Commissioning Board on a monthly basis. At present there are a number of opportunities 

and risks associated with Primary Care budgets. These have been discussed locally with the 

Associate Director of Primary Care and identified to NHSGM by the Director of Finance, and will 

continue to be monitored. At present the financial position is reported as break-even, but will be 

revisited as part of the month 06 budget review. 

 
3. Risks  

 All: Non-delivery of QIPP Schemes – (see separate QIPP report);  

 Specialist: North of England Specialised Commissioning Group has proposed and had accepted, 

by Directors of Finance, a risk share proposal for over-performance on contracts for 2012/13 

financial year.  This limits the amount of over performance charged to locality PCT/CCGs. For NHS 

Greater Manchester, there are currently no over performing Trusts in the Specialist Commissioning 

budgets therefore the locality PCT is not anticipating any pressure on these budgets; and 

 Primary Care: Control over budgets reported through the locality PCT/CCG but managed externally 

by NHS GM.  
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Section E: Transition to Wigan MBC budgets  
 
1. Summary financial position at month 06 

 

Public Health 9,938           9,938           (0) u G 19,865         19,865         (0) u G

Reserves -               -               0 u G 216              216              0 u G

Total LA Budgets 9,938           9,938           (0) u G 20,081         20,081         (0) u G

 Forecast  

£000s 

 Variance 

(favourable)  

/ adverse 

£000s 

Trajectory RAG rating

Year to Date Forecast

 Budget 

£000s 

 Actual 

£000s 

Variance 

(favourable)  

/ adverse 

£000s

Trajectory RAG rating
 Budget 

£000s 

 
 
 

2. Key financial performance issues in September 

 All: The locality PCT/CCG and Local Authority (LA) Public Health finance teams are working 

together to monitor performance against the 2012/13 shadow LA budget during this transition year; 

and     

 All: There are no significant financial performance issues with the shadow budget this month. 

 

Update on finance issues for Public Health transition:  

The locality PCT has received additional support funding for Public Health transition (£94k). The 

funding is expected to be used by the local authority to support additional costs on professional 

fees to support the transition (for example human resources, legal fees and project planning) 

 

3. Risks 

 All: Non-delivery of Public Health QIPP Schemes - (see separate QIPP report); and 

 All: Agreement of allocations and staffing to be transferred to the LA.  
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Section F: Section 75 Single Commissioning Agency  
 
1. Summary financial position  

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

SCA - MH and LD (NHS Providers) 12,033              12,044              11 u G 23,625                 23,625                 0 u G

SCA - MH and LD (non NHS Providers) 2,597                2,484                (112) u G 5,266                   5,066                   (200) u G

SCA - Community Services (NHS Providers) 14,474              14,399              (75) u G 28,935                 28,785                 (150) u G

SCA - Other Community Services (non NHS Providers) 10,671              10,184              (487) u G 23,800                 22,800                 (1,000) u G

SCA Commissioner (NHS) 39,775              39,111              (663) u G 81,627                 80,277                 (1,350) u G

Externally Commissioned Services 16,570              17,299              729 u R 31,692                 34,192 2,500 u R

In House Provider Services 7,540                9,061                1,521 u R 17,047                 19,047 2,000 u R

Further In Year Support from LA

SCA Commissioner (LA) 24,110              26,360              2,250 u R 48,739                 53,239                 4,500 u R

SCA TOTAL 63,885              65,471              1,587 130,366               133,516               3,150

Variance 

(favourable)  

/ adverse 

£000s

Trajectory RAG rating  Budget £000s  Forecast  £000s 

 Variance 

(favourable)  

/ adverse 

£000s 

Trajectory RAG rating

Year to Date Forecast

 Budget £000s  Actual £000s 

 
 
 
2. Key financial performance issues in September 

 Single Commissioning Agency (NHS): The Locality PCT is forecasting a surplus of £1.4m at month 

06, which is mainly due to a saving on mental health contracts (£200k) and surpluses on Funded 

Nursing Care (£400k) and on Children and Young Peoples and Adult Continuing Care (£600k) 

where patient numbers are lower than planned; and     

 Single Commissioning Agency (Local Authority): The Local Authority is reported a forecast deficit of 

£4.5m at month 06.  

The key issues are, as at month 05, that there are additional demand pressures on the externally 

commissioned services in particular on elderly people home care and mental health outreach over 

and above existing budgeted allocations in this area.  

Additional pressures are being encountered within the in house provider services, on the Learning 

Disability supported accommodation service. Whilst more cost effective solutions are being 

developed in these areas it is still anticipated that there will be a significant overspend at year end 

on the current budgeted allocation. 

 

The Single Commissioning Agency budget is in place until 31st March 2013.  The CCG is currently 

discussing with officers of the Local Authority the potential for rolling forward this mechanism into the 

new financial year in order to help focus on shared areas of working. 
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Section G: Capital 
 

1. Summary financial position at month 06 

The capital plan has been updated at month 06 to reflect the more realistic outcomes. Each month 

the PCT has reported that the position would be updated by month 06 if negotiations on schemes 

have not progressed to an extent that would allow schemes to complete by April. This has had the 

following impact on the PCTs capital plan: 

 

2. Sales 

Sales have been reviewed as part of the review of the overall capital plan. 

 

College Street sale is progressing but Incefield House sale has not progressed and may not occur 

in 2012/13. Atherton sale is unlikely to happen and the Beech Hill sale may not complete in 

2012/13.  

 

To minimise risk, the PCT has taken the sales, except College St, out of this year. If they do 

happen, the PCT can reinvest the money in bringing forward some maintenance schemes. 

 

3. Expenditure  

The scheme to support QIPP to relocate outpatients in to currently underutilised LIFT sites has 

been removed from the outturn position as the negotiations with WWL are on-going but are unlikely 

to be complete in time to get the required approvals and complete the scheme. The cost of the 

scheme was £1.2m; 

An estimate of £150k had been included for the financial investment in Ashton LIFT if the scheme 

was given approval. Again, as the process has not progressed to an extent that financial close 

could be achieved by March 2013, the requirement for the capital has been removed in this 

financial year; 

Frog Lane Ophthalmology – Final information has been passed to the SHA to ensure that this 

approval is gained, and this scheme will commence as soon as possible after final approvals;  

A car park scheme at Platt Bridge Clinic, deferred from 2011/12 has been included within the plan 

and this is now underway, at a cost of £110k, a small underspend on the original cost;  

The PCT has received a further allocation of £393k for IT schemes which have been approved at 

NHS GM. These schemes have been started in October. 

Costs of life cycle on LIFT clinics of £415k have also been included. 

Spend to date has been limited to £38k spent on backlog maintenance and the car park at Platt 

Bridge is progressing. The remaining schemes will happen in the latter half of the year once 

approvals and sales have been finalised. 

 

4. Capital Grants 

The PCT has been approached for grants from several GP practices to fund schemes on their 

premises to support CQC registration. Business cases have been received and approved, pending 

approval for capital funding. The PCT is requesting GM and SHA approval to utilise £300k of the 

slippage declared to offer capital grants to GPs for the approved business cases. 

 
5. Impact on PCT capital plan 

The overall impact of the above movements, assuming the approval is given to utilise the slippage 

for capital grants, is an underspend on capital of £685k, which has been declared at quarter 2. 
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Appendix 1: Allocations 
 

. 

Allocation Update September 2012 Allocation Total

£000 £000

Opening allocation 2012/13 593,337 

No allocations received in month 02

PCT allocation at month 02 593,337

Allocations received in month 03

2012/13 Pooled Treatment Budget & Drug Interventions Programme 38             

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

GM Cats 2011/12 contract under utilisation (51)           

2012/13 Transformational pool WWLFT 450           

2012/13 Transformational pool Bridgewater Community Trust 50             

PCT allocation at month 03 593,870

Allocations received in month 04

Offender Health Liaison & Diversion 66             

Regional Innovation Fund- Bridgewater Community 15             

Bowel cancer screening (452)         

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

Prisons Healthcare additional allocation 794           

Advancing Quality - not  a toplsice now invoiced by SRFT 247           

Impairments 260           

PCT allocation at month 04 594,803

Allocations received in month 05

Palliative Care (49)           

Health, work & Well Being 38             

Emergency non elective performance adj (231)         

Offender Health - liaision & diversion 86             

Sub total allocations received in month 05 (156)

Allocations received in month 06

Public Health support for Las 94

Sub total allocations received in month 06 94

PCT allocation at month 06 (included in FIMS submission to SHA) 594,741
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Appendix 2: CCG Detail – Key Financial Indicators 
 

1 Operate within Delegated Expenditure Budget(£000s)

Plan Actual Variance Result Trend

Cumulative to date 214,829   214,801 (28) 

Year end forecast 442,962   442,747 (215) 

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

Plan Actual Variance Result Trend

Wrightington, Wigan & Leigh NHS FT 71,466     71,466 (0) 

Royal Bolton NHS FT 7,638       7,404 234 

3 Continuing Health Care Expenditure

Plan Actual Variance Result Trend

Cumulative to date 9,445 8,958 (487) 

Year end forecast 19,393 18,393 (1,000) 

4 GP Prescribing

Plan Actual Variance Result Trend

Cumulative to date 30,009 30,009 0 

Year end forecast 60,108     60,123 16 
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Appendix 3: CCG Detail – Year to Date position 
 
 
 

Cumulative year-to-date expenditure

MONTH Plan £000 Actual £000 Variance £000

APRIL 36,948      36,948 0 

MAY 73,895      73,895 0 

JUNE 107,464    107,464 0 

JULY 148,539    148,539 0 

AUGUST 178,276    178,276 0 

SEPTEMBER 214,829    214,801 (28) 

OCTOBER 252,851    (252,851) 

NOVEMBER 290,873    (290,873) 

DECEMBER 328,896    (328,896) 

JANUARY 366,918    (366,918) 

FEBRUARY 404,940    (404,940) 

MARCH 442,962    (442,962) 

 -

 50,000

 100,000

 150,000

 200,000

 250,000

 300,000

 350,000

 400,000

 450,000

 500,000

£0
00

Cumulative year-to-date expenditure

Plan £000 Actual £000



 
 

14 

Appendix 4: CCG Detail – Top 5 Acute Contracts 
 
 

Acute 

provider Point of delivery

Activity 

plan

Activity 

(over) / 

under 

plan

Variance 

as % of 

plan Budget (£)

Actual 

(over) / 

under 

budget (£)

Variance 

as % of 

budget Budget (£)

Actual 

(over) / 

under 

budget (£)

Variance 

as % of 

budget

A&E 29,296 (1,593) (5%) 2,993,796 (195,213) (7%) 7,266,489 (468,512) (6%)

Elective: inpatients and day cases 14,967 962 6% 13,960,181 462,038 3% 33,957,071 1,108,891 3%

Non-elective admissions 16,493 (222) (1%) 21,100,287 (1,202,173) (6%) 50,644,424 (2,885,215) (6%)

Outpatients 149,016 (7,875) (5%) 15,865,965 (896,575) (6%) 38,094,377 (2,151,780) (6%)

All other (PbR excluded, non activity services) 2,442,541 213,970 9% 17,546,019 1,831,923 10% 44,487,639 4,396,616 10%

Items outside Slam (including making it better)    

Total 2,652,313 205,242 8% 71,466,248 (0) (0%) 174,450,000 0 0%

A&E 5,104 (427) (8%) 522,867 (44,275) (8%) 1,254,881 (28,381) (2%)

Elective: inpatients and day cases 986 (150) (15%) 1,146,174 (72,789) (6%) 2,750,818 (46,660) (2%)

Non-elective admissions 3,321 460 14% 3,978,808 170,471 4% 9,549,139 109,276 1%

Outpatients 9,100 (359) (4%) 1,090,874 (35,027) (3%) 2,618,098 (22,453) (1%)

All other (PbR excluded, non activity services) 391 30 8% 899,214 215,168 24% 1,687,065 137,218 8%

Items outside Slam (including making it better)   

Total 18,902 (446) (2%) 7,637,937 233,548 3% 17,860,000 149,000 1%

A&E 1,217 12 1% 146,133 (4,846) (3%) 350,719 (11,630) (3%)

Elective: inpatients and day cases 956 (61) (6%) 1,142,558 30,579 3% 2,742,139 73,390 3%

Non-elective admissions 421 (18) (4%) 697,041 (47,786) (7%) 1,672,898 (114,686) (7%)

Outpatients 5,292 (121) (2%) 694,651 (36,359) (5%) 1,667,162 (87,262) (5%)

All other (PbR excluded, non activity services) 839 45 5% 1,457,655 87,675 6% 3,543,308 240,189 7%

Items outside Slam (including making it better)   

Total 8,725 (143) (2%) 4,138,038 29,263 1% 9,976,227 100,000 1%

A&E 672 5 1% 61,113 (1,374) (2%) 146,671 (3,298) (2%)

Elective: inpatients and day cases 663 (250) (38%) 916,317 83,524 9% 2,199,161 200,458 9%

Non-elective admissions 261 (81) (31%) 370,605 (137,897) (37%) 889,452 (330,953) (37%)

Outpatients 4,563 (55) (1%) 574,464 15,082 3% 1,378,714 36,197 3%

All other (PbR excluded, non activity services) 332 134 40% 933,210 148,693 16% 2,593,827 247,596 10%

Items outside Slam (including making it better)

Total 6,491 (247) (4%) 2,855,709 108,028 4% 7,207,825 150,000 2%

A&E 93 (8) (9%) 8,195 (1,432) (17%) 19,668 (1,087) (6%)

Elective: inpatients and day cases 247 64 26% 222,936 (24,359) (11%) 535,046 (18,488) (3%)

Non-elective admissions 54 4 7% 95,677 29,165 30% 229,625 22,136 10%

Outpatients 1,222 (15) (1%) 144,795 (1,409) (1%) 347,508 (1,069) (0%)

All other (PbR excluded, non activity services) 500 98 20% 911,967 (31,424) (3%) 1,930,825 (36,492) (2%)

Items outside Slam (including making it better)  

Total 2,116 143 7% 1,383,570 (29,459) (2%) 3,062,672 (35,000) (1%)

Total 2,688,547 204,549 8% 87,481,502 341,380 0% 212,556,724 364,000 0%

Salford Royal

Central 

Manchester

UHSM

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

Wrightington, 

Wigan & 

Leigh

Royal Bolton

 
 



 
 

15 

Appendix 5: CCG Detail – Summary financial position 
 

Annual  

Budget 

£000 £000 £000 £000 £000 £000

Acute services

NHS 260,522 129,040 128,805 (235) 259,882 (640)

Private providers 5,471 2,713 3,013 300 6,060 589

NCA 1,912 879 804 (75) 1,762 (150)

Total Acute services 267,905 132,632 132,622 (10) 267,704 (201)

Mental Health

Mental Health  - NHS 23,625 12,033 12,051 18 23,625 0

Mental Health  - Private providers 4,671 2,299 2,256 (43) 4,571 (100)

Mental Health  - NCA 0 0 0 0 0 0

LD 595 298 221 (77) 495 (100)

Total Mental Health 28,892 14,630 14,528 (101) 28,692 (200)

Prescribing 60,108 30,009 30,009 0 60,123 16

Community 32,518 16,265 16,192 (73) 32,370 (148)

Other Commissioning 14,647 6,390 6,094 (296) 14,020 (627)

Primary Care 1,417 489 489 0 1,417 0

CHC / FNC 19,393 9,445 8,958 (487) 18,393 (1,000)

Corporate 7,169 3,841 4,012 171 7,512 343

CSS recharge 0 0 0 0 0 0

Social Care 0 0 0 0 0 0

Reserves 10,914 1,128 1,897 769 12,516 1,602

Other CCG 146,165 67,567 67,651 83 146,352 186

TOTAL 442,962 214,829 214,801 (28) 442,747 (215)

Forecast 

variance

 YTD 

Budget YTD Spend

YTD 

variance Forecast
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Appendix 6: CCG Detail – Corporate financial position 
 

Annual  

Budget 

£000 £000 £000 £000 £000 £000

Corporate

Chief Executive 2,447 1,224 1,394 171 2,790 343

Commissioning & Partnerships 907 454 454 0 907 0

Finance & Performance 2,224 1,118 1,118 0 2,224 0

Quality 554 277 277 0 554 0

IM&T 0 0 0 0 0 0

PBC Management Allowance 700 600 600 0 700 0

Premises -Wigan Life Centre 136 68 68 0 136 0

Depreciation 201 101 101 0 201 0

Total Corporate 7,169 3,841 4,012 171 7,512 343

CSS recharge 0 0 0 0 0 0

TOTAL 7,169 3,841 4,012 171 7,512 343

Forecast 

variance

 YTD 

Budget

YTD 

Spend

YTD 

variance Forecast
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Appendix 7: CCG Detail – Risk Analysis 
 
 

Risk Worst Best

Most 

Likely

£000 £000 £000

Current forecast outturn, including most likely risks 442,747 442,747 442,747

Under/(Over) achievement of QIPP plans 4,000 0 2,000

Support available from reserves 0 (1,500) (3,000)

Adjusted delegated budget expenditure 446,747 441,247 441,747

Overspend against secondary care contracts will increase. 2,000 0 1,000

Failure to control prescribing spend and deliver efficiency 1,000 (500) 500

Continuing Care 250 (250) 0

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

Additional restructuring costs 250 0 125

Overspend against non NHS contracts will increase 250 (250) 0

Risk Adjusted Delegated Expenditure 457,197 442,747 447,872
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1. Executive Summary – Month 6 
 
1.1  The achievement of QIPP savings in this report is also built into the forecast outturn 

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

1.2  Following an in depth review of baseline budgets at month 6 the risk rating of a 
number of schemes has been revised. Table 1 below details the movements in the 
forecast risk ratings between month 5 and month 6 value. The material movements 
include Bridgewater Services Review (£3,270k) now being classed as medium risk 
due to the in month raising of a contract variation. Schemes yet to be identified at 
month 5 (£2,193k) were classed as high risk, this area had now been addressed. In 
addition the LIFT Outpatients scheme  (£1,250k) has now been replaced. 

 
Table 1. 

 

     

Month 5 Month 6
£000s £000s

8,768             13,299      

1,931             4,546        

7,470             324           High

Value of Forecast by Risk

Low

Medium

 
 

               
 
2 Specific Points for Month 6 
 
2.1  The planned comprehensive budget review undertaken by financial management at 

month 6 has identified £3,600k of resources that has been allocated to address 
variances within the QIPP programme.  
 

2.2 Total expected savings in month 6 were £853k, compared to actual savings reported 
as £4,304k thus a difference of £3,451k. The cumulative savings expect by month 6 
were £5,183k compared to actual savings of £8,548k, a difference of £3,365k. 
Forecast savings remain the same as Month 5 at £18,169k. The overachievement in 
month is due to the budget baseline review which highlighted a number of areas that 
are underspent. These areas have now been removed directly from the budgets, 
hence creating a recurrent effect. 
 

2.3  As previously identified the high risk scheme the LIFT Outpatients, has now been 
delayed. It is hoped that this saving will be realised in 2013/13. This will be a first call 
against any QIPP gap next year. This years forecast shortfall has been addressed by 
the budget review mentioned above. 
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2.4 The current internal risk rating of all QIPP schemes is aggregated in the table above 
The value of high risk schemes has fallen from £7,470 k at month 5 to £324 k as at 
month 6. The explanation over this shift is detail in section 1.2 of this report. The 
methodology for assessing high risk schemes is based on likelihood of delivery 
against the original plan value. 
 

2.5  There is currently one schemes that is rated at high risk:: 
 

 
a) Alcohol related admissions - 'Frequent Fliers' - £324k – A business case has 

been submitted for this scheme which requires investment. The Wigan QIPP 
Programme Board has requested this project be extended to include other 
areas to achieve scale. (e.g. Other substance abuse) The Local Authority are 
currently looking into this and will report back to the next Wigan QIPP 
Programme Board. 

 
b) All the high risk schemes detailed above pose a significant risk to the in-year 

delivery of the QIPP programme. In turn this puts the CCG at risk of 
achieving its statutory financial duties 

 
2.6  Medicines management - Of the 14 QIPP areas under review; 6 areas are over the 

pre-set milestones, 5 are moving towards achieving the pre-set milestones and 3 are 
currently not close to achieving the pre-set milestones. The underperformance in 
these three areas is being offset by over-performance to the five areas that are 
achieving their pre-set milestones. Please note the forecast for Product formulation 
changes - optimum pricing has been reduced by £120k against plan, whilst the 
Scriptswitch forecast has been increased by £120k due to Scriptswitch  picking up 
some of the areas within Product formulation changes - optimum pricing 
 

2.7 During May, June and July all Practices were invited to attend a peer review meeting 
with the Senior Medicines Management Team and their appropriate Locality GP 
Prescribing Lead. Each meeting involved between 5 to 6 practices and will be a 
component of their quality and outcomes framework payment. All 65 Practices 
attended the peer review meetings. The QIPP plan was discussed fully at these 
meetings. Practices prior to the meetings were provided with RAG rated data for their 
individual Practice for the QIPP prescribing areas.  The peer review discussed and 
compared the individual Practices. Best practice was shared between the clinicians 
on how to make the appropriate prescribing changes to allow the CCG to achieve its 
Medicines Management QIPP plan. By 30.07.12 all Practices had selected the 3 
prescribing areas that they will review fully before 31.03.13. Details of their selections 
are listed under the individual target areas below. A full report on the peer reviews 
was presented to the Medicines Management Committee on 05.09.12 and was 
presented to the CCG monthly QIPP meeting on 24.09.12 and part 2 of the CCG 
Board on 25.09.12. 
 

                     
3. General Points 

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

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

3 Month 6 QIPP Report



3.2 Non-achievement of the CCG’s QIPP savings target represents a significant risk 
to the CCG. This would be with regard to the delivery of its statutory financial 
duty. The risk is reported in the monthly FIMS return to the Strategic Health 
Authority (SHA).  

3.3 It is important to ensure any reduction in acute spend achieved by reducing GP 
referrals are not offset by increases in internal referrals.  
 

4. On-going work and future years 
 

4.1 A workshop has been organised for the 6th November 2012 to identify QIPP 
schemes for 2013/14 and beyond. Locality groups, Commissioners and Patient 
groups have been invited to the event, where we will aim to develop a “long list” of 
idea’s in preparation for next year’s QIPP programme. Where viable the ideas will 
be developed into full business cases. 

4.2 The Wigan Leaders group met on September 6th 2012 and are continuing to 
develop QIPP schemes that are cross-organisational, aimed at improving the 
health economy of Wigan. One of the main programmes under this banner is the 
Long Term Conditions programme. This scheme has slipped recently due to 
Information Governance issues raised by the LMC. The project team is currently 
identifying how to resolve these issues.  

4.3 Work is continuing with the localities in identifying potential QIPP schemes and 
developing these into business cases. We are currently using SharePoint as a 
vehicle to allow GPs, Commissioning, Primary Care & Finance to feed into the 
process and to note for further contract discussions. 
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QIPP Programme  

Dashboard

Schemes by Categories  Monthly £000s Monthly
RAAG

Cumulative £000s Cumulative
RAAG

M06 Sep-2012 Planned Actual Trajectory Planned Actual
Secondary Care 233 979  G 870 1596 G
Primary Care 124 524  G 921 1321 G
Public Health 57 58  G 342 346 G
Medicines Management 179 177  AG 1538 1534 AG
Estates 93 107  G 410 403 AG

Community Care (BW) 0 0  Scheme Yet To 
Commence 0 0 Scheme Yet To 

Commence

Community Health 0 0  G 100 100 G
Other 167 2459  G 1002 3248 G
Total 853 4304  G 5183 8548 G

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

Secondary Care

Primary Care

Public Health

Medicines
Management

Estates

Community Care
(BW)

Community
Health

Other

£8,548k

£18,169k

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

1

Cumulative Actual Against Full Year Plan - £000s

Full Year Plan

YTD Actual

Full Year Plan, £2,594k

Full Year Plan, £2,866k

Full Year Plan, £687k

Full Year Plan, £2,700k

Full Year Plan, £1,862k

Full Year Plan, £3,320k

Full Year Plan, £100k

Full Year Plan, £2,085k

Current Forecast, £3,294k

Current Forecast, £3,266k

Current Forecast, £691k

Current Forecast, £2,581k

Current Forecast, £605k

Current Forecast, £3,320k

Current Forecast, £100k

Current Forecast, £3,081k

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

Mike Tate
Locality Director of Finance, 
Contracting and Performance Management
Director of Finance Wigan Borough Clinical Commissioning Group
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QIPP 2012/13 Programme  

Individual Scheme Scorecard
Schemes by Categories  Monthly £000s £000s £000s Actual

M06 Sep-2012 Scheme Planned Actual Variance Current  Status
YTD 
Plan

YTD
Actual

Variance Current  Status
Full Year

Plan
Current

Forecast
Variance

Risk

Pathology Testing (Contract) Kim 
Godsman

50 50 0
No Material Concerns -

100% of Milestone 
Achieved

300 300 0
No Material Concerns -

100% of Milestone 
Achieved

600 600 0 Low

Local Pricing  (nursing)(Contract) Kim 
Godsman

36 36
No Material Concerns -

100% of Milestone 
Achieved

216 216 0
No Material Concerns -

100% of Milestone 
Achieved

430 430 0 Low

Blood Transfusions - Local Pricing 
(Contract)

Kim 
Godsman

11 11
No Material Concerns -

100% of Milestone 
Achieved

66 66 0
No Material Concerns -

100% of Milestone 
Achieved

130 130 0 Low

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

place. 24 0 -24
Scheme no longer in 

place. 50 0 -50 N/a

Alcohol related admissions - 'Frequent 
Fliers' Carol lyons

0 0 0
Scheme Yet To 

Commence 0 0 0
Scheme Yet To 

Commence 324 324 0 High

Other Secondary Care Savings All 132 882 750
No Material Concerns -

100% of Milestone 
Achieved

264 1014 750
No Material Concerns -

100% of Milestone 
Achieved

1060 1810 750 Low

Secondary Care Sub-Total Secondary Ca 233 979 746 870 1596 726 2594 3294 700

Orthodontic Pathway Redesign Jackie 
Forshaw

0 0 0 Scheme Finished 177 177 0
No Material Concerns -

100% of Milestone 
Achieved

177 177 Low

Budget Top slice 8.2% Jackie 
Forshaw

124 524 400
No Material Concerns -

100% of Milestone 
Achieved

744 1144 400
No Material Concerns -

100% of Milestone 
Achieved

1489 1889 400 Low

Darzi Reduction
Jackie 
Forshaw 0 0 0

Scheme Yet To 
Commence 0 0 0

Scheme Yet To 
Commence 1200 1200 Low

Primary Care Sub-Total
Primary 

Care 124 524 400 921 1321 400 2866 3266 400

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

100% of Milestone 
Achieved

342 346 4
No Material Concerns -

100% of Milestone 
Achieved

687 691 4 Low

Public Health Sub-Total 57 58 1 342 346 4 687 691 4

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

5 1 -4
Significant Concerns - 
< 60% Of Milestone 

Achieved
120 91 -29

Material Concerns 
60%+ Of Milestone 

Achieved
150 121 -29 Medium

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

10 6 -4
Material Concerns 
60%+ Of Milestone 

Achieved
90 56 -34

Material Concerns 
60%+ Of Milestone 

Achieved
150 116 -34 Medium

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

20 1 -19
Significant Concerns - 
< 60% Of Milestone 

Achieved
130 133 3

No Material Concerns -
100% of Milestone 

Achieved
250 253 3 Low

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

4 12 8
No Material Concerns -

100% of Milestone 
Achieved

51 83 32
No Material Concerns -

100% of Milestone 
Achieved

75 107 32 Low

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

5 5 0
No Material Concerns -

100% of Milestone 
Achieved

70 74 4
No Material Concerns -

100% of Milestone 
Achieved

100 104 4 Low

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

5 0 -5
Significant Concerns - 
< 60% Of Milestone 

Achieved
45 22 -23

Significant Concerns - 
< 60% Of Milestone 

Achieved
75 57 -18 Medium

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

10 9 -1
79%+ of Milestone 

Achieved 75 99 24
No Material Concerns -

100% of Milestone 
Achieved

100 124 24 Low

GM Do Not Prescribe List - reduce 
prescribing Linda Scott

30 24 -6
79%+ of Milestone 

Achieved 220 222 2
No Material Concerns -

100% of Milestone 
Achieved

400 402 2 Low

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

22 26 4
No Material Concerns -

100% of Milestone 
Achieved

170 304 134
No Material Concerns -

100% of Milestone 
Achieved

300 420 120 Low

Ezetimibe - decrease prescribing; 
following locally agreed guidance Linda Scott

16 13 -3
79%+ of Milestone 

Achieved 104 96 -8
79%+ of Milestone 

Achieved 200 192 -8 Low

Product formulation changes - 
optimum pricing Linda Scott

7 9 2
No Material Concerns -

100% of Milestone 
Achieved

38 44 6
No Material Concerns -

100% of Milestone 
Achieved

200 80 -120 Medium

SIP Feeds
Linda Scott

12 52 40
No Material Concerns -

100% of Milestone 
Achieved

75 56 -19
Material Concerns 
60%+ Of Milestone 

Achieved
150 131 -19 Medium

Analgesics
Linda Scott

8 8 0
No Material Concerns -

100% of Milestone 
Achieved

50 20 -30
Significant Concerns - 
< 60% Of Milestone 

Achieved
100 70 -30 Medium

Individual Prescribing Reviews
Linda Scott

25 11 -14
Significant Concerns - 
< 60% Of Milestone 

Achieved
300 235 -65

Material Concerns 
60%+ Of Milestone 

Achieved
450 385 -65 Medium

Meds Management Sub-Total 179 177 -2 1538 1534 -4 2700 2561 -139

LIFT out patients
Julie 
Southworth 0 0 0

Scheme Yet To 
Commence 0 0 0

Scheme Yet To 
Commence 1250 0 -1250 N/a

Move from Bryan House to WLC Andrea 
Lythgoe

0 0 0 Scheme Finished 200 200 0
No Material Concerns -

100% of Milestone 
Achieved

200 200 Low

Utilities recharge in LIFT and Clinics Andrea 
Lythgoe

10 0 -10
Significant Concerns - 
< 60% Of Milestone 

Achieved
60 40 -20

Material Concerns 
60%+ Of Milestone 

Achieved
125 105 -20 Low

Recharge 5BPs at WLC Julie 
Southworth

4 4 0
No Material Concerns -

100% of Milestone 
Achieved

24 24 0
No Material Concerns -

100% of Milestone 
Achieved

50 50 Low

66a Standishgate
Julie 
Southworth 0 0 0

Scheme Yet To 
Commence 0 0 0

Scheme Yet To 
Commence 40 40 Low

Beech Hill
Andrea 
Lythgoe 0 0 0

Scheme Yet To 
Commence 0 0 0

Scheme Yet To 
Commence 20 20 Low

SLAs for Fire and Security Tracie 
Smith

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

100% of Milestone 
Achieved

17 17 Low

Incefield House
Andrea 
Lythgoe 0 0 0

Scheme Yet To 
Commence 0 0 0

Scheme Yet To 
Commence 13 13 Low

College Street Clinic
Andrea 
Lythgoe 0 0 0

Scheme Yet To 
Commence 0 0 0

Scheme Yet To 
Commence 10 10 Low

Wigan Road Ashton Tracie 
Smith

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

100% of Milestone 
Achieved

10 10 Low

Leigh LIFT parking return Julie 
Southworth

4 3 -1
Material Concerns 
60%+ Of Milestone 

Achieved
24 12 -12

Significant Concerns - 
< 60% Of Milestone 

Achieved
52 40 -12 Medium

Other Estate Schemes Andrea 
Lythgoe

75 100 25
No Material Concerns -

100% of Milestone 
Achieved

75 100 25
No Material Concerns -

100% of Milestone 
Achieved

75 100 25 Low
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QIPP 2012/13 Programme  

Individual Scheme Scorecard
Schemes by Categories  Monthly £000s £000s £000s Actual

M06 Sep-2012 Scheme Planned Actual Variance Current  Status
YTD 
Plan

YTD
Actual

Variance Current  Status
Full Year

Plan
Current

Forecast
Variance

Risk

Estates Sub-Total 93 107 14 410 403 -7 1862 605 -1257
Commissioning of a Home Oxygen 
Service Linda Scott

0 0 0
Scheme Yet To 

Commence 0 0 0
Scheme Yet To 

Commence 50 50 Medium

Bridgewater Services Review Kim 
Godsman

0 0 0
Scheme Yet To 

Commence 0 0 0
Scheme Yet To 

Commence 3270 3270 Medium

Community Care Sub-Total 0 0 0 0 0 0 3320 3320 0

Development of an Integrated 
Specialist Palliative Care Service

Sally 
Forshaw

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

100% of Milestone 
Achieved

100 100 Low

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

Running costs All 34 34 0
No Material Concerns -

100% of Milestone 
Achieved

204 205 1
No Material Concerns -

100% of Milestone 
Achieved

411 412 1 Low

Independent Sector contracts 
Various

70 841 771
No Material Concerns -

100% of Milestone 
Achieved

420 1191 771
No Material Concerns -

100% of Milestone 
Achieved

834 1605 771 Low

NPfIT Peter 
Jenkinson

42 292 250
No Material Concerns -

100% of Milestone 
Achieved

252 501 249
No Material Concerns -

100% of Milestone 
Achieved

500 749 249 Low

CBS Infrastructure
TBC

8 8 0
No Material Concerns -

100% of Milestone 
Achieved

48 48 0
No Material Concerns -

100% of Milestone 
Achieved

90 90 0 Low

PBR Excluded drugs
Kim/Umesh

0 0 0
Scheme Yet To 

Commence 0 0 0
Scheme Yet To 

Commence 100 100 0 Medium

Anti Depressant LDAP John 
Marshall

13 34 21
No Material Concerns -

100% of Milestone 
Achieved

78 53 -25
Material Concerns 
60%+ Of Milestone 

Achieved
150 125 -25 Medium

Review of zero/low spend areas All 0 1250 1250
No Material Concerns -

100% of Milestone 
Achieved

0 1250 1250
No Material Concerns -

100% of Milestone 
Achieved

0 1250 1250 Low

Other 167 2459 2292 1002 3248 2246 2085 4331 2246

Sub-Total 853 4304 3451 5183 8548 3365 16214 18169 1955
Schemes Yet To Be Identified 0 1955 0 High

Total 853 4304 3451 18169 18169

13,299£                 

Medium 4,545£                   

High 324£                      

Please note the forecast for Product formulation changes - optimum pricing has been reduced by £120k against plan, whilst the Scriptswitch forecast has been increased by £120k due 
to Scriptswitch  picking up some of the areas within Product formulation changes - optimum pricing.  At month 6 Other Estate Schemes has replaced  the Potential Car Park Charges 
scheme.

Value of Forecast by Risk
£000s

Low
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1. EXECUTIVE SUMMARY 
 
1.1 Introduction 
 
1.1.1 The CCG Performance Report focuses on the Integrated Performance Measures (IPMs) 

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

1.1.2 At a national level, the full suite of IPMs considers a combination of Quality, Resources and 
Reform indicators. Accountability for individual indicators lies with different organisations. 
This report focuses on the performance indicators, for which Wigan Borough CCG (WB 
CCG) are accountable; either directly or as commissioner. 

1.1.3 This report sets out the CCG’s performance against these indicators at the end of Month 
05, 2012/13. 

1.1.4 The main body of the report (Section 3) covers those performance indicators where the 
achievement threshold was not achieved at Month 05. 

1.2 Indicator Domains 
 
1.2.1 Indicators are grouped into nine domains; the first five of which mirror the domains in the 

NHS Outcomes Framework. Domains are rated on the basis of allocating points to indicator 
RAGs (4/3/2/1) and calculating an overall percentage achievement: all greens = 100%, etc. 

1.2.2 Section 2.1 summarises performance against the nine domains. The dashboard highlights 
the latest performance against target, and movement since previously reported through 
coloured arrows. 

1.2.3 As at Month 05, one domain is assessed as Green, three are Green/Amber, three are 
Amber/Red and two are Red. One shows an improving trend, six show a static trend and 
two show a declining trend. 

1.3 All Indicators 
 
1.3.1 The CCG monitors performance against a total of fifty indicators. Performance against each 

of these is shown on the Scorecard at Section 2.2. 

1.3.2 As at Month 05, twenty two indicators are Green, five are Green/Amber, nine are 
Amber/Red and eleven are Red. It is not possible to assess the remaining three indicators, 
as plan data is not available for 2012/13. Twenty three show an improving trend, five show 
a static trend and twenty two show a declining trend. 

1.4 RAG Ratings 
 
1.4.1 The thresholds used to define RAG ratings vary between indicators. They are based on the 

expected volatility of performance, which is usually attributable to the scale of the numbers 
being measured. Details of the thresholds used in this report are shown at Appendix 1. 

1.5 Analysis Of Other Priority Areas 
 
1.5.1 In addition to the 18 Weeks Referral To Treatment indicators outlined in the NHS Operating 

Framework, an analysis of long waits (52+ Weeks) is shown at Appendix 2. 

1.5.2 Further analysis of Cancer Treatment In 62 Days is shown at Appendix 3, which provides 
drilldowns of WB CCG performance and benchmarks across the network area. 

1.6 North Of England Performance Overview 
 
1.6.1 NoE SHA produces a performance review of selected KPIs, which facilitates benchmarking 

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



S:\FINDATA\!!New Structure\Information\2012-13\Performance Reports\Reports\M05_October 2012\Draft Reports\Performance Report_M05_October 2012_DRAFT 05.doc Page 4 

 

2.1 PERFORMANCE DASHBOARD: INDICATOR DOMAINS 
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2.2 PERFORMANCE SCORECARD: ALL INDICATORS 
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3. ANALYSIS OF INDICATORS NOT ACHIEVING TARGET 
 
3.1 Mental Health: Early Intervention In Psychosis Services 

 
 
Performance Comments 
 
The number of early interventions during Quarter 1 is below the target of 13, at 10. This figure is 
equal to the lowest quarterly figure seen during 2011/12. 
 
Remedial Actions Reported By Indicator Owner 
 
Although slightly below target at Quarter 1, this is a similar performance to the same time last year, 
when the full year target was achieved. The service has put into operation a number of case 
finding approaches to develop a more consistent level of referrals throughout the year. Small 
numbers can exaggerate the percentage variances. At the present time - week two of month two of 
quarter 2 - 18 new cases have been achieved against a year to date target of 23 new cases. 
 
Action: Continue to monitor EIP performance on a weekly basis. 
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3. ANALYSIS OF INDICATORS NOT ACHIEVING TARGET 
 
3.2 Mental Health: Crisis Resolution/Home Treatment 

 
 
Performance Comments 
 
The number of home treatment episodes fell sharply for the second consecutive quarter. The 
quarter figure of 108 episodes is 72 less than the target of 180, and just over half of the figure 
reported in Quarter 1 of 2011/12 and the lowest quarterly figure since 2007/08. 
 
Remedial Actions Reported By Indicator Owner 
 
There appears to be a significant under achievement on the planned number of home treatment 
episodes in the first quarter (-42%). However, the data submitted by 5 Boroughs Partnership in Q1 
was not complete for two months (April & May). 
 
Action: 5 Boroughs Partnership have been asked to quality assure their submission for the first 
quarter. There appears to be between 90-100 appropriate referrals to home treatment, of which the 
majority are anticipated to transition to episodes of home treatment and deliver the target. 
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3. ANALYSIS OF INDICATORS NOT ACHIEVING TARGET 
 
3.3 Emergency Admissions: Chronic Ambulatory Care Sensitive (ACS) Conditions 

 
 
Performance Comments 
 
Emergency admissions for Chronic ACS conditions in August continued the reducing trend seen 
throughout the year, but remains 10.14% above plan. As a result, the year to date variance 
improved slightly, but remains above plan by 12.62%. The largest increases in admissions are 
seen in the following conditions: heart failure, asthma, angina, dementia and COPD. 
 
Remedial Actions Reported By Indicator Owner 
 
Commissioners have seen a significant rise across all non-elective admissions in months 1 to 5. 
There is a contractual challenge against this over-performance, as it breaches the Transforming 
Community Services (TCS) transfer agreement presented to the PCT Board in March 2011. An 
audit of case notes for non-elective admissions has been designed and contractually requested by 
commissioners. This audit was conducted on 26th September 2012 and demonstrated potential 
coding problems around the application of clinical complications linked to the primary condition.  
Commissioners will be conducting a further audit this month to resolve the matter and agree a 
position on payment with WWLFT. 
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3. ANALYSIS OF INDICATORS NOT ACHIEVING TARGET 
 
3.4 Emergency Admissions: Children & Young People ACS Conditions 

 
 
Performance Comments 
 
Emergency admissions for Children and Young People ACS conditions in August reduced from the 
peak seen in July, but are still eight more than plan. As a result, the year to date variance is now 
above plan by 36 (49.32%). The largest increase in admissions relates to asthma. 
 
Remedial Actions Reported By Indicator Owner 
 
Commissioners are working closely with a range of providers to ensure fit for purpose pathways for 
the illnesses which commonly affect children and young people and have an adverse impact on 
hospital admissions; in particular epilepsy (which has been highlighted in this report previously), 
asthma and diabetes. A service review is on-going in relation to Community Paediatrics, which will 
be finalised by April 2013. Early indications from this work suggest that there will be revised 
requirements for not only Community Paediatrics, but for other community services (including 
nursing, therapies, mental health and the local authority children’s services). There will be a clear 
focus within these requirements on reducing hospital admissions to enable the affective 
performance management of providers. 
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3. ANALYSIS OF INDICATORS NOT ACHIEVING TARGET 
 
3.5 Emergency Admissions: Acute Ambulatory Care Sensitive (ACS) Conditions 

 
 
Performance Comments 
 
Emergency admissions for Acute ACS conditions in August are above plan by 26 (8.28%). The 
absolute number of 340 is the highest monthly figure of the year. As a result, the year to date 
variance has moved further above plan by 7.37%. By far, the largest increase in admissions relates 
to flu & pneumonia. 
 
Remedial Actions Reported By Indicator Owner 
 
Commissioners have seen a significant rise across all non-elective admissions in months 1 to 5. 
There is a contractual challenge against this over-performance, as it breaches the Transforming 
Community Services (TCS) transfer agreement presented to the PCT Board in March 2011. An 
audit of case notes for non-elective admissions has been designed and contractually requested by 
commissioners. This audit was conducted on 26th September 2012 and demonstrated potential 
coding problems around the application of clinical complications linked to the primary condition.  
Commissioners will be conducting a further audit this month to resolve the matter and agree a 
position on payment with WWLFT. 
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3. ANALYSIS OF INDICATORS NOT ACHIEVING TARGET 
 
3.6 Patient Experience: Hospital Inpatient Survey 

 
 
Performance Comments 
 
WWL performance was below national average for a third consecutive year in the 2011/12 survey. 
However, performance improved by two points and was within a point of the national average. 
 
Remedial Actions Reported By Indicator Owner 
 
The Performance Management Sub Group to the Contract Management Group monitors all work 
and interim metrics undertaken by WWL FT in improving and measuring their performance against 
this target. 
 
As part of the WWL FT contract for 2012/13, commissioners have invested recurrently in 
developing higher nursing staff ward ratios by implementing the “Safer Nursing Care Tool”. 
Recruitment commenced in April for 39.14 WTE additional qualified nurses and 10.18 WTE 
additional non-qualified nurses at WWL FT. The performance team is expecting patient satisfaction 
with services to improve as a result of the tool implementation. 
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3. ANALYSIS OF INDICATORS NOT ACHIEVING TARGET 
 
3.7 Waiting Times: Diagnostics 

 
 
Performance Comments 
 
August performance is below the national standard of 1%, at 0.87%, for the first time this year. As 
a result, the year to date position has improved to above plan by 1.53%. The number of Endoscopy 
breaches reduced again from 31 in July, to 21. The most significant increase is in Neurophysiology 
tests, with 7 breaches reported: 3 at WWL and 4 at Salford. 
 
Remedial Actions Reported By Indicator Owner 
 
Commissioners continue to meet with WWL FT weekly to support planning around demand and 
access to the independent sector, to help generate sufficient capacity. 
 



S:\FINDATA\!!New Structure\Information\2012-13\Performance Reports\Reports\M05_October 2012\Draft Reports\Performance Report_M05_October 2012_DRAFT 05.doc Page 13 

 

3. ANALYSIS OF INDICATORS NOT ACHIEVING TARGET 
 
3.8 Healthcare Associated Infections: Clostridium Difficile 

 
 
Performance Comments 
 
The August performance of ten infections is three higher than plan; the fourth consecutive month of 
performance above plan. As a result, year to date performance is now six infections (15.38%) 
above plan. 
 
Remedial Actions Reported By Indicator Owner 
 
The Health Protection Team continues to attend GP locality meetings to raise the awareness of 
Clostridium Difficile. Work also continues with all primary and secondary providers to reduce the 
incidences of all Healthcare Associated Infections, in particular Clostridium Difficile. The locality 
recovery action plan was updated in May 2012 and feedback from GMHPU is as follows: it is a 
very comprehensive, and as a health care economy, the action plan addresses the key issues that 
have a direct impact upon CDI rates. It is clear that best practice & the evidence base have been 
looked at and GMHPU feel that the action plan addresses all of the key issues. The team 
continues to monitor the impact on local figures as result of change in microbiological testing at 
Royal Bolton Hospital. Work continues with the implementation of the locality recovery action plan. 
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3. ANALYSIS OF INDICATORS NOT ACHIEVING TARGET 
 
3.9 Public Health: Smoking Quitters 

 
 
Performance Comments 
 
To allow time for patients to quit and follow-up assessments to be completed, this indicator is 
reported three months in arrears. The number of confirmed quitters in May (244) is 9.96% below 
plan. As a result, year-to-date performance is 64 (10.76%) quitters below plan. 
 
Remedial Actions Reported By Indicator Owner 
 
Last month, the cumulative performance was 20% below target. Remedial action have taken place 
to speed up the collection of data from GP practices and Community Pharmacists, and cumulative 
performance this month has improved to 11% below target. If this improvement can be sustained 
the Stop Smoking Service should soon hit the target. The national initiative ‘Stoptober’ which 
encourages smokers to quit for the month of October will also have a positive effect on the number 
of people stopping smoking. 
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3. ANALYSIS OF INDICATORS NOT ACHIEVING TARGET 
 
3.10 Inpatient Admissions: Non-Elective 

 
 
Performance Comments 
 
Non-elective admissions in August are below plan for the first time since September 2011, by 69 
(2.18%). As a result, the year to date variance continues to improve, though it remains above plan 
by 706 (4.78%). Admissions are 4.78% higher than the same period last year. 
 
Remedial Actions Reported By Indicator Owner 
 
Commissioners have seen a significant rise across all non-elective admissions in months 1 to 5. 
There is a contractual challenge against this over-performance, as it breaches the Transforming 
Community Services (TCS) transfer agreement presented to the PCT Board in March 2011. An 
audit of case notes for non-elective admissions has been designed and contractually requested by 
commissioners. This audit was conducted on 26th September 2012 and demonstrated potential 
coding problems around the application of clinical complications linked to the primary condition.  
Commissioners will be conducting a further audit this month to resolve the matter and agree a 
position on payment with WWLFT. 
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3. ANALYSIS OF INDICATORS NOT ACHIEVING TARGET 
 
3.11 Referrals: Other 

 
 
Performance Comments 
 
Referrals from Other (none GP) sources in August are below plan for the first time since April, by 
89 (2.40%). Despite this, year to date performance remains 333 (1.86%) above plan. WWL 
accounts for less than a quarter of this variance, with significant increases at many providers; in 
particular Bolton, Salford and Central Manchester. 
 
Remedial Actions Reported By Indicator Owner 
 
Consultant-to-consultant clinical case note challenges were undertaken on month 2 referral 
activity. 24% of the consultant to consultant referrals were found to be non-compliant with the 
contractually agreed policy. Commissioners have therefore applied a 24% payment deduction for 
this activity. Commissioners are also working with WWL FT to update the clinicians on the causes 
for the non-compliant referrals and to reduce the risk of breach of the policy in future months. 
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3. ANALYSIS OF INDICATORS NOT ACHIEVING TARGET 
 
3.12 Outpatient Attendances: GP Referrals 

 
 
Performance Comments 
 
Outpatient attendances following a GP referral in August are marginally below plan by 7 (0.14%). 
As a result, the year to date variance is improved to 285 (1.12%) above plan. WWL accounts for all 
(and more) of this variance, at 541 (2.89%) above plan. 
 
Remedial Actions Reported By Indicator Owner 
 
There has been a slight improvement in GP referrals at month 5. Commissioners are hoping that 
this trend will continue as a result of the launch, in October, of the primary care referrals 
commissioning scheme. The scheme comprises a requirement for practices to peer-review 
referrals and demonstrate further reductions. 
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3. ANALYSIS OF INDICATORS NOT ACHIEVING TARGET 
 
3.13 Outpatient Attendances: All Referrals 

 
 
Performance Comments 
 
Outpatient attendances from all referrals in August are above plan by 111 (1.28%). As a result, the 
year to date performance is now 778 (1.82%) above plan. WWL accounts for all of this variance, at 
952 (3.08%) above plan. 
 
Remedial Actions Reported By Indicator Owner 
 
Referrals from Consultants to Consultants continue to be assessed monthly during commissioning 
challenge panels. Commissioners will be requesting that the same process is applied to other non-
consultant referrals in 2013/14. 
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3. ANALYSIS OF INDICATORS NOT ACHIEVING TARGET 
 
3.14 Inpatient Admissions: Elective Daycase 

 
 
Performance Comments 
 
Daycase elective admissions in August are above plan by 145 (3.97%). As a result, the year to 
date variance is now above plan by 572 (3.74%). Almost over a half (273) of this over performance 
can be attributed to admissions at WWL, which are 2.05% above plan. However, significant 
increases are seen at other providers; in particular Central Manchester and Salford. 
 
Remedial Actions Reported By Indicator Owner 
 
This trend follows an overall trend of over-performance on RTT pathways at WWL FT, to enable 
delivery of the RTT targets. However, commissioners are auditing monthly the appropriateness of 
the coding for day cases and re-basing the coding to an outpatient attendance when the national 
coding rules have not been applied correctly. 
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3. ANALYSIS OF INDICATORS NOT ACHIEVING TARGET 
 
3.15 Inpatient Admissions: Total Elective 

 
 
Performance Comments 
 
Total elective admissions in August are above plan by 104 (2.32%). As a result, the year to date 
variance has moved marginally above plan by 20 (0.09%). Admissions at WWL remain below plan. 
However, increases are seen at other providers; in particular, Salford and St Helens & Knowsley. 
 
Remedial Actions Reported By Indicator Owner 
 
Commissioners are working with Salford and St Helens and Knowsley commissioners to 
understand the causes for the increase in activity. This work will be completed by the end of 
October. 
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3. ANALYSIS OF INDICATORS NOT ACHIEVING TARGET 
 
3.16 Diagnostics: Endoscopy Based Tests 

 
 
Performance Comments 
 
The number of Endoscopy tests during August is 117 (11.17%) below plan. However, the year to 
date variance remains above plan by 184 (3.82%). 
 
Remedial Actions Reported By Indicator Owner 
 
The growth is linked to the bowel cancer awareness campaigns. Commissioners have calculated 
the impact based on national pilot site activity and the contract with WWL FT has been 
commissioned to reflect good planning assumptions. Commissioners have also included a contract 
clause that requires WWL FT to use the independent sector when activity is higher than supply. 
Weekly monitoring enables commissioners to assess WWL FT’s progress in managing this growth 
in demand. 
 



S:\FINDATA\!!New Structure\Information\2012-13\Performance Reports\Reports\M05_October 2012\Draft Reports\Performance Report_M05_October 2012_DRAFT 05.doc Page 22 

 

3. ANALYSIS OF INDICATORS NOT ACHIEVING TARGET 
 
3.17 Diagnostics: Non-Endoscopy Based Tests 

 
 
Performance Comments 
 
The number of Non-Endoscopy tests during August is 652 (7.91%) above plan. As a result, the 
year to date variance is now above plan by 2,558 (6.32%). 
 
Remedial Actions Reported By Indicator Owner 
 
The growth is linked to the other cancer awareness campaigns. Commissioners have calculated 
the impact based on national pilot site activity and the contract with WWL FT has been 
commissioned to reflect good planning assumptions. Commissioners have also included a contract 
clause that requires WWL FT to use the independent sector when activity is higher than supply. 
Weekly monitoring enables commissioners to assess WWL FT’s progress in managing this growth 
in demand. 
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3. ANALYSIS OF INDICATORS NOT ACHIEVING TARGET 
 
3.18 Referral To Treatment: Waiting On Incomplete Pathways 

 
 
Performance Comments 
 
The number of patients waiting on incomplete pathways at the end of August is above plan by 
1,047; this is the fifth consecutive month where numbers have risen. The biggest variance is at 
WWL, where numbers are 614 above plan. However, increased numbers are seen at many 
providers, the most significant of which are Bolton (155 above plan) and, the independent, Fairfield 
(159). The latter may, in part, be attributable to a data quality error, which is under investigation. 
 
Remedial Actions Reported By Indicator Owner 
 
WWL FT is working with commissioners to develop an affordable and sustainable plan to reduce 
the backlog of patients waiting on incomplete pathway lists in trauma and orthopaedics from 
November to January. Commissioners are also generating plans to support backlog reductions in 
oral surgery and general surgery with WWL FT. This comprises the commissioning of additional 
primary care dental activity and supporting a backlog clearance plan in general surgery. 
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3. ANALYSIS OF INDICATORS NOT ACHIEVING TARGET 
 
3.19 Health Visitors: Number Of FTEs 

 
 
Performance Comments 
 
The number of Full Time Equivalent (FTE) Health Visitors employed at Bridgewater Community 
Healthcare remains at 65.81 for the second consecutive month and is more than eleven below the 
target of 77.12, at the end of August. 
 
Remedial Actions Reported By Indicator Owner 
 
A financial agreement to support delivery of this indicator has been reached with Bridgewater 
Community Healthcare (BCH). There are two current issues: the number of students converting 
into registered practitioners and recruitment. These are wider issues which are being looked at on 
both a national and regional basis. In the meantime, this indicator is monitored on a monthly basis. 
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3. ANALYSIS OF INDICATORS NOT ACHIEVING TARGET 
 
3.20 Choose & Book: Independent Sector Referrals 

 
 
Performance Comments 
 
August performance of 8.09% is below the national average of 8.81%. This is the eighth 
consecutive month that performance is below the national average. The year to date position has 
improved to 7.72%. 
 
Remedial Actions Reported By Indicator Owner 
 
Further training has been provided this month and each training session gives an opportunity to 
ensure that GPs and practice staff are up to date with the range of services available via Choose 
and Book, including the independent sector. To consolidate this training, regular briefings continue 
to be sent out in the form of monthly newsletters to GPs and their staff, reinforcing messages 
relating to NHS contracted services and patient choice. 
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APPENDIX 1: THRESHOLDS FOR RAG RATINGS 
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APPENDIX 2: REFERRAL TO TREATMENT: ANALYSIS OF 52+ WEEK WAITS 
 
TO ADD COMMENTS GIVING CONTEXT 
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APPENDIX 3: CANCER TREATMENT WITHIN 62 DAYS 
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For Review 

 
EXECUTIVE SUMMARY 
 
Updated Board Assurance Framework (BAF) for Wigan Borough CCG 2012/13. 
 
The Board Assurance Framework has been in preparation during 2012/13 ready for 
implementation in 2013/14 when the CCG becomes a statutory body.  The BAF identifies the 
Corporate Objectives which have been agreed by the Clinical Leads, (see Strategy on a Page).  
The workstreams supporting the delivery of the Corporate Objectives are then detailed.  Risks 
and gaps are determined, where these affect the delivery of the workstreams. 
 
The Risk Register is submitted under separate cover. 
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Priorities
(Describe the main aims and goals - maximum 5)

Workstreams
(What plans; projects, initiatives do we have in 

place that will ensure the delivery of the 
objective?)

Metrics
(How is progress being measured, set targets?)

Principal Risks 
(What could prevent the achievement of the 
objective describe the  risk and any potential 

consequences?)

Existing Controls
(What controls do we have in place to secure 
the delivery /achievement of the objective?)

Gaps in Controls
(Any current missing controls measures?)

 Assurances on Controls
(Positive assurance that will  mitigate risk/s 

e.g. Internal ? External Audit)

RAG
Status

Risk 
Sponsor

Risk 
Owner

Comments

L I L x I

Preventing people from dying prematurely Health Check Targets - 2012/13 targets of the eligible population: 205 offered 
and 12% screened

Kate Ardern

Workstream 2: Enhancing quality of life for 
people with long term conditions

DiabetesAsthma

COPD

Hypertension

Heart Failure

Angina

diabetes

Dementia

Epilepsy

Treating and caring for people in a safe 
environment and protecting them from avoidable 
harm

All RTT Targets
A&E
Implement 111
Continuing Health Care
Pressure ulcers
Falls in Care
Urinary infection (in patients with a catheter)
VTE
CQUIN

Trust failure to manage demand. Lack of 
capacity in acute. Clack of commissioner 
support to perfromance manage all providers in 
the pathway/system

Live monitoring tool for 18 weeks RTT. Weekly 
operaitonal meetigns with the Trust. Weekly 
reporting GM teleconferences. Commisisoner 
evaluation and redesign of T&O pathway. 
Commissioner command and control actions 
and system managementfor urgent care system. 
Daily A&E perfromance update.
CQR/Contract Meeting

None Commissioner access and challenge to live 
monitoring tool. Minutes of perfromance meetings. 
Commissioner letters. Tactical control teleconferences
Reporting to Clinical Governance Committee

4 3 12

Trish Anderson Kim 
Godsman

Risk in CHC higher due to reduced level of monitoring 
in nursing homes.

Safeguarding Safeguarding KPIs in contract
Training compliance
SUI's/Steiss

Changing organisation
Clarity regarding future roles
Possible fragmentation
QIPP pressures may affect quality.

Safeguarding Board
NHS North role
Clinical Governance reporting

None in childrens
Adults -  appointments made not in post
Quality Assurance Framework in development.
No measures in compliance

QA in Adult review policy & procedures to ensure 
systemic processes and procedures in place
Improve audit and review 3 4 12

Trish Anderson Sue Elliott Further integration and development work required.
Adult safeguarding higher risk.

Delivery of national KPI's Performance Management Outcome Performance Measures on green A & E
RTT

Live monitoring tool for 18 weeks RTT. Weekly 
operaitonal meetigns with the Trust. Weekly 
reporting GM teleconferences. Commisisoner 
evaluation and redesign of T&O pathway. 
Commissioner command and control actions 
and system managementfor urgent care system. 

Access to live Trust PTL.  T&O backlog 
clearance action plan

Commissioner access and challenge to live 
monitoring tool. Commissioner dialogue with acute 
trust at weekly operational meetings.Minutes of 
perfromance meetings. Commissioner letters.

4 3 12

Trish Anderson Kim 
Godsman

CCG Authorisation 1st April 2013 Handover time March/April 2013
Assessment 13 December 2012

Authorisation plan + lead None Weekly authorisation meeting, Executive
informed.

2 2 4

Trish Anderson John
Marshall

Public Health Transition 1st April 2013 Plan in place, risk minimised. Plan, meeting reports/Executive to
Executive

None Regular meetings and information
sharing.

2 2 4

Kate Ardern Jane
Pilkington/
Claire Roberts

Primary Care Transition 1st April 2013 to Local Area Team Plan in place, GM managed Plan, meeting reports/Executive to
Executive

None Regular meetings and information
sharing.

2 2 4

Greater
Manchester
PCT

CSS Transition 1st April 2013 Plan in place, GM managed Plan, meeting reports/Executive to
Executive

None Regular meetings and information
sharing.

2 2 4

Greater
Manchester
PCT

Baseline data has been taken for the ACS codes for the number of 
unscheduled admissions and the length of stay .  
A patient questionnaire has been issued to patients with long term conditions to 
baseline the quality of service provision within the locality.                        
Reduce emergency admissions per head of population by 20%.   Improve team 
reported integration. 
Reduce mean scheduled appointments per head of population.  
Reduce long-term admission to residential care.   
Reduce number of patients experiencing co-ordination of care problems                
Reduce length fo stay per head of population by 25% .  
Reduce variation of admissions per head of population.  
team reported integration.  
Use of information technology such as telehealth and telecare . 
Reduce mean expenditure per head of population on emergency admissions.  
Reduce mean expenditure per head of population on medicines.  Reduce mean 
expenditure per head of population on scheduled appointments. 
Increase self care and shared decision making.  
Prevent health inequalitites by seeing an increase in patients being cared for 
who were previously not on any register.

Failure to agree across partner organisations 
a risk sharing model for financial flows and 
workforce resources

Risk stratification:
Engagement with practices in order that data 
sharing agreements are signed and the work on 
implementing the risk stratification tool can be 
moved forward. 
lack of adoption by practices.
Movement of staff who are currently working on 
the LTC project into CSU and other 
workstreams.
Lack of resources within the CCG to work 
alongside Primary Care in order to maximise the 
use of the risk stratification tool.
Lack of resources to work on the validation of 
data.

Integrated neighbourhood Teams:
True integration of teams across organisations 
with competing agendas. 
A lack of engagement/adoption by Primary Care
Limited resources to meet the demands of the 
risk stratification tool

Shared decision making and self care:
Failure of clinical adoption for the new approach 
around shared decision making/ self care
Achieving agreement and unmiformity of the 
various methods of self management/ self care 
and shared decision making
Failure to identify the best methods of 
telehealth/telecare to promote self care

clear project plans which include project leads 
from across the health and social care 
economy, monitoring of project milestones 
undertaken by both core group and steering 
group; concerns escalated the the structure
Development of a clear communication strategy 
to ensure engagement of workforce and public
Dedicated staff to work with the practices to 
support them in the concerns they have 
regarding the governance surrounding the data 
sharing issues and support with the 
implementation of the risk stratification tool.    
Effective identification of key stakeholders and 
subsequent engagement in the programme on a 
consistent basis
Clear programme management arrangements 
including performance monitoring through the 
Steering Group
Training and development programme for staff 
and teams which reflects the full range of 
support required for transformation including 
cultural change and additional knowledge and 
skills . 

6

 Implementation of NHS Operating Framework

 Transition to the new NHS system

None identified Clear programme structure with escalation routes 
through the sub-group project leads to core Group 
and into the senior representation on the LTC steering 
group

2 3

NHS Wigan Borough Clinical Commissioning Group (WBCCG)
BOARD ASSURANCE FRAMEWORK  2012 - 2014

OBJECTIVE 1: The Delivery of Key National Initiatives and Priorities - Trish Anderson   Committee - Strategic Development and Innovation

Tim Dalton Sally Forshaw
Deirdre O'Brien

 Risk Rating



Priorities
(Describe the main aims and goals - maximum 5)

Workstreams
(What plans; projects, initiatives do we have in place that will 

ensure the delivery of the objective?)

Metrics
(How is progress being measured, set targets?)

Principal Risks 
(What could prevent the achievement of the objective 
describe the  risk and any potential consequences?)

Existing Controls
(What controls do we have in place to secure 
the delivery /achievement of the objective?)

Gaps in Controls
(Any current missing controls measures?)

 Assurances on Controls
(Positive assurance that will  mitigate risk/s 

e.g. Internal ? External Audit)

RAG
Status

Risk Sponsor Risk 
Owner

Comments

L I L x I

 Successful Authorisation as a CCG CCG Authorisation Plan in line with guidance
Document Production
Board Development

CCG Authorisation Plan RAG rating Green.
Documents completed

Documents not correct standard.
Preparation for panel day not completed

Plan monitored and adjusted
QA sessions to be arranged
Governing Body preparation

None identified Governing Body reporting
Executive Reporting

2 2 4

Trish Anderson John Marshall On target to submit documents 31/10.12.
On target re preparation for Governing Body to be assessed
13 December 2012.

Redesign of Primary Care Services Primary Care Strategy
Primary Care Support
Primary Care Quality Dashboard Monitoring
Estates Strategy

Primary Care Quality report improved RAG rating for 
practices.
CQC registration.
Reduced reporting to Local Area Team

Appointment of staff
Loss of PC expertise to Local Area Team

Structure with PC Staff identified
Plans established

Strategy Development
Appointment of staff

Job descriptions
GP Engagement

3 3 9

Trish Anderson Julie
Southworth

Need to appoint the team to take this forward, agree 
objectives etc.

 Clinically led commissioning Clinically led service redesign programmes through locality 
arrangements

Evidence of clinical leadership in service redesign
Board Reporting 
Clinical leadership in contracting process
Implementation of schemes

Lack of engagemen
Lack of appropriate experience
Pressures on Primary Care provision
Lacl of appointments to clinical structure

Engagement plan
Clinical structures agreed

Appointment to clinical leadership roles Plan in place
Audit of activity and delivery required.
Reporting through Governance Framework

3 3 9

Trish Anderson John
Marshall

Must identify all roles and appoint and agree objectives
and monitor delivery.

Governance Framework Committees reporting to Board
Governance Framework
Constitution
Terms of Reference for Committees
Corporate Governance Committee established to provide 
assurance re corporate responsibilities

Adhoc non-compliance
Lack of ownership
Lack of organisational coherence

Governance Framework
Constitution agreed
Board Assurance Framework established
Terms of Reference agreed for Committees.

Capturing all risks.
Need for Governance support.

Corporate Governance Committee Terms of Reference
External Audit.
Team to be appointed.

2 3 6

Julie Southworth Must identify all roles and appoint and agree objectives
and monitor delivery

Quality Strategy Quality/reporting to Board 
Improved performance of providers
Implementation of quality initiatives Lack of engagement

Reduced reporting

Clinical Quality Review meetings with 
providers.
Reporting through contract meetings
Reporting through Clinical Governance Committee
to provide assurance to the Board.

Need for Governance support Team to be appointed

3 3 9

Julie
Southworth

 

 Risk Rating

Reporting through govern
Compliance with duties and responsibilities

NHS Wigan Borough Clinical Commissioning Group (WBCCG)
BOARD ASSURANCE FRAMEWORK 2012 - 2014

OBJECTIVE 2: Development of an effective and efficient Clinical Commissioning Group (CCG) - Trish Anderson   Committee - Corporate Governance



Priorities
(Describe the main aims and goals - maximum 5)

Workstreams
(What plans; projects, initiatives do we have in place 

that will ensure the delivery of the objective?)

Metrics
(How is progress being measured, set targets?)

Principal Risks 
(What could prevent the achievement of the objective 
describe the  risk and any potential consequences?)

Existing Controls
(What controls do we have in place to secure 
the delivery /achievement of the objective?)

Gaps in Controls
(Any current missing controls measures?)

 Assurances on Controls
(Positive assurance that will  mitigate risk/s 

e.g. Internal ? External Audit)

RAG
Status

Risk Sponsor Risk 
Owner

Comments

L I L x I

 Effective Communication Systems Communication Strategy and Plan
Detailing methodology regarding communications 
plan
Built into the Constitution maintaining the 
Organisation's reputation.

Improved attendance at CCG Board.
More public enquiries
Website
Healthwatch delivery
Reporting to Governing Body

Funding permanent staff
Establishing Annual Plan

Communications Strategy
Regular reporting to Corporate Governance 
Committee and Governing Body
Managed reporting and responses to press.

Healthwatch to be established
Annual Action Plan to be delivered

Reporting to Corporate Governance Committee

3 3 9

Julie 
Southworth

Paul Wilson Communications Plan  just starting for CCG.  In 
development for next year

Improved choice and Shared Decision Making Engagement Strategy and PPG Plan
Raisisng awareness
Implementing AQP
Evidence of Patient Experience Reporting at Board.
Commissioning for choice

Evidence of engagement in each service redesign
Delivering AQP agenda
Improved feedback from patients regarding quality 
and safety.
Reviewing complaints.

Lack of providers for choice
Lack of engagement with public/patients

Action Plan developed 
Links to wider CCG network
Review through Strategic Development and 
Innovation Committee

Strategic Development and Innocation Committee 
established

Regular reporting to SDI Committee

4 4 16

Trish Anderson John Marshall Part of raising patient and public awareness.  As new 
proviers developed and choice increased, need to make 
sure
patients know

 Patient engagement in CCG decisions Engagement Strategy and PPG Plan
Locality and Practice
Engagement activity

Evidence of engagement in each service redesign
Engagement in  Healthwatch
Development of Patient Forums
Locality reporting

Lack of cohesion
Lack of Activity due to priority setting

Annual Plan
Reporting through committees

Organisational coherence
No overarching
Plan for all CCG activity

Establish CCG Plan for Patient Engagement
Establish Annual Plan

4 4 16

Trish Anderson John Marshall The process needs to be embedded into the service
redesign  function at all levels.

Communications Plan Monitored against Action Plan Lack of response by public Report through Corporate Governance Committee
Regular review of activity and its impact

Regular review Flex the strategy as learning develops

3 4 12

Julie
Southworth

Governing Body Published on Website
Review section re accountability

Lack of attendance at the Governing Body - 
focus of Governing Body.

Report on Governing Body + Corporate
Governance.

Organisational ownership Identify/appoint Responsible Officer
3 4 12

Julie
Southworth

Updated Website Evidence of engagement in each service redesign
Engagement in  Healthwatch
Development of Patient Forums

Maintaining updates ensuring that Website is manage Up-to-date Website
Regularly reviewed

Organisation ownership
Lead officer

Identify Responsible Officer

3 2 6

Julie 
Southworth

Social Media Use of Twitter, Facebook etc. Maintaining updates as followers
increase

Reporting as part of Communications
Report to Corporate Governance
Committee

Organisal ownership
Lead officer

identify Responsible Officer

3 2 6

Julie 
Southworth

 Risk Rating

Transparency and accountability

NHS Wigan Borough Clinical Commissioning Group (WBCCG)
BOARD ASSURANCE FRAMEWORK 2012 - 2014

OBJECTIVE 3: Development of a commissioning system that embeds the NHS Constitution and the principle of "No Decision about Me Without Me" - Julie Southworth  Committee - Clinical Governance



Priorities
(Describe the main aims and goals - maximum 5)

Workstreams
(What plans; projects, initiatives do we have in place 

that will ensure the delivery of the objective?)

Metrics
(How is progress being measured, set targets?)

Principal Risks 
(What could prevent the achievement of the objective 
describe the  risk and any potential consequences?)

Existing Controls
(What controls do we have in place to secure 
the delivery /achievement of the objective?)

Gaps in Controls
(Any current missing controls measures?)

 Assurances on Controls
(Positive assurance that will  mitigate risk/s 

e.g. Internal ? External Audit)

RAG
Status

Risk Sponsor Risk 
Owner

Comments

L I L x I

 Meet CCG QIPP targets through full CCG 
Engagement 

Achievement of financial balance
Locality involved via the QiPP group and 
the development of individual schemes.
Regular communication with stakeholders 
via email, SharePoint, website, workshops 
etc.

QiPP report to F&P and Board 
incorporating rag rating and risk rating.
Finance report monthly to Board
Internal review process
SHA & Cluster review process.

Lack of engagement in QiPP from GPs and 
Localities.
Lack of ownership of  QiPP schemes
QiPP streams may not deliver required 
savings or quality aspects

Monthly report to Board
QIPP Leaders Forum ,
PMO
Internal monitoring
Stakeholder Management Matrix

None Internal Audit Review of QIPP
Internal Review & Monitoring

2 3 6 Mike Tate Chris Melling

CCG is currently engaging with its stakeholders, 
an event is being held on 6th November where 
all localities and Patient Involvment Groups have 
been invited to develop future QiPP schemes

Participation of all NHS & Non NHS 
providers 

QIPP Programme - CCG
Achievement of financial balance across 
the wider health economy       
Wigan Leaders QiPP Programme  
Engagement in workshops                             

QIPP Performance report to F&P and 
Board
Finance report monthly to Board
PMO reporting to Wigan Leader 
Programme and individual workstreams 
within the programme

The whole health economy could fail to be 
in financial balance, which would 
destabilise the system.

Monthly report to Board
QIPP Leaders Forum ,
Returns to SHA & Cluster
PMO
Internal monitoring
Review by Internal Audit
Involvement from Kings Fund and Aqua as 
a "critical eye"

None Internal Audit Review of QIPP
Internal Review & Monitoring
Steering Group Review

2 3 6 Mike Tate Chris Melling

Four areas are currently being driven forward as 
part of the Wigan Leaders QiPP Programme; 
Falls, Dementia, Alcohol & LTC. All key health 
bodies, plus social care are involved in the 
programme. Financial risk/benefit 
matrix/scenarios are currently being drawn up by 
the DoF's to ensure the whole health economy 
remains in balance

 Ensure a robust business process is in 
place for managing QiPP 

QIPP Programme - system wide, use of 
business engineering process - business 
cases, monitoring and review

Standard templates are used for business 
cases using SMART methodology, there 
are then reviewed against a robust 
governance framework

Business cases will not stand up to scrutiny 
and may not deliver robust savings without 
a clear and challenging process in place.

Governance structure in place to review 
business cases.
Management accountants and locality 
managers have received business case 
training.

None Internal Audit Review of QIPP
Internal Review & Monitoring
Use of SMART Methodology
Use of External Trainers

2 3 6 Mike Tate Chris Melling

All QiPP schemes currently go through a 
rigorous business case process that are 
reviewed against a governance framework. We 
have found that using this approach very few of 
the schemes we currently have running 
completely fail to deliver any savings, most in 
fact deliver to plan.

To address adverse outcomes within the 
wider health economy  

QIPP Programme - system wide
Use of benchmarking data, BCBV 
indicators and health profiles to ascertain 
where the health economy is significant 
adverse to the average.

Monitoring of Health profiles and national 
indicators to ensure we are improving in 
areas that we have previously been 
classed as under performing or weak.

Adverse KPI's on a national scale will not 
be addressed
The health economy in general may fail to 
improve

QIPP Leaders Forum PMO
Development of an opportunity matrix to 
identify where we are an outlier
Use of SharePoint to promote 
benchmarking material

None Monitoring of opportunities to be fed into QiPP 
group, which will act as a baseline going 
forward.
KPI's built into business cases

2 3 6 Mike Tate Chris Melling

We are focusing more on the quality aspect of 
QiPP, this is evident in the workshop 6th 
November, where we are involving patient 
involvement groups and and performance and 
quality "themed" table to develop specific QiPP 
schemes in this area. Over time it is expected 
that this will then start to have an impact on 
national indicators.

 Risk Rating

NHS Wigan Borough Clinical Commissioning Group (WBCCG)
BOARD ASSURANCE FRAMEWORK 2012 - 2014

OBJECTIVE 4: Delivery of the QIPP requirements across all levels - Mike Tate



Priorities
(Describe the main aims and goals - maximum 5)

Workstreams
(What plans; projects, initiatives do we have in place 

that will ensure the delivery of the objective?)

Metrics
(How is progress being measured, set targets?)

Principal Risks 
(What could prevent the achievement of the objective 
describe the  risk and any potential consequences?)

Existing Controls
(What controls do we have in place to secure 
the delivery /achievement of the objective?)

Gaps in Controls
(Any current missing controls measures?)

 Assurances on Controls
(Positive assurance that will  mitigate risk/s 

e.g. Internal ? External Audit)

RAG
Status

Risk Sponsor Risk 
Owner

Comments

L I L x I

 Joint planning, needs assessment with Health and 
Wellbeing

Health and Wellbeing Board
Joint Service Needs Assessment - JSNA
Equality and Diversity Strategy

Integrated Plan
Updated JSNA
Equality and Diversity Strategy Action Plan

Fragmentation during Transition.  
Lack of ownership .
Working with partners

Reporting through Governance Framework None Public reporting on Website should be up to date.

2 3 6

Trish Anderson

 Robust health intelligence Health Intelligence
Joint Intelligence Unit
Board reporting
Locality  reporting

Performance Reporting at the Governing Body 
monthly meetings.

Fragmentation during Transition.
Lack of ownership.
Working with partners.

Reporting through Governance Framework None Public reporting on Website should be up to date.

2 3 6

Trish Anderson

 Risk Rating

NHS Wigan Borough Clinical Commissioning Group (WBCCG)
BOARD ASSURANCE FRAMEWORK 2012 - 2014

OBJECTIVE 5: Delivering improved outcomes for our population and reduced health inequalities - Trish Anderson  Committee - Strategic Development and Innovation



Priorities
(Describe the main aims and goals - maximum 5)

Workstreams
(What plans; projects, initiatives do we have in 

place that will ensure the delivery of the 
objective?)

Metrics
(How is progress being measured, set targets?)

Principal Risks 
(What could prevent the achievement of the objective 
describe the  risk and any potential consequences?)

Existing Controls
(What controls do we have in place to secure 
the delivery /achievement of the objective?)

Gaps in Controls
(Any current missing controls measures?)

 Assurances on Controls
(Positive assurance that will  mitigate risk/s 

e.g. Internal ? External Audit)

RAG
Status

Risk Sponsor Risk 
Owner

Comments

L I L x I

 6.1: Quality embedded within the CCG and 
       Contracts

► Board Level - Clinical Lead for Quality.
► CCG Strategy on a Page - 
     Implementation.
► Board Assurance Framework (BAF). 
► Strategy for Quality 2012 - 2015.
► Quality Report in progress.
► Clinical Quality Reviews (CQR)
     Acute/Community/Mental Health.
► Contract Perf/Monitoring Meetings.
► CQUIN schemes
     (Acute/Community/Mental Health/CHC).

► Board and Sub Committee receive Assurance
      Reports.
► The BAF is monitored at quarterly intervals by 
      Board.
► CQUIN schemes perfomance against agreed 
      targets monitored through CQR process and 
      reported through Clinical Gov SC. 
► QIPP plan and performance against targets 
      monitored through the QiPP meetings  and 
      reported through Finance and Perfomance SC 
      and Clinical Gov SC to Board.
► Contract specifications include KPI's monitored 
      through the contract monitoring meetings and 
      reported through Finance and Perfomance SC to 
      Board.

Failure to: 
► Embedded Quality within the CCG 
► Ensure Quality KPIs within Contractual 
     agreements.
► KPI's not robusslty monitored through the contract 
     monitoring meetings.
► Provide  required level of assurnace to 
responsible
      Committee and Board

► Board Clinical Lead for Quality in place .
► CCG Strategy on a Page - Completed.
► NHS GM BAF and Risk Submissions - 
     all returns completed within deadlines.
►  Board Sub Committees: meet bi-monthly 
     and report to Board.
► CCG Board Assurance Framework (BAF) is 
     under development the final draft is 
     currently pending. Quality embedded.
► Strategy for Quality 2012 - 2015 ClGSC approved 
     and to be received by September Board.
► Quality Report draft completed and forwared to 
     Leads (21.09.2012).
► Clinical Quality Reviews (CQR) :
     Acute/Community/Mental Health 
     Charirpersons reports included on 
     ClGSC bi-monthly.
► Performance reported to F&PSC
     (bi -monthy) and included on 
     ClGSC bi-monthly.
► CQUIN schemes monitiored through
     CQ (Acute/Community/Mental Health).

► Board and Committees to strengthen the 
     challenge to "owners" of "failing" areas  
     to develop robust and timely action plans 
     in all cases.

►  Reports to Board
►  Reports to ClGSC
►  BAF updates
►  Clinical Quality Review Reports:
       Acute/Community/MentalHealth.
►  Quality Report (on approval)
►  Senior Management allocated as owners for KPI's and 
       individual QiPP and CQUIN schemes
►  Clinical leads identified on all QiPP business cases.

2 4 8

Lynn Mitchell Julie 
Southworth

6.2: Development of a strong performance culture ► Board Development.
► CCG Strategy on a Page - Implementation.
► Board Assurance Framework (BAF).  
► QIPP Plan.
► Performance Report.
► Risk Register.
► CQUIN schemes
    (Acute/Community/Mental Health/CHC).
► Clinical Quality Reviews (CQR)
    Acute/Community/Mental Health. 

► Board and Sub Committee receive Assurance
      Reports
► The BAF is monitored at quarterly intervals by 
      Board
► COQUIN schemes performance against agreed 
      targets monitored through CQR process and 
      reported through Clinical Gov SC 
► QIPP plan and performance against targets 
      monitored through the QiPP meetings  and 
      reported through Finance and Performance SC and
      Clinical Gov SC to Board.
► Contract specifications include KPI's monitored 
     through the contract monitoring meetings and 
      reported through Finance and Performance SC to 
      Board.

Failure to: 
► Protect the reputation of the CCG from 
     adverse publicity in respect of poor 
     performance, leading to a lack of confidence 
     in the CCG from its stakeholders. 
► Act in the best interests of our 
     local population by meeting national targets
► Avoid adverse regulatory reports, in respect of 
     securing VFM in the CCGs commissioning
► Ensure the "Quality" aspect of  QiPP is 
     being addressed.
► Address potential areas for improvement 
     from National benchmarking reviews. 
► Deliver the CCG's goals and objectives.

► Internal,  External  and Monitor audit reports. 
► CQC registration of providers. 
► CQC periodic reviews. 
► Monthly exception reporting of all under 
performing 
    KPI's and QiPP targets.
► Patient Survey/s.
► Senior management review on a quarterly basis 
of 
    all QiPP schemes.
► QiPP monitoring group (monthly) chaired by a 
CCG 
    Clinical Lead where issues of under performance 
    can be raised and discussed.

► Board and Committees to strengthen the 
     challenge to "owners" of "failing" areas  
     to develop robust and timely action plans 
     in all cases.

►  Internal,  External  audit reports 
►  Regular reporting monthly ( with exception reporting 
     applied)
►  Robust business case process for QiPP schemes
►  Senior Management allocated as owners for KPI's and 
     individual QiPP schemes
►  Clinical leads identified on all QiPP business cases.

3 4 12

Wayne 
Sanders

Chris Melling

 6.3: Knowledgeable and skilled workforce ► Draft CCG Organisational Framework 
► Human Resources OD Plan: Updates of the 
OD 
    plan are included on the Corporate 
Governance 
    SC.
► Board development programme.
► A  number of work-steams are in 
progress/plan:
      - Communications Strategy.
      - Developing Sharepoint.
      - Staff support through Ttansition (local and 
        GM level).

► CCG Organisational Framework under 90 day
     consultation (Aug/Sept/Oct).
► Critical functions/roles are to be identified and
     appointed to (these will be interim until 
     31/04/2012.
► Plan for delivery monitored by:
     - Who?
     - Where? and 
     - How often?
► Milestones set in transition in line with Project Plan and 
HR Frameworks.

Failure to: 
►Ensure organisational capability and capacity.
►Ensure compliance with Health and Safety
    Legislation and regulation in relation to good 
    employment practices.

► Progress with OD Strategy will be monitored by 
     Corporate Governance Sub Committee.

► Lack of realistic and achievable performance 
     measures.

► OD Strategy progressr eports to:
     - Corporate Giovernance Sub Committee
     - WBCCG Board. 
► National Frameworks

2 4 8

Julie 
Southworth/
Susan
Atherton

Alison
McKenzie-
Folan

6.4: Continuous Improvement ► Strategy for Quality 2012 - 2015.
► Innovation.
► Integrated Commissioning Plan.
► Performance.
► CQUIN Schemes - Quarterly Reports.
► QIPP Plan.
► Patient Engagement - links to HWB.
► Patient Experience - Provider Reports.

► Board and Sub Committee Assurance Reports.
► CQUIN Schemes & Performance. 
► QIPP Plan & Performance.
► Contract specifications include KPI's.
► Patient Engagement and Experience KPIs. 
    (KPIs monitoring and assurance?).

Failure to: 
►  Secure improvements within Commissioned
      Services.
► Protect the reputation of the CCG from 
     adverse publicity in respect of poor 
     performance, leading to a lack of confidence 
     in the CCG from its stakeholders. 
► Act in the best interests of our 
     local population by meeting national targets
► Avoid adverse regulatory reports, in respect of 
     securing VFM in the CCGs commissioning
► Ensure the "Quality" aspect of  QiPP is 
     being addressed.
► Address potential areas for improvement 
     from National benchmarking reviews. 
► Deliver the CCG's goals and objectives.

► Internal,  External  & Monitor audit reports. 
► CQC registration of providers. 
► CQC periodic reviews. 
► Monthly exception reporting of all under 
performing 
     KPI's and QiPP targets.
► Patient Survey/s.
► Senior management review on a quarterly basis 
of 
    all QiPP schemes.
► QiPP monitoring group (monthly) chaired by a 
CCG 
    Clinical Lead where issues of under performance 
    can be raised and discussed.

► Board and Committees to strengthen the 
     challenge to "owners" of "failing" areas  
     to develop robust and timely action plans 
     in all cases.

►  Internal,  External  audit reports 
►  Regular reporting monthly ( with exception reporting 
     applied)
►  Robust business case process for QiPP schemes
►  Senior Management allocated as owners for KPI's and 
     individual QiPP schemes
►  Clinical leads identified on all QiPP business cases.

3 4 12

Lynn 
Mitchell

Julie
Southworth

 Risk Rating

NHS Wigan Borough Clinical Commissioning Group (WBCCG)
BOARD ASSURANCE FRAMEWORK 2012 - 2014

OBJECTIVE 6: Commissioning the highest quality services  Julie Southworth   Committee - Clinical Governance Committee
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RECOMMENDATIONS/DECISION 
REQUIRED: 
 

 
The Board is requested to review and note the information and 
advise regards any comments/feedback   
 

 
EXECUTIVE SUMMARY 
 
The management of risk is an essential and integral part of strategic and project planning. In common 
with all organisations the Wigan Borough Clinical Commissioning Group (the CCG) faces many risks 
that have the potential to adversely affect the achievement of its Corporate Objectives. It is the aim of 
the CCG to use risk management systems to enable it to make better-informed decisions and to 
improve the probability of achieving its corporate aims and objectives. 
 
The Risk Register is a risk management tool that enables the organisation to clearly understand its 
comprehensive ‘risk profile’ The risks highlighted within the document have been generated from the 
Corporate Objectives, and support the organisation’s Board Assurance Framework (BAF). 
 
 
 
 
 
 
 
 
FURTHER ACTION REQUIRED: 
 

 
The Risk Management Team are in the process of finalising a 
supporting information (risk) document that will assist to provide 
assurances regards the current progress and ongoing 
monitoring of the management/mitigation of the identified risks. 
Progress regards this will be reported to the next Corporate 
Governance Sub Committee and the CCG Board at November 
2012. 
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CCG 
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Clinical 
Governance
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Governance 

Finance & 
Performance

Locality 
Audit 
Group 

CCG 
Strategic 
Leadership 

CCG Board NHS GM 
Board 

Consideration 
required  
y/n 

  Y  Y  Y  

Date of 
submission 
 

  09 10 2012  TBC  23 10 2012  

 
 



Principal Risks/s 
(What could prevent the achievement of the 
objective, describe the risk and any potential 

BAF not populated

N
Kate Ardern

Failure to agree across partner organisations a risk sharing model 
for financial flows and workforce resources
Risk stratification:
Engagement with practices in order that data sharing agreements are 
signed and the work on implementing the risk stratification tool can be 
moved forward. 
lack of adoption by practices.
Movement of staff who are currently working on the LTC project into 
CSU and other workstreams.
Lack of resources within the CCG to work alongside Primary Care in 
order to maximise the use of the risk stratification tool.
Lack of resources to work on the validation of data.

Integrated neighbourhood Teams:
True integration of teams across organisations with competing 
agendas. 
A lack of engagement/adoption by Primary Care
Limited resources to meet the demands of the risk stratification tool

Shared decision making and self care:
Failure of clinical adoption for the new approach around shared 
decision making/ self care
Achieving agreement and unmiformity of the various methods of self 
management/ self care and shared decision making
Failure to identify the best methods of telehealth/telecare to promote sel

N 6

Sally Forshaw/
Deirdre 
O'Brien

Tim Dalton

BAF not populated

N  

Trust failure to manage demand. 
Lack of capacity in acute. 
Lack of commissioner support to performance manage all providers in 
the pathway/system

N 12

Kim 
Godsman

Trish 
Anderson

Changing organisation
Clarity regarding future roles
Possible fragmentation
QIPP pressures may affect quality.

N 12

Sue Elliott Trish 
Anderson

Potential failure to achieve performance management targets:
   • A & E
   • RTT                                                                                              

N 12
Kim 
Godsman

Trish 
Anderson

Potential failure to achieve robust handover by March/April 2013
Potential failure to achieverequired level at onAssessment 13th 
December 2012 N 4

John
Marshall

Trish 
Anderson

Plan in place, risk minimised.

N 4

Jane
Pilkington/
Claire Roberts

Kate Ardern

Plan in place, GM managed

N 4
Greater
Manchester
PCT

Plan in place, GM managed

N 4
Greater
Manchester
PCT

Documents not correct standard.
Preparation for panel day not completed N 4

John Marshall Trish 
Anderson

Appointment of staff 
Loss of PC expertise to Local Area Team N 9

Julie 
Southworth

Trish 
Anderson

Lack of engagement
Lack of appropriate experience
Pressures on Primary Care provision
Lack of appointments to clinical structure

N 9

John Marshall Trish 
Anderson

2.4.1. Governance framework Adhoc non-compliance
Lack of ownership
Lack of organisational coherence

N 6
Julie 
Southworth

2.4.2. Quality strategy Lack of engagement
Reduced reporting N 9

Julie 
Southworth

Low     
(1 - 3)

Medium  
(4 - 6)

Delivery of National KPI's

Workstream 1.5: Treating and caring for people in a safe environment and protecting them from avoidable harm.

Workstream 1.1: Preventing people from dying prematurely

Workstream 1.2: Enhancing quality of life for people with long term conditions

Workstream 1.3: Helping people recover from episodes of ill health or following injury

Workstream 1.4: Ensuring people have a positive experience of care

Workstream 1.8: Public health transition,

Transition to the New NHS System

Risk Ref CO2: Failure to Deliver an Effective and Efficient Clinical Commissioning Group (CCG)

Workstreams 1.7: CCG Authorisation.

Workstream 2.1: Successful authorisation as a CCG

Workstream 2.4: Compliance with duties and responsibilities

High  (8 -12)Extreme  (15 - 25)

BAF Objective:                                                                                                                             
(What plans, Projects, Initiatives do we have in place that will ensure the delivery of the 
objective)

Implementation of NHS Operating framework

Workstream 1.9: Primary care transition

Workstream 1.10: CSS Transition

Wigan Borough Clinical Commissioning Group
Board Assurance Framework 2012/2013 
Corporate Objective(s) - Workstreams

      RISK REGISTER                                                                                                                                                                                                   

Risk 
Sponsor

Mitigating Actions 
Move/  
RAG

Risk Assessment
Risk 

Owner

Current 
Risk 

Rating

Risk Ref CO1: Failure to Deliver Key National Initiatives and Priorities

Workstream 1.6: Performance management outcome domains

Workstream 2.2: Redesign of Primary Care Services

Workstream 2.3: Clinically Led Commissioning

Draft

C

C

C

C

C

C

C

C

C

C

C

C

C



Funding permanent staff
Establishing Annual Plan N 9

Paul Wilson Julie 
Southworth

Lack of providers for choice
Lack of engagement with public/patients N 16

John Marshall Trish 
Anderson

Lack of cohesion
Lack of Activity due to priority setting N 16

John Marshall Trish 
Anderson

3.4.1. Communications Plan Lack of response by public N 12
Julie 
Southworth

3.4.2. Governing Body Lack of attendance at the Governing Body - 
focus of Governing Body. N 12

Julie 
Southworth

3.4.3. Updated Website Maintaining updates ensuring that Website is managed N 6
Julie 
Southworth

3.4.4. Social Media Maintaining updates as followers
increase N 6

Julie 
Southworth

Lack of engagement in QiPP from GPs and Localities.
Lack of ownership of  QiPP schemes
QiPP streams may not deliver required savings or quality aspects

N 6
Chris Melling Mike Tate

The whole health economy could fail to be in financial balance, which 
would destabilise the system. N 6

Chris Melling Mike Tate

Business cases will not stand up to scrutiny and may not deliver robust 
savings without a clear and challenging process in place. N 6

Chris Melling Mike Tate

Adverse KPI's on a national scale will not be addressed
The health economy in general may fail to improve N 6

Chris Melling Mike Tate

Fragmentation during Transition.  
Lack of ownership .
Working with partners

N 6
Trish 
Anderson

Fragmentation during Transition.
Lack of ownership.
Working with partners.

N 6
Trish 
Anderson

Principal Risks 
(What could prevent the achievement of the objective, 
describe the risk and any potential consequences)

Move/  
RAG

Mitigating Actions 
Current 

Risk 
Rating

Risk 
Owner

Risk 
Sponsor

Failure to:
► Embed Quality within the CCG
► Ensure Quality KPI's within Contractual  agreements
► KPI's not robustly monitored through the contract
► Provide  required level of assurance to responsible Committee
    and Board

N

Board level - clinical Lead for Quality
CCG strategy on a page - Implementation
Board Assurance Framework (BAF)
Strategy for Quality 2012 - 2015
Quality Report in Progress
Clinical Quality Reviews (CQR) Acute/Community/Mental Health
Contract Monitoring Meetings
CQUIN schemes (Acute/Community/Mental Health/CHC) 

8

Julie 
Southworth

Julie 
Southworth

Failure to:
► Protect the reputation of the CCG from adverse publicity in 
     respect of poor performance, leading to a lack of confidence in 
     the CCG from its stakeholders.                                                     
► Act in the best interests of our local population by meeting
     national targets
► Avoid adverse regulatory reports, in respect of securing VFM 
     in the CCG's commissioning
► Ensure the "Quality" aspect of  QiPP is being addressed
► Address potential areas for improvement from National 
     benchmarking reviews. 
► Deliver the CCG's goals and objectives.

N

Board Development, CCG strategy on a page - Implementation
Board Assurance Framework (BAF)
QIPP plan
Performance Report
Risk register
CQUIN schemes (Acute/Community/Mental Health)
Clinical Quality Reviews (CQR) Acute/Community/Mental Health 12

Chris Melling Julie 
Southworth

Failure to:
►Ensure organisational capability and capacity
►Ensure compliance with Health and Safety Legislation and
    regulation in relation to good employment practices.

N

Draft CCG Organisational Framework, Human Resources OD 
Plan: Updates of the OD Plan are included on the Corporate 
Governance SC , Board development Programme - A number of 
workstreams are in progress/planning:                                           
Communications Strategy                                                               
Developing SharePoint,                                                                   
Staff support through transition ( Local and GM level),                   
Health and Wellbeing Programme,                                                 
Skill audit - In plan

8

Susan 
Atherton/Julie 
Southworth

Julie 
Southworth

Workstream 3.1: Effective communication systems

Workstream 3.2: Improved choice and shared decision making

Workstream 3.4: Transparency and accountability

Workstream 4.3: Participation of all NHS providers

Workstream 3.3: Patient engagement in CCG decisions

Workstream 4.1: Achievement of CCG Economy QIPP targets

Workstream 4.2: CCG collaboration in regional QIPP programme

Workstream 4.4: Participation with Local Authority

Workstream 5.1: Joint planning, needs assessment with Health and Wellbeing

Workstream 5.2: Robust Health Intelligence

Risk Ref CO 6: Failure to Deliver Commissioning of the Highest Quality Services

Workstream 6.3: Knowledgeable and Skilled Workforce

Workstream 6.2: Development of a strong performance culture

Workstream 6.1: Quality embedded within the CCG and contracts

Extreme  (15 - 25) High  (8 -12)
Medium  
(4 - 6)

BAF Objective:
(What plans, Projects, Initiatives do we have in place that will ensure the delivery of the objective)

Risk Ref CO4: Failure to Deliver QIPP Requirements Across all Levels

Risk Assessment

Low     
(1 - 3)

Risk Ref CO3: Failure to Develop a Commissioning System that Embeds the NHS Constitution and the Principle of "No decision about me without me"

Risk Ref: CO 5   Failure to deliver improved outcomes for our population and Reduce Health Inequalities

C T

Draft

C

C T

T

Draft
C

C

C

C

C

C

C

C

C

C

C

C

C



Failure to:                                                                                                  
►  Secure improvements within Commissioned
      Services.
► Protect the reputation of the CCG from 
     adverse publicity in respect of poor 
     performance, leading to a lack of confidence 
     in the CCG from its stakeholders. 
► Act in the best interests of our 
     local population by meeting national targets
► Avoid adverse regulatory reports, in respect of 
     securing VFM in the CCG's commissioning
► Ensure the "Quality" aspect of  QiPP is 
     being addressed.
► Address potential areas for improvement 
     from National benchmarking reviews. 
► Deliver the CCG's goals and objectives.

N

Strategy for Quality 2012-2015,                                                      
Innovation,                                                                                       
Integrated Commissioning Plan,                                                     
Performance,                                                                                   
CQUIN Schemes - Quarterly Reports,                                            
QIPP Plan,                                                                                       
Patient Engagement - Links to HWB,                                              
Patient Experience - Provider reports

12

Lynn Mitchell Julie 
Southworth

Key:

Workstream 6.4: Continuous Improvement

  New Risk

  Decrease in Risk

  Increase in risk

  No change in risk
Current Risk - The measure of risk at the present time 
following  mitigating controls operating as intended 

C

Target Risk - The measure of risk once further mitigating 
actions have been taken

T N
Risk Assessment Based upon Likelihood 5 x Consequence 5 Matrix:
Low Risk         = 1 - 3       (Management by routine organisational policies/procedures/processes/systems)
Medium Risk  = 4 - 6       (Management by Line or Service Manager)
High Risk        =  8 -12     (Attention needed by Senior Management - Reportable to Board Sub Committee)
Extreme Risk = 15 - 25   (Immediate action required by Senior Management Team - Reportable to Board)

C T

R = Red
A = Amber
G = Green



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 18th September 2012 
Officer Lead Julie Nickisson 

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

1.  
Long Term Conditions – implementation of teams 

BK 

2.  
 

 

3.  
 

 

 
Attendance at the meeting: Full Attendance 

 
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 Draft Structure/Communications – The Clinical Leads for AL & PF provided an update on the 
draft CCG structure. They confirmed that the structure is currently being re-modelled where appropriate 
based on the feedback received from Localities. Independence and freedom for Localities to implement 
on agreed projects. 
 
The revised structure should be available for circulation around the 1st October 2012 and should 
include the 3 officer model for Localities, yet it was unclear the level of seniority for these posts.  
 
Moving Forward 
Localities will be an arm of the CCG delivering on key projects by having full clinical engagement. 
There will be 4 levels of clinical engagement within the financial envelope: 
 

1. Board members 
2. Clinical Directorship 
3. Clinical Champions – ad hoc practice champions 
4. Clinical Champions – Project Leads 

 
 
Constitution – The CCG Constitution will be circulated to Localities soon for consultation. It is 
important that all practices read and comment on the Constitution to Julie or the Clinical Leads before it 
is formally signed off by the CCG Board. 
 
360 Degree Feedback – The 5th November is the application date for the completion of the 360 degree 
survey. The question was raised how the Locality Q & As were going to be measured and how we 
use/learn from this exercise for the future? 
 
Acute Commissioning Development Schemes – Locality initiatives supported by the CCG. Finance 
& Performance sub-committee to tweak initial draft scheme, outcomes to be circulated shortly. 
 
Trish Anderson will be providing a monthly CCG update for the Executive meeting and this will become 
a standard agenda item for future meetings. 

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

Item 9.1  



Draft Version 1/Chairpersonsreport/050312 

Long Term Conditions (LTC) Bob provided an update from the Integrated Teams sub group as part of 
the LTC strategy. The plan is to have district teams in by the end of September 2012. There appears to 
be lack of commissioner involvement, individual GP/provide driven. The process on the delivery of the 
Community Matron service appears unclear and under resourced.  
 
The CCG is the commissioner of the contract and needs to be clear about what the contract is for, what 
is should look like and be primary care inclusive. 
 
It was agreed that Bob would write to Silas Nicholls expressing his concerns on the LTC strategy. 
 
PPG Update – Alan reported how PPGs was a long hard role, but was making good progress. Most 
practices within AL – PF are in full operation. The offer of support to help other Localities set-up a 
Locality PPG was put forward by Alan as a starting point, which could then be developed into a CCG 
Borough-wide PPG. 
 
Concern was raised on the role of HealthWatch and possible duplication if this was not managed 
properly. It was felt that PPGs should be developed from practices ‘grass roots’.  
 
It was also felt that the Lay members of the Health & Wellbeing Board should be the same Lay 
members from the CCG Board. 
 
This would give a clear systematic process and true representation from practices, to the executive, to 
the CCG. 
 
GP Forum Election – Dr Clifford’s 2 year term of office as GP Forum Lead for AtherLeigh is due to 
come to an end in November 2012. 
 
Process 
It was agreed that a letter would be sent out to all AtherLeigh Practices requesting self nomination. The 
timescales for receipt of nominations would be 3 weeks from the date of the letter. Self nominations to 
respond by email to Julie Nickisson. 
 
Funding – Julie put forward a proposal for funding to support the Dementia project as part of a 
commissioning development scheme requested by Trish Anderson. Funding of £5k was agreed. 
 

Agreed actions from the Meeting 
 

Name of lead with designated 
responsibility for the action/s 

LTC Letter to Silas Nicholls BK 
  
  
  
  
 
 

 

 
Chairperson’s Additional Comments  
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CHAIRPERSON’S REPORT 
 

Chairperson’s Name Dr Mohan Kumar 
Committee Name AL Executive 
Date of Meeting  
Name of Receiving Committee WBCCG 
Date of Receiving Committee Meeting 18th September 2012 
Officer Lead Julie Nickisson 

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

1.  
Long Term Conditions – implementation of teams 

BK 

2.  
 

 

3.  
 

 

 
Attendance at the meeting: 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 

CCG Draft Structure/Communications – The Clinical Leads for AL & PF provided an update on the 
draft CCG structure. They confirmed that the structure is currently being re-modelled where appropriate 
based on the feedback received from Localities. Independence and freedom for Localities to implement 
on agreed projects. 
 
The revised structure should be available for circulation around the 1st October 2012 and should 
include the 3 officer model for Localities, yet it was unclear the level of seniority for these posts.  
 
Moving Forward 
Localities will be an arm of the CCG delivering on key projects by having full clinical engagement. 
There will be 4 levels of clinical engagement within the financial envelope: 
 

1. Board members 
2. Clinical Directorship 
3. Clinical Champions – ad hoc practice champions 
4. Clinical Champions – Project Leads 

 
 
Constitution – The CCG Constitution will be circulated to Localities soon for consultation. It is 
important that all practices read and comment on the Constitution to Julie or the Clinical Leads before it 
is formally signed off by the CCG Board. 
 
360 Degree Feedback – The 5th November is the application date for the completion of the 360 degree 
survey. The question was raised how the Locality Q & As were going to be measured and how we 
use/learn from this exercise for the future? 
 
Acute Commissioning Development Schemes – Locality initiatives supported by the CCG. Finance 
& Performance sub-committee to tweak initial draft scheme, outcomes to be circulated shortly. 
 
Trish Anderson will be providing a monthly CCG update for the Executive meeting and this will become 
a standard agenda item for future meetings. 

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

Item 9.2  
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Long Term Conditions (LTC) Bob provided an update from the Integrated Teams sub group as part of 
the LTC strategy. The plan is to have district teams in by the end of September 2012. There appears to 
be lack of commissioner involvement, individual GP/provide driven. The process on the delivery of the 
Community Matron service appears unclear and under resourced.  
 
The CCG is the commissioner of the contract and needs to be clear about what the contract is for, what 
is should look like and be primary care inclusive. 
 
It was agreed that Bob would write to Silas Nicholls expressing his concerns on the LTC strategy. 
 
PPG Update – Apologies from Ernie Rothwell 
 
Funding – Julie put forward a proposal for funding to support the Dementia project as part of a 
commissioning development scheme requested by Trish Anderson. Funding of £5k was agreed. 
 

Agreed actions from the Meeting 
 

Name of lead with designated 
responsibility for the action/s 

LTC Letter to Silas Nicholls BK 
  
  
  
  
 
 

 

 
Chairperson’s Additional Comments  
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LOCALITY EXECUTIVE  REPORT 
 

Chairperson’s Name Dr T Ellis 
Locality Name Wigan Commissiong Group  
Date of Meeting 18 September 2012 
Date of Receiving Board Meeting  
Officer Lead  

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

1.  
Peer Review meeting re QP indicators – A&E  

 

2.  
 

 

3.  
 

 

 
Attendance at the meeting: excellent  

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

yes  

 
 

 
 
 
 
 
 

 
 Action  

Name of lead with designated 
responsibility for the action/s 

 
Action plan agreed by the locality practices – locality report 
submitted to the QOF team as evidence  

  
All practices  
submission by Esther Jackson  

    
  
  
  
  

 
Chairperson’s Additional Comments  
 
 

W:\QOF\QOF 12 13\
QP\completed QP form 
 
 
 
 
 
 
 

 

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

Item 9.4  
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LOCALITY EXECUTIVE  REPORT 
 

Chairperson’s Name Dr Peter Marwick  
Locality Name North Wigan  
Date of Meeting 18th September 
Date of Receiving Board Meeting  
Officer Lead  

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

1.  
Draft Structure – more detail needed 

 

2.  
Prescribing – Meds Management team future structure concerns  

 

3.  
 

 

 
Attendance at the meeting: Excellent 

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

Yes  

 
 

NW committee discussed:  
Scott McKenzie Presentation  
Update from Tim Dalton & Mike Tate.  
360 & Authorisation   
Prescribing  
Draft Structure & Constitution  
CCG Updates  
CCG Board item – Mental Health Paper – mentions discharging to GP need shared care protocols & clear access 
back in to the service in place. 
AOB – Bridgewater DN Service highlighted  

 
 Action  

Name of lead with designated 
responsibility for the action/s 

Mental Health CCG board paper -feedback to be given to CCG P Marwick 
Scott McKenzie Presentation to be shared with practices  MC to email out.   
Suggestion of Minimum number of sessions to be an eligible Clinical 
Lead board member excluding the chair of 3/4 Clinical sessions to 
ensure the leads are aware of Primary care issues  

P Marwick to discuss with CCG  

  
  
  

 
Chairperson’s Additional Comments  
 
 
 
 
 
 

 

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

Item 9.5  
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LOCALITY EXECUTIVE  REPORT 
 

Chairperson’s Name Dr Sanjay Wahie 
Locality Name ULC  
Date of Meeting 18th September 2012 
Date of Receiving Board Meeting  
Officer Lead  

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

1.  
Peer Review meeting re QP indicators – Outpatient Referrals, Emergency Admissions and A&E 
attendances. 

 
SW 

2.  
Budgets and financial reports 
 

 
SW 

3.  
GP Commissioning Scheme 
 

 
SW 

 
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 

 
 The Practice Managers met with Jackie Forshaw and Christine Bispham early in the month to 

discuss the changes within QoF reporting from QMAS to the new CQRS single operating model 
to be used from April 2013. 

 Our final selected pathways which were discussed at length in this peer review were; 
Dermatology, ENT and T&O for Outpatient Referrals. 

 Agreed to commission Inhaler Technique training for clinicians and staff to reduce respiratory 
disease admissions. 

 Financial update from WBCCG 
 Authorisation 360 degree appraisals 
 LES proposals 2012/13  
 Organisational structure of WBCCG.  
 QiPP Schemes – Ring Pessary and Implanon 
 External Peer Review Reports 

 
 

Agreed actions from the Meeting 
 

Name of lead with designated 
responsibility for the action/s 

 
Progress on CCG Constitution and Structure 

 

 
Sharing information across ULC/CCG 

 

 
 

 

 
 

 

 
 

 

 
 

 

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

Item 9.6 
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Chairperson’s Additional Comments  
 
 
 
 
 
 

 



  
 

 
 
MEETING: NHS Wigan Borough CCG Board    Item Number:  9.7 
 
DATE:  23 October 2012 

 
 

 
REPORT TITLE: 
 

 
Chairperson’s Report - Clinical Governance Sub Committee  
12 September 2012 
 

 
REPORT AUTHOR: 
 

 
Dr A Atrey 

 
PRESENTED BY: 
 

 
Dr A Atrey 

 
RECOMMENDATIONS/DECISION 
REQUIRED: 
 

The Board is asked to receive and note the report 

 
EXECUTIVE SUMMARY 
 
Clinical Governance reporting is how the organisation will provide assurances on the safety and quality 
of services commissioned on behalf of the population of the Wigan Borough and in doing so will also 
seek to drive improvements in quality. 
. 
The aim of this report is to provide the Wigan Borough Clinical Commissioning Group Board with an 
overview of progress in the areas of: 

 
 Quality and Safety; 
 Clinical Effectiveness; and 
 Patient Experience and Public Involvement 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
FURTHER ACTION REQUIRED: 
 

 
Any specific actions are noted within the report 

 
 
 
 



 
 

CHAIRPERSON’S REPORT 
 

Chairperson’s Name Dr A Atrey 
Committee Name Clinical Governance Sub Committee 
Date of Meeting 12 September 2012 
Name of Receiving Committee WBCCG Board (and Audit Committee) 
Date of Receiving Committee Meeting 23 October 2012 
Officer Lead J Southworth 

 

The top 3 risks identified during the meeting & initials of lead with designated responsibility 
1. Acute Provider - Weekend Mortality KA 
2. Chairpersons’ Reports – CQR – lack of assurance in some areas not explicit within the content of the 

reports. 
JH 

3. Acute Provider - CQUIN Scheme – ‘Red Areas’ KA 
 

Attendance at the meeting: Acceptable 
 

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 Chairman welcomed Dr KK and Dr GG (Clinical Leads) to the Clinical Governance Sub Committee. 
      
Minutes and Actions Log: The minutes of the previous meeting held on the 25 July 2012 were reviewed and approved by the 
Committee. All the actions noted had been completed. 
 
Terms of Reference: The Terms of Reference were approved. 
QUALITY AND SAFETY 
(8.1) A Strategy for Quality 2012-2013: Discussion took place regarding membership of the Core Quality Team and it was 
agreed that the Safeguarding Lead should be added to the Core Quality Team, and Patient/Public representative to be replaced 
with Link/Health-watch representative. The document was approved subject to the above amendments.  
 
(9.1) Draft Quality Report: A draft template document was presented and comments were requested from the Committee. It 
was agreed that the following should be included in the section relating to Provider Quality Reports - CQUIN and Safeguarding. 
It was suggested that it would be useful to have graphs/charts included in the document.  It was also noted that most reports 
would be produced on a quarterly basis, however, it was recognised that at times reporting may be required more urgently as 
certain issues may require immediate action and we will need to be reactive to what occurs on a daily basis.  It was also agreed 
that good news stories should be reflected within Quality Reports.  

 
(9.2) NHS ALW Draft Quality and Safety Handover Plan: The document presents the functions for transfer and reporting is 
looking for assurances regards the final destination/s for these functions given that we are moving into the final stages of 
transition.  The Handover Plan is a developing document and if approved following consultation will be a standing agenda item 
for future Clinical Governance Sub-Committee meetings.   

 
(9.3) Clinical Quality Review (CQR) Process: 
 
Acute Services – Chairperson’s Report (30 August 2012): The issue of wrong site surgery was raised and the Clinical 
Governance Sub-Committee requested assurance regarding what actions had been taken/are being taken to prevent 
recurrence. The Committee were advised that this incident had been reported as a Serious Untoward Incident (SUI) via the 
Strategic Executive Information System (StEIS) and that the incident is managed through this process.  LM also advised that 
this is deemed as a ‘Never Event’.  The Chairperson’s Report was approved. 
Weekend Mortality Action Plan:  This item was not received, but will be included on the next agenda. 

 
Community Healthcare – Chairperson’s Report (23 August 2012):  The report was approved by the Committee. However; a 
more detailed Chairperson’s Report and the quarterly reports on CQUINs was requested for future meetings.   
Rule 43 Action Plan:  The action plan containing supporting information was received and noted.  Assurance is required by the 
Clinical Governance Sub-Committee that the action plan is being followed up/monitored.  It was suggested that a summary 
update on Rule 43 Action Plan should be provided to this Committee.   

 
Mental Health Services – Chairperson’s Report (Quality Review and SUIs):  The report included a summary of the Contract 
Quality Review, CQUINs and information relating to Independent SUI Investigations.  The report was approved by the 
Committee. Concerns were raised regarding 5BP and Shared Care Protocols and this issue will be followed up by the Head of 
Medicines Management. 
 
 

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



(9.4) CQUIN Quality Scheme M4 2012-2013: The Committee reviewed the report and discussed in detail the ‘red’ areas: 
 Dementia Length of Stay 
 Children’s Services Consent to Data Sharing with Children’s Centres 
 Fractured Neck of Femur – Repairs within 24 hours. 
 Unscheduled Care Discharges 
CS also referred to Catheter use, Urinary Tract Infections (UTIs) and the work currently being undertaken to reduce the figures 
of inappropriate catheter insertion. It was noted that although the Committee have made reference to the ‘red’ areas within the 
report, attention should also be focused on the ‘green’ areas which demonstrate extremely good practice, in particular, Safety 
Thermometers and Harm Free Care.  It was noted that, in addition to the ‘negative’ feedback, it is important that positive 
comments are also relayed to Providers.  

 
(9.5) Safeguarding 
Wigan Safeguarding Children Board Update:  SE reported on the following:-  
 Wigan Safeguarding Children Board and Health Sub-Group in operation 
 Children’s Safeguarding set in Statute  
 0 - Serious Case Review (for Wigan) 
 2 - Internal Management Reviews 
 2 - Learning Events (performance managed through Health Sub-Group, then audited) 
SE referred to the Child Death Overview Panel (CDOP) which examines trends/data and highlighted a recent ‘Safe Sleeping 
Campaign’ to help reduce cot deaths.  
It was also noted that the CQC had recently undertaken an Ofsted Inspection of Safeguarding and Looked After Children 
Services which had received a grade of ‘outstanding’.  This report will be published in October 2012. 
 
Wigan Safeguarding Adults Board Update:  SE reported on the following:- 
 Adult Safeguarding not yet set in Statute, but this is about to change from April 2013. 
 1 – Serious Case Review  
 1 – Internal Management Review  
 Referrals can be made to Local Authority by any organisation 
It was noted that, in the past, minutes from both the Adult and Children’s Safeguarding meetings had been submitted to this 
Committee, however, although these minutes report on the different agendas that are being dealt with, the minutes did not 
provide the required assurances to this Committee.  Further debate to take place to clarify what assurances are required and it 
was agreed that this would be discussed out of this meeting.   
 
The issue of medical care and elderly people who reside in Nursing Homes/Residential Homes was raised and SE was asked if, 
as Safeguarding Lead, she had sight of significant events occurring in these establishments.  SE commented that she is made 
aware of significant events if they are reported via a safeguarding referral.  Of the 147 safeguarding referrals made via the social 
care route, approximately 91% were related to quality of care (not safeguarding). 
It was reported that there is a new pilot project involving 3 Nursing Homes, a Consultant Geriatrician and his team – this may 
help with unnecessary medication which results in falls, catheters, etc. 
 
(9.6) Francis Report Action Plan(s) Commissioner Review:  Reports of compliance with all 18 suggestions of Francis Report 
from all 3 main providers had been received.  The Francis Report (2) is expected to be published in November 2012 which will 
have a significant impact on CCGs.  The updated report was received and noted. 
 
(9.7) Performance Management of Serious Untoward Incidents (SUIs): 
 
Acute Provider:  Committee updated on the incidents that remain open on StEIS.  A new addition to the template in relation to 
a ‘wrong site surgery’ incident was noted.  LM reported that the Acute Provider would be undertaking a root cause analysis and 
that a meeting was being held with the WWLFT Patient Safety Manager on 13 September 2012.  The SUI report will be brought 
to future meetings on a quarterly basis.  NHS NW (the SHA) currently has no concerns regarding how we are performance 
managing this process. LM updated the Committee on the categories of incidents that are currently required to be reported to 
NHS NW via StEIS.  This information will be communicated to all Staff and Independent Contractors shortly. 
 
Community Provider: No reports currently open. 
 
Mental Health Provider: This information was included in the report and discussed.  The data is received on a quarterly basis 
by the Clinical Quality Review meeting.   PH advised that there are no concerns regarding how this process is managed. 
 
GM West/DAAT: A report from GM West was tabled and reviewed at the meeting no concerns were noted.   
 
GM Ambulance Service: A report was received advising that no SUIs had occurred within the report period. 
 
(9.8) Screening Services Reports – Screening Report and Programme Performance Table:  The Committee reviewed the 
report.   Performance in relation to meeting waiting times for colonoscopy continues to improve. 
 
(9.9) CQC Review of Compliance Wigan and Leigh Hospice:  The report was received and noted.  The Committee expressed 
their appreciation to the Hospice on their achievement and asked CS to relay their congratulations to the Hospice.  
 
(9.10) Medicines Safety/Medicines Management:   
Medicines Management Committee; Chairperson’s Report (June 2012); QIPP Update Savings to end of July 2012 and Peer 
Reviews Medicines Management 2012/2013 were presented by the Head of Medicines Management and is confident of 
achieving QiPP targets and having good working relationship with Practices. 



 
(9.11) Incident Reporting: 
Incident Number 15976 – Action Plan:  LM explained the background to the incident which related to a patient known to DAAT 
and a fire at the patient’s premises.  A Joint Services Commissioner – Provider Action Plan has been produced and progress 
against the action plan will monitored and reviewed by the Clinical Quality Review (CQR) process.   
Incident Number 15464 – Investigation Report:  The report was received and reviewed by the Committee. LM explained the 
background to the incident which related to concerns raised by a Service Manager (Acute Provider) in respect of an 
Intermediate Care Centre.  The Committee approved the report. 
 
(9.12) Performance Report Month 3 (August 2012):  CM presented the report.  Reference was made to:-  
Early Intervention in Psychosis Services - although the figure appears to be falling behind, this is a similar situation to last year 
and they caught up last year.  PH advised that EIP performance would be monitored on a weekly basis and there were no 
particular concerns at the moment. 
Mental Health – Crisis Resolution – problems had been experienced with the data.  5BP have now implemented new system 
and PH is confident that the figures reported within the report reflect a data quality issue. 
Health Visitors – the target for the number of Health Visitors at Bridgewater is 77 but there are only 65.  SE referred to issues 
with recruitment and differences in pay across geographical boundaries and reported that work is underway to address this 
issue. 
 
(9.13) NICE Guidance:  Reference was made to a statement issued by NICE advising that if Health Authorities were not 
complying, they should have a good reason for doing so.  It was suggested that we should contact the NICE Guidance 
Implementation Body for further advice.  It was agreed that further discussion should take place regarding this issue.   
 
CLINICAL EFFECTIVENESS  
(10.1) Clinical Audits:  It was noted that Clinical Audits are covered within CQUIN schemes.  LM reported that a Senior 
Commissioning Business Manager, had provided some additional documents that may be of interest to the Committee (on 12 
September 2012) to circulate to Clinical Governance Sub-Committee members following this meeting.    
 
(10.2) Research and Development: Discussion took place on the number of research studies currently registered with the 
organisation, as noted within the report submitted by Research Lead .  It was agreed that the lead should be invited to attend 
the next Clinical Governance Sub-Committee meeting to present the paper. It was also noted that the Clinical Governance Sub-
Committee should receive reports and be part of the approval process in future. Although it is accepted that there is a 
responsibility to promote research, it was reported that a full breakdown and destination for reports is required.   
 
PATIENT EXPERIENCE AND  PUBLIC INVOLVEMENT 
Patient Experience:  It was noted that initial contact has been made with CR, Public Health and CR had requested further 
clarification regarding what information is required.  It was noted that the WBCCG Quality Team is not currently in existence; 
however, CQR could obtain information from Providers in relation to patient experience surveys, in the interim period.  It was 
also suggested that we could link into Health-watch for this information, at a later stage.  This information could be triangulated 
with Safeguarding and Complaints/PALS reports.  It was agreed that CS would inform KA regarding what is required from 
Providers.   
KK raised the issue of clinical effectiveness/dental appraisals and it was noted that monitoring by Primary Care will continue for 
current period. 
LM advised that there is no Complaints/PALS report on this agenda as these reports are produced on a quarterly basis (the next 
report will contain information for the period 1 July 2012 – 30 September 2012 and will be included on the next agenda). 
 
Any other Business:  
Agenda/Meetings:  DT commented on the size of the agenda and suggested that monthly meetings may address this issue.  It 
was noted that, due to capacity issues, monthly meetings were not currently possible.  At the present time, WBCCG does not 
have a Quality Team and it would be advisable to await the establishment of the Quality Team before re-scheduling the 
timetable for future meetings.  It was agreed that consideration should be given to the timetable for future meetings in the 
January/February 2013.  It was noted that future agendas will be clinician led and more focused on quality standards.  LM 
suggested organising a calendar of meetings to reflect when the quarterly reports are due (longer agendas) and the possibility of 
having more concise agendas when quarterly reports are not due.  It was agreed that further consideration should be given to 
this issue in January/February 2013.  
 
National Learning/Disability Health Assessments:  PH updated the Committee on the National Learning/Disability Health 
Assessments.  This information will be submitted on 28 September 2012 and PH will bring the results back to this Committee. 
 
Items for Information: 
The items for information were received and noted. 
 
Agreed Actions from the Meeting 

 
Name of Lead with Designated 
Responsibility for the Action/s 

As noted with the DRAFT - minutes of the meeting and actions log – see attachment  As noted – see attachment  
Chairperson’s Additional Comments  
Important note: The minutes of the meeting that lend support to this Chairperson’s Report are currently in a draft format and 
have not been ratified.  
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Item 9.9 

Designate Chief Accountable Officer Monthly Report to Board 

23 October 2012 

1. Authorisation Progress 
 

  
 We are rapidly approaching the deadline for the submission of all 

our documentary evidence to the National Commissioning Board. 
Documents have to be submitted by midnight on Wednesday 31st 
October. 
 

 It is anticipated that we will submit between forty to fifty pieces of 
evidence including copies of our constitution, organisational design, 
organisational development plan, various strategies, and minutes of 
various meetings and committees. 

 
 During the last two weeks significant work has been undertaken to 

complete the Constitution for Wigan Borough CCG and we have 
very much appreciated the input and support given by the LMC to 
this process. 

 
 Following several weeks of consultation and significant 

amendments as a result of that consultation, the CCG 
organisational structure has now been agreed. 

 
 We will receive within the next week a written report from NHS 

North on our capability and suitability for authorisation. We will have 
the opportunity to correct any factual errors. 

 
 We are also expecting to receive feedback from our 360’ reviews. 

The response rate from all our members, stakeholders and partners 
has been impressive and we are very appreciative of the time and 
commitment taken by all to complete the survey. 

 
 Our documents are currently being quality assured before being 

uploaded into the national system. 
 

 On their submission a detailed desk top review will take place at a 
national level against the criteria laid out in the authorisation guide. 
Any gaps or concerns will form the basis of key lines of enquiry with 
us on our site visit which takes place on the 13th December 2012. 
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2. Board Appointments 
 

  

 Interviews have been held in the past two weeks for the Nurse 
Board member role and the Secondary Care Clinician Board 
member role and we are delighted that Ms Helen Meredith has 
been appointed as the Nurse Board member and Dr Gary Cook has 
been appointed as the Secondary Care Clinician Board Member. 

 
3. Greater Manchester Operation Group 

  
 The key area of discussion at the Operations Group focuses on 

new relationships with the Local Area Teams and CCGs. 
 
 The intention given that Local Area Teams will be much smaller 

than former SHAs and PCT clusters, is to develop a role which 
focuses on support and enabling CCGs to deliver whilst still 
requiring a system of assurance on targets. Local Area Teams are 
very prescriptive in their make-up size and composition. There is a 
national template and at present all teams are the same size 
regardless of the areas covered. Clearly this is an issue for Greater 
Manchester which is the second largest Cluster in the country after 
London. 

 
 Work is being undertaken to review emergency planning and 

resilience arrangement in the light of the changes of organizations.  
 
 Whilst the Local Area Team will retain the more strategic 

coordination response, CCGs will be expected to pick up some 
responsibilities for local coordination. 

 
 Work is underway across Greater Manchester for the development 

of Winter plans and the establishment of a Winter control room to 
oversee and monitor any issues arising in Localities.  Wigan 
Borough has completed its winter plan under the leadership of the 
Urgent Care Board. 

 
 Progress continues with the appointments of individuals to new 

organisations through the greater Manchester wide HR processes. 
This continues to be a significant task but it is anticipated that all 
staff will know their final destination by the end of December this 
year. This then allows newly appointed individuals in new 
organisations time in the following three months to consolidate 
arrangements for future working prior to the 1st April. 
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 Discussions continue around the programme of work required to 

deliver the Greater Manchester wide Healthier Together project. 
 

 
4. COLLABORATION ACROSS GREATER MANCHESTER 

 
  

 Work has been ongoing for the last four to six weeks to look at the 
development of collaborative arrangements across CCGs. 

 
 This has culminated in the proposal to establish an association of 

Greater Manchester CCGs within a formal Governance framework 
CCGs are being asked to review the proposals and make 
comments on them. 

 
 The aim is to create arrangements to allow joint working where it 

makes sense to do so and to ensure that we do not lose some 
historic arrangements that have worked well in the past. 

 
 



 

 
MEETING: WBCCG Board       Item Number:  9.10 
 
DATE:  23 October 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 progress 
in the areas of : 
 Clostridium difficile Infections (CDI) 
 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 update Wigan Borough Clinical Commissioning Group 
Board on the year to date performance with regards to the reduction of healthcare 
associated infections.  

 

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 infection 
(CDI) and MRSA bacteraemias are used as performance measures, with reduction 
targets set for the locality. The trajectory for 2012/2013 is 91 CDI’s and 6 MRSA 
bacteraemias.   

 

3. Headline 
 

3.1 To date there have been 2 MRSA bacteraemias, I pre (community acquired) and 1 post 
48hrs. The post 48hour infection occurred at Christies Hospital 

 
3.2 To date there have been 54 CDI’s reported this is 7 over our set trajectory. 
 
4. Current Concerns 

 
4.1 The organisation is currently 7 above trajectory for Clostridium difficile if this upward 

trend continues the organisation will not meet its year end trajectory. 
 

5. Performance data (April – Sept 2012) 
 

5.1 Target Performance - Clostridium difficile 
 

Target Month April May June July Aug Sept 

Cumulative 

PCT Actual 

7 17 27 35 45 54 

Cumulative 

Trajectory 

9 17 25 32 39 47 

Variance 

 

-2 0 +2 +3 +6 +7 

 Table 1 
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5.2 Target Performance - MRSA Bacteraemia 
 

Target Month April May June July Aug Sept 

Cumulative 

PCT Actual 

0 0 0 2 0 0 

Cumulative 

Trajectory 

 

1 1 2 2 3 3 

Variance 

 

-1 -1 -2 0 -1 -1 

 Table 2 

 

6. Performance issues and actions 
 

6.1 Clostridium difficile infection 
 

6.1.2 Root cause analysis (RCA) has identified that a number of these cases have neoplastic 
disease or are relapses following previous episodes of Clostridium difficile. (See 
Appendix 1).  

 
6.1.3  NHS ALW Health Protection Team continues to attend GP locality meetings and will be 

asking practices to complete a simplified root cause analysis   
 
6.1.4 A major limitation of the current treatment of CDI’s is CDI recurrence, RAEI has received 

funding to trial fidaxomicin (Dificlir) on 12 patients considered at risk of relapse. 
 

6.2 MRSA 
 

6.2.1 Root cause analysis on the 2 MRSA bacteraemias were as follows 
 Pre 48 hours – urinary catheterisation 
 Post 48 hours Christie Hospital – intravenous line related  
 Work regards training and management of urinary catheters continues 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. 

 
7.2 The local recovery action plan for C.diff continues to be implemented and has been 

reviewed by Greater Manchester Health Protection Unit to ensure the recovery plan is 
appropriate and that the organisation is on track with its recovery plan. Feed back from 
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Greater Manchester Health Protection Unit is that the plan is very comprehensive and 
that all appropriate measures are being taken to reduce incidence of CDI. 

 
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: 
 

  That 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. 

 
  That NHS ALW 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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 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 Community 

 JC - relapse  had fidaxomin in Wigan but 

relapse not prevented - previous community 

unavoidable CA Bladder had Chemotherapy 

at Christies  

 KM relapse CDI that patient had trimethoprin 

for UTI. Additional risk factor recent inpatient 

RAEI 

 CM - community acquired CDI unavoidable 

admitted Wythenshawe Hospital Lung Cancer 

on Chemotherapy 

 MW - community acquired CDI unavoidable 

admitted Bolton h/o antibiotic treatment for 

respiratory infection 

August 8 2 Community

 JC - community unavoidable CA Bladder had 

Chemotherapy at Christies  

 KM - Community acquired CDI that was 

unavoidable patient had trimethoprin for UTI. 

Additional risk factor recent inpatient RAEI 

 HC - Community acquired CDI patient on 

omeprazole for chronic gastritis Additional 

risk factor recent inpatient RAEI 

 EC - Community acquired CDI no avoidable 
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cause Alcoholic Liver Disease 
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EXECUTIVE SUMMARY 
 
This annual report reviews the work undertaken by NHSALW Safeguarding Team during 2011-2012. It 
provides Central Clinical Commissioning Group (CCG) with information and assurances around how statutory 
requirements are being assured and how challenges to business continuity relating to the safeguarding of 
children are being managed. 
 
The Government has re-emphasised that safeguarding children remains a priority for the National Health 
Service (NHS) and transition plans as part of the NHS reforms must demonstrate that these critical functions 
are sustained. In June 2010 the Government commissioned Professor Eileen Munro to lead a Child Protection 
Review. Many of the recommendations are of significance to the health service including the provision of early 
help. As a result of the review the Government prioritised a co-produced work programme involving various 
government departments and professional bodies. A safeguarding accountability framework has recently been 
released, clarifying CCGs’ responsibilities. Statutory responsibilities will transfer to CCGs from April 2013. 
 
The scale of organisational change in the NHS creates a safeguarding risk in itself, something that has been 
evidenced in public inquiries over the years. Wigan Borough Clinical Commissioning Group (WBCCG) is 
supporting the work of the Greater Manchester safeguarding clinical collaborative and working together with 
the local safeguarding leads to mitigate these risks. WBCCG has agreed governance and accountability 
arrangements which include regular reporting to the Board via the Clinical Governance Committee; direct 
access by the designated nurse and lead professionals to the Chief Operating Officer; regular meetings with 
the Board level lead for safeguarding and the designated professionals and CCG attendance at the 
safeguarding Boards (children and adults). 
 
A Board level lead has been identified to ensure that safeguarding remains high on the CCG agenda and to 
represent the CCG at the safeguarding Boards. The Executive Lead for safeguarding will line manage the 
Designated Nurse for safeguarding. WBCCG makes a significant contribution to the work of Wigan’s 
Safeguarding Children Board (WSCB) and has actively been involved in the work of the Children’s Board. The 
statutory Health and Wellbeing Board will also have responsibility around safeguarding with a significant 
contribution from the CCGs and Public Health. 
 
Wigan has high numbers of children and families facing significant stressors and who require early help in 
order to keep children safe and well. Domestic violence within households continues to place strains on 
resources within all our public services. The impact of adult issues on children continues to be a concern as 
identified in local case reviews and the recent SCIE review. These include alcohol and substance misuse, 
domestic abuse and mental health problems. For some adults all three of these factors are present, thereby 
increasing the risks to children. The WSCB is delivering Toxic Trio training and this will be offered to GPs in 
the next financial year. Case reviews have highlighted the need to refocus on neglect of children and this is a 
WSCB priority.  
 
It is therefore vital that safeguarding standards are maintained at this time of change and uncertainty and that 
accountability remains clear and unambiguous. 
 
 

FURTHER ACTION 

REQUIRED:  

The Board is asked to note the content of the report and provide feedback as 
to whether this will assure the Board of the safeguarding structures in place. 
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Purpose of Report 

 

1. The purpose of this report is to provide the Board with information about how statutory 

requirements are being assured and how challenges to business continuity relating to safeguarding 

children are being managed. 

 

 

Introduction/Background 

  

2. This report will inform the Board of the main issues, risks, key priorities and learning relating to     

safeguarding children within Wigan that have been identified over the reporting period October 2011 

to October 2012. 

 

National Context  

 

A brief outline of Statutory Responsibilities  

 

3. Section 11 of The Children Act, 2004 places a duty on all agencies to safeguard and promote the 

welfare of children and young people and this must be embedded in the governance systems of 

commissioning.  

 

4. There is a substantial body of legislation relating to children who suffer disability and long term 

chronic conditions which defines the health and social care duties, including The Children Act, 1989 and 

2004; Carers and Disabled Children Act, 2000; and the Health and Social Care Act, 2001. 

 

5. The statutory guidance for Looked After Children, 2009 also identifies the responsibilities of 

organisations in relation to this vulnerable group. There is also responsible commissioner guidance for 

Looked After Children.  

 

6. Working Together, 2010 provides statutory guidance, which places a clear responsibility on health 

organisations and professionals working within them.  The CCG is under a duty to ensure that 

safeguarding and promoting the welfare of children and young people is a fundamental and core part of 

their functions. 

 

A brief outline of safeguarding duties  

 

7. It is essential that all organisations and practitioners working to safeguard children and young 

people understand fully their responsibilities and duties set out in primary legislation and associated 

regulations and guidance. The Government has therefore reemphasised that safeguarding children 

remains a priority for the NHS. Transition plans as part of the NHS reforms must demonstrate how these 

critical functions will be maintained.  
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8. Local Safeguarding Children Boards (LSCBs) are the key statutory mechanism for agreeing how 

the relevant organisations in each local area will co-operate to safeguard and promote the welfare of 

children, and for ensuring the effectiveness of what they do. All organisations commissioning or providing 

health care should ensure there is a focus on the needs of children and that safeguarding is an integral 

part of their governance systems. Organisations should also ensure that, through the commissioning and 

procurement of services, responsibilities in section 11 of the Children’s Act, 2004 are fully met. Each 

member organisation is expected to provide a financial contribution to the LSCB.  

 

9. The recent publication of the Safeguarding Accountability Framework, 2012 gives clarity around 

the statutory responsibilities in relation to CCGs and safeguarding. Within the new NHS Commissioning 

Board (NHS CB), responsibility for safeguarding will sit in the Nursing Directorate, as part of the wider 

patient safety agenda.  

 

10. Both CCGs and the NHS CB will be statutorily responsible for ensuring that the organisations from 

which they commission services provide a safe system that safeguards children and vulnerable adults. 

This includes specific responsibilities for looked after children and for supporting the Child Death 

Overview process. 

 

11. CCG leadership arrangements for safeguarding will need to include responsibility for ensuring that 

the CCG commissions safe services for those in vulnerable situations. The CCG will need to ensure that 

its designated clinical experts are embedded in the clinical decision making of the organisation, with the 

authority to work within local health economies to influence local thinking and practice. Designated 

clinical experts are expected to take the strategic, professional lead on all aspects of the health service 

contribution to safeguarding across their area.  

 

12. CCGs should plan on the basis that running costs will be defined in the same way as PCT 

administration costs. However, there are likely to be other costs associated with the safeguarding 

system, e.g. the local contribution to the operation of the LSCB, which will have to be met from within a 

CCG’s running cost allowance. 

 

13. As part of preparing for authorisation, CCGs will need to consider whether they have sufficient 

capacity in place to fulfil their duties and decide on the most appropriate arrangements for securing it. 

 

National Influences  

 

14. Throughout the reporting period there have been two major national influences on the 

safeguarding children’s agenda, namely the impact of the Health and Social Care Bill and Professor 

Eileen Munro’s independent review of child protection in England and the subsequent government 

response. 
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15. The Health and Social Care Bill became an Act of Parliament in March 2012. As a result, the 

statutory responsibility to make arrangements to safeguard and promote the welfare of children under 

section 11 of the Children Act, 2004 will transfer from PCTs and SHAs to CCGs and the NHS CB by April 

2013.  

 

16. Professor Eileen Munro’s final report, A child-centred system, was published in May 2011. In 

October 2011 the DoH and DFE co-produced and published a work programme in response to Munro’s 

recommendations regarding safeguarding children in the NHS.  

 

17. One of Professor Munro’s recommendations was to review the statutory guidance. A consultation 

period has started on the revision of the statutory guidance document Working Together to Safeguard 

Children, the Framework for the Assessment of children in Need, and the proposed new arrangements 

for Serious Case Reviews (SCRs). Within health, there needs to be careful consideration of the 

proposals and how they will impact on service delivery to safeguard children. 

 

Local Accountability Context  

 

Greater Manchester  

 

18. Until April 2013, NHS Greater Manchester’s Chief Executive has the ultimate accountability for 

safeguarding children arrangements with each local committee being held responsible for local delivery. 

The Chief Executive has identified the Director of Nursing as the Executive Director for Safeguarding. 

Manchester’s consultant/Designated Nurse has been seconded to NHS Greater Manchester (GM) for 

three days a week to lead a piece of work around developing a safeguarding clinical 

collaborative/network for Greater Manchester. 

 

19. The development of this GM safeguarding clinical collaborative and clinical networks for 

safeguarding is well underway. This is helping to maintain the resilience of the designated professionals 

during transition, and to ensure the professional needs of these clinical specialists are met. The GM 

safeguarding clinical collaborative will be sustainable, professionally anchored and accredited, credible 

with partner agencies, accessible and flexible. It will be delivered locally, providing in-depth knowledge of 

local arrangements and with strong working relationships with partner organisations, particularly Local 

Safeguarding Boards.  

 

20. The objectives are linked directly to patient safety, the core objective being to preserve life and 

maintain health.  

 

 To develop a Safeguarding Service for Greater Manchester that supports the delivery of statutory 

duties and is able to offer a resilient, expert, high quality, seamless and integrated service across 

the footprint.  

 To support Clinical Commissioning Groups to discharge their statutory safeguarding children and 

adults responsibilities.  
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 To assure the quality of commissioned services (including those facilities providing services to 

vulnerable people).  

 To meet the necessary standards of quality specified in Care Quality Commission (CQC) 

registration requirements, standard contracts, professional guidance, the NHS Operating 

Framework and other relevant sources.  

 To provide an integrated service that delivers improved inter-agency communication.  

 To develop Greater Manchester standards, policies and procedures and audit programmes as 

part of the statutory requirements now and in future arrangements.  

 To have clear lines of accountability and governance.  

 

Wigan  

 

21. The Locality Director with responsibility for safeguarding within WBCCG is The Chief Operating 

Officer Trish Anderson. Her role is to ensure WBCCG discharges its statutory functions within the locality 

on behalf of The Chief Executive of NHS Greater Manchester. This Executive Lead for safeguarding is 

Sue Elliott who is a joint appointment between health and the local authority.  

 

22. The Designated Nurse and the Designated Doctor for Safeguarding have a strategic role in 

safeguarding children across the whole health economy in Wigan. Each provider within Wigan has a 

named lead for safeguarding children.  Dr E Abbas is the Designated Doctor, Miss J Hiley is the 

Designated Nurse and Dr J Tankard the Named Doctor.  

 

23. In the proposed new architecture the Designated Nurse also has strategic responsibility for 

Safeguarding Vulnerable adults. This role needs to be added to the post holder’s Job Description to 

ensure robust governance and accountability lines are in place for Authorisation.  

 

24. The guidance for the Roles and Responsibilities of the Designated Professionals are documented 

and are in place (Royal Colleges 2010). This has been updated to reflect Working Together 2010 

requirements. 

 

25. Throughout the reporting period NHSALW has led on adopting a whole system approach to 

safeguarding.  Wigan has been seen as the trailblazer for adopting a fully integrated approach to 

safeguarding children young people and their families. As such, with agreement from the CCG Board and 

the Local Authority one safeguarding unit has been established. Within the unit sits the system leaders 

for both the health economy and Local Authority. This unit is part of the portfolio of a joint health and local 

authority post holder that also includes the commissioning of all of the children’s agenda. Latterly it has 

been agreed that this unit will extend its brief to include the adult safeguarding agenda to ensure a life 

course approach. The emerging architecture for partnerships across the borough will allow strong links to 

develop between the agendas of safeguarding and building stronger communities and in particular the 

Domestic Abuse agenda.  
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Accountability Structure For Safeguarding Reporting  

 

 

 

 

 

 

 

 

 

 

 

 

 

WBCCG Board

WBCCG Clinical 

Governance Committee  
Wigan’s Safeguarding 

Children/Adults Boards 

WSCB Health Sub Group – (Health Economy 

Children and Adults Safeguarding Committee 

Oct 2012) 

 

 

 

1.  

 

WWL Hospital 

Foundation Trust  

Wigan’s Integrated Health Team 

Bridgewater  

Foundation Trust  
KEY 

Minutes received ------------------ 

Minutes sent    -------------------- 
 

 

 

26. Wigan’s Integrated Heath Team has continued to develop with the support of the Primary Care 

Medical Director and the Assistant Director for Childrens Health.  Over the last year, an extensive 

development programme has been in place across both commissioner and provider safeguarding leads.  

Each provider has their own safeguarding meetings chaired by an Executive Director within their 

organisation supported by their Named Nurses. To strengthen the accountability links to WBCCG the 

Health Sub Group that reports to the WSCB will be rebranded and realigned to form a health economy 

wide Safeguarding Children and Adults Committee with a direct governance line to the WBCCG Clinical 

Governance Committee. This will support and strengthen the safeguarding agenda throughout the 

transition period and beyond, in addition to ensuring any organisational risks that need to be addressed 

have a more robust escalation process to the WBCCG Board. 



 

Individual Accountability and Responsibility Arrangements   
 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

Sue Elliott  

Ass Director C&A 

Named Dr 

WBCCG C&A 

*Named Nurse 

WBCCG A 

(Vacant) 

*Named Nurse 

5BP C 

*Named Nurse 

BW x 4 C 

*Named Nurse 

Brook C 

 *Named 

Nurse/Midwife 

WWL C 

Dr Abbas 

Designated Doctor C 

Joanne Hiley  

Designated Nurse C&A 

Trish Anderson Designate Chief Accountable 

Officer Safeguarding C&A

LAT 

Director for Safeguarding C&A 

LAT Director 

CEO C&A 

*Named Dr 

 WWL C 

 

*Named Dr  

BW C 

*Named Dr LAC 

WWL C 

 

 

 

 

 

 

 

C=children A=adults 

*These professionals will also have accountability arrangements in place within their employer organisation 
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Wigan Safeguarding Children Board (WSCB) 

 

27. The WSCB is the key statutory mechanism for agreeing how organisations will co-operate to 

safeguard and promote the welfare of children, and for ensuring the effectiveness of what they do. It also 

ensures arrangements for working collaboratively in aspiring to achieve good outcomes for children.  

 

28. Over this reporting period the WSCB representative for NHSALW has been the Director of Primary 

Care, this responsibly has now transferred to the Designate Chief Accountable Officer Safeguarding, 

Trish Anderson.  

 

29. NHSALW has made a significant contribution to the work of the WSCB in terms of financial, 

leadership and involvement. Four of the current subgroups are chaired by senior members of WBCCG 

and the WSCB has been kept informed of emerging developments within the health economy.  

 

30. The Designated Nurse has led on developing and commissioning the safeguarding training 

strategy for the workforce. This has enabled the primary care workforce to easily access training. All GP 

practices can access all of the WSCB training and over the last twelve months we have trained over 1000 

GPs and their staff. 

 

31. The Board has a duty to ensure that all allegations of abuse or maltreatment of children by a 

professional, staff member, foster carer, or volunteer be taken seriously and treated in accordance with 

consistent procedures. WSCB ensures that there are effective inter-agency procedures in place for 

dealing with allegations against people who work with children, and monitoring and evaluating the 

effectiveness of those procedures. In the recent inspection Ofsted inspectors expressed concerns that 

referrals of health staff to the Local Authority Designated Officer (LADO) were very Low. In response to 

this further training will be offered to staff with a focus of HR and Recruitment.  

 

Joint Inspection of Safeguarding and Looked After Children Arrangements 

  

32. The joint inspection by Ofsted and the CQC inspectorates took place in May 2012. Wigan received 

the highest possible accolade in being judged as outstanding for both safeguarding and looked after 

children arrangements. WBCCG received no recommendations for improvement by the CQC.  The CQC 

inspection report will be tabled at the Clinical Governance Committee once published.     

 

33. The new inspection regime will commence in 2013 and the CQC will be a key player, this 

inspection will focus more on the child’s journey through services and partnerships.  

 

Case Reviews  

 

34. There have been no serious case reviews and six local case reviews over this reporting period.  

Action plans from these reviews have been completed. High Level thematic issues that are of 

significance to WBCCG include: 
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 Referral pathways into CAHMS – suicide and self harm escalation of concerns. 

 The workforce’s response to assessing ‘neglect’. 

 Supervision. 

  Domestic Violence - information sharing and responding. 

 

Child Death Overview Panel Tripartite Bolton, Salford, Wigan (CDOP) 

 

35. The Tripartite Panel is a sub-committee of each of the three LSCBs with accountability to the 

chairs. The Panel chair meets regularly with the three chairs who together oversee Panel activity. The 

Panel differs from other LSCB sub-groups in having nationally designated functions and processes.  

 

36. The current CDOP annual report has recommended that WSCB: 

 

 In relation to neonatal deaths, Boards investigate the numbers of women who book late for their 

pregnancy and consider ways to improve the situation where appropriate. 

 

 In relation to sudden unexplained infant deaths, Boards continue to support the Safe Sleeping 

Campaign; and review their anti-smoking initiatives. 

 

 In relation to deliberate self-inflicted harm, Boards:  

 continue to review the response to young people aged up to 16 years who inflict harm on 

themselves, in particular the response at A&E departments and out of hours;  

 review arrangements for managing young people aged 17 years who self-harm; 

 conduct an internal investigation of every case of deliberate self-harm that leads to death 

in order to enhance learning.  

 

37. These recommendations clearly have implications for WBCCG in relation to the commissioning of 

services and the assurances it receives from its providers. The CDOP annual report is tabled for the next 

WSCB Board.   

 

Greater Manchester Rapid Response Service  

 

38. The recent publication of the Safeguarding Accountability Framework, 2012 makes clear that 

CCGs are responsible for securing the expertise of a Designated Doctor and Nurse for unexpected 

deaths in childhood. NHS Manchester is the lead commissioner for the health component of this 24 hour 

on-call service. Paediatricians work jointly with Greater Manchester Police and social services 

departments to investigate unexpected deaths and report to the Coroners and LSCB Child Death 

Overview Panels (Chapter 7, Working Together To Safeguard Children, 2010). The service aims to 

thoroughly investigate unexpected deaths and provide support and information to the families and 
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professionals involved. The CCG, through this service, can be assured of access to a paediatrician for 

unexpected deaths in infancy.  

 

Safeguarding Activity  

 

39. Previous annual reports have described an increase in the number of children subject to a child 

protection plan and looked after children and this picture remains the same.  

 

 Looked After Children Child Protection

September 2011 481 249 

September 2012 506 292 

 

40. The increasing numbers of children subject to statutory interventions places greater strains on 

frontline services. In terms of risk factors for this agenda the main issue remains neglect, domestic 

violence and increasingly parental mental health and substance misuse. Wigan has significant numbers 

of children in need and at risk; the health service has a significant role in prevention and the identification 

of children and families requiring early help.  

  

General Practice Developments  

 

41. This is an area that Wigan have considered business critical and therefore a significant amount of 

work has been undertaken to strengthen both GPs understanding and involvement in safeguarding.  

 

42. GPs are preparing for registration with the CQC as providers from April 2013. A toolkit of support 

has been developed, including a practice safeguarding policy and access to bespoke learning events 

focusing on thematic issues from the WSCB priority areas.  The first learning event was attended by over 

174 GPs and associated staff.  

 

43. A proforma for case conference reports has been developed by the Designated Nurse and Named 

Doctor in consultation with the LMC. The purpose is to increase the number of reports for case 

conferences from GPs and to ensure relevant information on parental health that may affect parenting 

capacity is not overlooked.  

 

44. All GP practices can access all of the WSCB training and over the last twelve months we have 

trained over 1000 GPs and their staff.  The Named Doctor has also delivered bespoke domestic violence 

training to individual practices.   

 

45. To ensure that GPs have all the relevant information on the families on their lists we have 

developed communication pathways between Community, GPs, Police and Social Care. GPs are now 

informed of Victims subject to MARAC and children who are 3b and above, this system ties in with the 

new practice policy so that all children are flagged and coded accurately. An audit will commence in the 

summer 2013 to review this process.   
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Commissioning  

 

46. Services for children and families are commissioned by WBCCG in partnership with the Local 

Authority via an integrated commissioning team that has aligned budgets.  The commissioning priorities 

have been identified by the Children’s Trust, and are evidenced in the Children and Young People’s plan 

and the WBCCG operating Framework. In turn, these priorities link to the draft Health and Wellbeing 

strategy and Wigan Council’s Corporate Strategy. The integrated commissioning team continues to 

review children’s health services with a view to ensuring robust pathways of care for children, young 

people and their families, improved outcomes and value for money. The structure of the team allows 

opportunities to look at wider determinants on health, and commission in a broader context enabling 

pathways and services to be redesigned to meet the holistic needs of children, young people and their 

families.    

 
47. The NHS NW safeguarding policy and standards for delivery documentation 2012 is used across 

the North West region to provide assurance on safeguarding standards and regulatory requirements. 

This has been part of the healthcare provider contract since April 2011. The self assessment audit tool 

and embedded evidence is then scrutinised by the Designated Nurse working in collaboration with 

commissioners/contract managers. Feedback regarding compliance is shared with providers via the 

quality monitoring process and the WSCB Health Sub Group.  

 

Conclusion  

 

48. Safeguarding is a specialist field of expertise, the necessary knowledge and skills of which are not 

commonly found among generic health and social care professionals.  In Wigan, this is recognised as a 

business critical area and one in which investment in capacity and capability is prioritised.  Safeguarding 

is seen as an integral element of future planning.  

 

49. Whilst it is recognised that both national and local policy continue to change and that this brings 

inherent risk, Wigan has continued to invest and drive improvement despite the challenges. The strong 

partnership culture has facilitated a smoother transition and there is local clarity around the way forward 

both in terms of systems, process and culture. Wigan sees these times as an exciting opportunity to be 

innovative and ultimately to strengthen safeguarding and improve outcomes. 

 

50.  Wigan Borough CCG understands its priorities and needs and has a strong sense of what will 

work and how to deliver this.  The relationship between both commissioner and provider is mature and 

allows for focused conversations to drive forward change together.  The joint safeguarding unit and 

subsequent Integrated Safeguarding Team are driving forward the system across the life course. 

WBCCG has robust safeguarding children arrangements in place, the strengths of which have been 

recognised during recent inspections. Resilience and risk management during a time of significant 

change is essential to ensure that the level of priority is sustained.  
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Recommendations 2011/2012 Addressed 

   

51. The last annual report 2010/2011 highlighted several actions that have been undertaken to 

improve safeguarding across the health economy, these include: 

 

 An external review of safeguarding children (Executive summary attached). 

 A training implementation plan for health economy. 

 A model safeguarding policy for GPs and training plan.  

 A section 11 audit of compliance.  

 An updated supervision policy.  

 Health Economy Information Sharing Response to Childcare Incidents.   

 

 

 

Recommendations 2012/2013 

  

52. WBCCG Priorities for 2012/13 year ahead: 

 

 To develop a safeguarding strategy with WBCCG and support improvements to further strengthen 

safeguarding arrangements. 

 To work with Greater Manchester Safeguarding Collaborative on the strengthening of a 

safeguarding clinical collaborative, to ensure some safeguarding consistency across the 

conurbation. 

 To continue to support independent contractors to strengthen safeguarding children 

arrangements and access to training opportunities. 

 To work with the WSCB in achieving joint safeguarding children priorities across the partnerships. 

 To continue to work with GPs to strengthen engagement in the child protection process. 
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Domain Evidence for Authorisation Page 
4.2.3d CCG has established appropriate systems for 

safeguarding. 
7,8 

4.2.3e CCG plans to train staff in recognising and reporting 
safeguarding issues. 

10 

5.3.1b Clear line of accountability for safeguarding is reflected in 
CCG governance arrangements, and CCG has 
arrangements in place to cooperate with the local authority 
in the operation of the Local Safeguarding Children Board 
and the Safeguarding Adult Board. 

8 

5.3.1c CCG has secured the expertise of a designated lead 
doctor and nurse for safeguarding and for looked after 
children and a designated paediatrician for unexpected 
deaths in childhood. 

8 

5.3.1d CCG has a safeguarding adults lead and a lead for the 
Mental Capacity Act, supported by the relevant policies 
and training. 
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1. Introduction 

 
Clinical Commissioning Groups (CCGs) have statutory responsibilities to safeguarding 
children, young people and adults at risk of harm. These responsibilities are outlined in the 
authorisation document. 
 
In discharging these statutory duties/responsibilities, account must be taken of: 

� Statutory guidance on making arrangements to safeguard and promote the welfare of 
children under section 11 of the Children Act 2004 (HM Government 2007) 

� Working Together to Safeguard Children (HM Government 2010) 

� Statutory Guidance on promoting the Health and well-being of Looked After Children 
(DH 2009) 

� No Secrets (DH and Home Office 2000) 

� Mental Capacity Act 2005: Code of Practice (Department for Constitutional Affairs 
2007) 

� Safeguarding Adults: The Role of Health Services (DH 2011) 

� The policies and procedures of the Local Safeguarding Children Board (LSCB) and 
the Local Safeguarding Adults Board (LSAB) 

 
As commissioning organisations, CCGs have a statutory duty to ensure that all health 
providers, from whom it commissions services, have robust single and multi agency polices 
and procedures in place to safeguarding and promote the welfare of children and protect 
vulnerable adults from abuse or the risk of abuse. Health providers must be linked to local 
Safeguarding Children and Adult Boards and contribute to multi agency working. 

2. Purpose 
 
This policy applies to CCGs within the Greater Manchester population as commissioning 
organisations. Clear standards against which all healthcare providers, commissioned by the 
CCG, must comply with can be found in the NHS SHA Commissioning Safeguarding 
Children and Adults Policy. 
 

2.1 Scope 
 
This policy aims to ensure that no act of commission or omission on behalf of the CCG as a 
commissioning group or by the health care it commissions, puts a service user at risk and 
robust systems are in place to safeguard and promote the welfare of children and protect 
vulnerable adults from the risk of harm. 

3. Principles 
 
In developing this policy CCGs recognise that safeguarding children and vulnerable adults is 
a shared responsibility with the need for effective joint working between agencies and 
professionals that have different roles and expertise if those vulnerable groups in society are 
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to be protected from harm.  In order to achieve effective joint working there must be 
constructive relationships at all levels, promoted and supported by: 
 

� the commitment of senior managers and board members to safeguarding children 
and vulnerable adults 

� clear lines of accountability within the organisation for  work on safeguarding 

� service developments that take account of the need to safeguard all service users, 
and is informed, where appropriate, by the views of service users 

� staff training and continuing professional development so that staff have an 
understanding of their roles and responsibilities, and those of other professionals and 
organisations in relation to safeguarding children and vulnerable adults 

� safe working practices including recruitment and vetting procedures 

� effective interagency working, including effective information sharing. 

 

3.1 Definitions 
 
For the purposes of this policy the following definitions provide clarity of terms: 
 
Commissioning - the process of arranging continuously improving services which deliver 
the best quality outcomes for patients, meet the populations health needs 
 
Children - as defined in the Children Act 1989 and 2004, a child is anyone who has not yet 
reached their 18th  birthday. ‘Children’ therefore means children and young people 
throughout.  
 
Safeguarding children  is defined in the Joint chief Inspectors’ report Safeguarding Children 
(2002) as: 

� all agencies working with children, young people and their families take all 
reasonable measures to ensure that the risks of harm to children’s welfare is 
minimised; and 

� where there are concerns about children and young people’s welfare all agencies 
take all appropriate actions to address those concerns, working to agreed local 
policies and procedures in partnership with other agencies. 

 
Vulnerable adult  - whilst there is no formal definition of vulnerability within health care, 
some people receiving health care may be at greater risk from harm than others, sometimes 
as a complication of their presenting condition and their individual circumstances. The risks 
that increase a person’s vulnerability should be appropriately assessed and identified by the 
health care professional/VCFS/Care Home provider at the first contact and continue 
throughout the care pathway (DH 2010).  
 
Under Section 59 Supporting Vulnerable Groups Act 2006 a person aged 18 years or over is 
also defined as a vulnerable adult where they are ‘receiving any form of health care’ and 
‘who needs to be able to trust the people caring for them, supporting them and/or providing 
them with services’.  
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Adult Safeguarding - The Principles for Adult Safeguarding are as follows (DH, 2011): 
 

� Empowerment - presumption of person led decisions and informed consent 
 

� Protection - support and representation for those in greatest need 
 

� Prevention - it is better to take action before harm occurs  
 

� Proportionality – proportionate and least intrusive response appropriate to the risk 
presented 

 
� Partnership - local solutions through services working with their communities. 

Communities have a part to play in preventing, detecting and reporting neglect and 
abuse 

 
� Accountability - accountability and transparency in delivering safeguarding 

 
 
Adult at risk  - A person aged 18 or over and who: 

� is eligible for or receives any adult social care service (including carers’ services) 
provided or arranged by a local authority 

� receives direct payments in lieu of adult social care services 

� funds their own care and has social care needs 

� otherwise has social care needs that are low, moderate, substantial or critical 

� falls within any other categories prescribed by the Secretary of State 

� is or may be in need of community care services by reason of mental or other 
disability, age or illness 

� who is or may be unable to take care of him or herself, or unable to protect him or 
herself against significant harm or exploitation and is at risk of significant harm, 
where harm is defined as ill-treatment or the impairment of health or development or 
unlawful conduct which appropriates or adversely affects property, rights or interests 
(for example theft, fraud, embezzlement or extortion). 

 
Note: definition suggested by Law Commission and under review. For the purpose of this 
policy the term adult at risk can be used interchangeably with vulnerable adult. 
 

4. Roles and Responsibilities of CCGs as Commission ing Organisations 
 
The ultimate accountability for safeguarding sits with the accountable officer of the CCG.  
Any failure to have systems and processes in place to protect children and vulnerable adults 
in the commissioning process, or by providers of health care that the CCG commissions 
would result in failure to meet statutory and non statutory constitutional and governance 
requirements. 
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CCGs must demonstrate robust arrangements are in place to demonstrate compliance with 
safeguarding responsibilities. The National Commissioning Board will monitor compliance 
with safeguarding as required in the authorisation document (and any superseding 
guidance). 

 
CCGs must: 

� adhere to the requirements of the NHS North West Commissioning Policy which can 
be accessed at: (website) 

� monitor provider compliance against the standards of delivery detailed in  the NHS 
North West Commissioning policy for the services that the CCG commissions 

� establish Proper Constitutional and Governance arrangements with capacity and 
capability to deliver safeguarding duties and responsibilities, as well as effectively 
commission services ensuring that all service users are protected from abuse and 
neglect 

� ensure that service specifications drawn up by CCGs as commissioning 
organisations include clear service standards for safeguarding children and 
vulnerable adults; these service standards are monitored thereby  providing 
assurance that safeguarding standards are met 

� establish clear lines of accountability for safeguarding, reflected in governance 
arrangements 

� have arrangements in place to co-operate with the local authority in the operation of 
the Local Safeguarding Children and Safeguarding Adults Board 

� secure the expertise of a Designated Doctor and Nurse for Safeguarding Children 
and for LAC and a Designated paediatrician for Sudden Unexpected Deaths in 
Childhood 

� have a safeguarding adults lead and a lead for the Mental Capacity Act supported by 
relevant policies and training 

� ensure that plans are in place to train all staff in contact with children, adults who are 
parents/carers and vulnerable adults in the course of their normal duties are trained 
and competent to be alert to the potential indicators of abuse or neglect for children 
and vulnerable adults, know how to act on those concerns in line with local guidance 
(see Training Plan – Appendix 1) 

� ensure that appropriate systems and processes are in place to fulfil specific duties of 
cooperation and partnership and the ability to demonstrate that the CCG meets the 
best practice in safeguarding and protect the welfare of children and vulnerable 
adults 

� ensure that safeguarding is at the forefront of service planning and a regular agenda 
item of the CCG Board business 

� identify an Executive Lead for Safeguarding with the authority to make 
commissioning decisions on behalf of the CCG. The Executive lead will be a member 
of Local Safeguarding Children’s Board (LSCB) and Safeguarding Adult Board 
(LSAB). LSCBs and LSABs are the key mechanism for agreeing how local 
organisations will effectively co-operate to safeguard and promote the welfare of 
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children and vulnerable adults. CCGs will also be under a duty to make 
arrangements to safeguard and promote the welfare of children and to co-operate 
with the police and local authorities to improve the wellbeing of children and 
vulnerable adults 

� ensure that safeguarding is at the forefront of service planning. 

5.  Breaches of Policy 
 
This policy is mandatory. Where it is not possible to comply with the policy or a decision is 
taken to depart from it, this must be notified to NHS GM Regional Commissioning Board. 
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86.  APPENDIX 1 – TRAINING STRATEGY 
 
 
 
 

 
 
 

Safeguarding Children and Vulnerable Adults: 

A Strategic Framework for Training 

October 2012 
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1. Introduction  

 
This Strategic Framework for Training is designed to provide the approach for safeguarding 
training for Commissioners and providers of health care for the Greater Manchester 
population. Its aim is to ensure that all staff working with children and/or adults are alert to 
the need to safeguard and promote the welfare of children and vulnerable adults and are 
appropriately skilled and competent in carrying out their responsibilities for safeguarding 
appropriate to their role. Each Health Trust/Organisation will be required to produce a 
training plan that outlines how safeguarding training will be delivered. 
 
This strategy has been informed by statutory and national guidance and the training 
strategies of Greater Manchester Safeguarding Children and Adult Boards.  
 
It should be noted that throughout the document the term vulnerable adult and adult at risk 
are used interchangeably. 
 
1.1     Scope  

 
This strategy for safeguarding training is relevant to all staff working in the health economy. 
It also provides a strategy for independent contractors in ensuring that their staff are trained 
in accordance with individual roles and responsibilities in relation to safeguarding children 
and adults at risk.  
 
The strategy will be reviewed annually and in response to changes to national and local 
guidance or local policy initiatives. 
 
1.2  Principles  
 
All staff are trained and competent to be alert to potential indicators of abuse and neglect, 
know how to act on those concerns and to fulfil their roles and responsibilities for 
safeguarding children and adults at risk in line with Local Safeguarding Children Board 
(LSCB) and Safeguarding Adult Board (LSAB) procedures.  
 
Interagency training should complement single agency training, all training should 
emphasise the importance of working together. 
 
Single-agency training, and training provided in professional settings, should always equip 
staff for working collaboratively with others and communicating and sharing information.  
All training provided should respect diversity (including culture, race, religion and disability), 
promote equality and encourage the participation of children, families and adults in the 
safeguarding process. 
 
1.3  The Purpose of Training  
 
The purpose of training for interagency work at both strategic and operational levels is to 
achieve better outcomes for children and vulnerable adults by promoting:  
 

� a shared understanding of the tasks, processes, principles and roles and 
responsibilities outlined in national guidance and local arrangements for 
safeguarding children and vulnerable adults and promoting their welfare 

� more effective and integrated services at both the strategic and individual case level 
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� improved communications between professionals including a common understanding 
of key terms, definitions, and thresholds for action 

� effective working relationships, including an ability to work in multi-disciplinary groups 
or teams 

� sound decision making based on information sharing, thorough assessment, critical 
analysis, and professional judgement 

� learning lessons from Serious Case Reviews and implementing changes to practice 
based on recommendations from local and national cases.  
 

1.4  Definitions  
 
Single agency training is training which is carried out by a particular agency for its own 
staff. 
 
Inter- (or multi-) agency training is training for employees of different agencies who ether 
work together formally or come together for training or development.  
 
A child is anyone who has not yet reached their 18th birthday. 
 
Vulnerable adult:  
 
Whilst there is no formal definition of vulnerability within health care, some people receiving 
health care may be at greater risk from harm than others, sometimes as a complication of 
their presenting condition and their individual circumstances. The risks that increase a 
person’s vulnerability should be appropriately assessed and identified by the health care 
professional at the first contact and continue throughout the care pathway (DH 2010). 
 
Adult at risk:  
 
a) is eligible for or receives any adult social care service (including carers’ services) 

provided or arranged by a local authority; or  

b)  receives direct payments in lieu of adult social care 

c)  funds their own care and has social care needs; or  

d)  otherwise has social care needs that are low, moderate, substantial or critical; or  

e)  falls within any other categories prescribed by the Secretary of State;  

and  

f)  is at risk of significant harm, where harm is defined as ill-treatment or the impairment 

of health or development or unlawful conduct which appropriates or adversely affects 

property, rights or interests (for example theft, fraud, embezzlement or extortion).  

 
Note: definition suggested by Law Commission  
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2. Roles and Responsibilities  
 
2.1 Commissioners 
 
Clinical Commissioning Groups and other commissioners of health care services have a 
responsibility to ensure that the services they commission have robust safeguarding training 
plans that are fit for purpose and comply to national guidance. 

 
2.2  Employers  
 
Employers are responsible for ensuring that their staff are competent and confident in 
carrying out their responsibilities for safeguarding and promoting the welfare of children and 
adults at risk.  
 
It is the responsibility of employers to recognise that in order for staff to carry out their roles 
and responsibilities for safeguarding they will have different training needs which are 
dependent on their degree of contact with and responsibilities for children and adults.  
 
Employers also have a responsibility to identify adequate resources and support for inter-
agency training by:  
 

� committing resources for inter-agency training, for example through funding, 
providing venues, providing staff who contribute to the planning, delivery and/ or 
evaluation of inter-agency training 

� providing staff that have the relevant expertise to support the multi-agency training 
delivered under the auspices of the LSCB and or LSAB  

� releasing staff to attend the appropriate inter-agency training courses and ensuring 
the time for them to complete inter-agency training tasks and apply their learning in 
practice 

�  ensure that staff receive relevant single-agency training that enables them to 
maximise the learning derived from inter-agency training 

� ensure they keep accurate data of staff trained within the organisation including a 
breakdown of eligible staff trained at each level. 
 
 

3.  Levels of Training Requirements for all NHS Sta ff Across Greater Manchester 
 
3.1  Safeguarding Children Training: 

(Taken from Intercollegiate document Royal Colleges 2010 and CHIMAT 2012) 
 

Non Clinical Staff - Level 1 
All non-clinical staff working in healthcare settings who have infrequent contact with children, 
young people and/or parents/carers who may become aware of possible abuse or neglect.  

 
Clinical staff – Level 2 
All clinical staff who have regular contact or have a period of intense but                      
irregular contact with children, young people and/or parents/carers. 
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Clinical staff - Level 3 
All clinical staff working with children, young people and/or their parents/carers and who 
could potentially contribute to assessing, planning, intervening and reviewing/evaluating the 
needs of a child or young person and parenting capacity where there are safeguarding/child 
protection concerns. 
 
Named professionals - Level 4  
Specialist roles - named professionals. 
 
Designated Professionals- Level 5   
Specialist roles, designated professionals and professional advisors. 
 
Experts – Level 6  
Experts in this context could be a clinical expert (clinician with specialist skills and 
knowledge) and/or a court appointed expert. 
 
3.2  Safeguarding Adults Training 
 
All staff working within health services are expected to have Level 1 Safeguarding 
Vulnerable Adult Training which ensures they can recognise signs and symptoms of abuse 
and report abuse in line with local policy. 
 
Additional further advanced level training in adult abuse is dependent upon an individual’s 
role and functions and should be included in an individual’s appraisal and objectives. 
 
 
4.  Training Needs Analysis 

 
The identification of training needs is not a single event dependent on a grouping, but is a 
dynamic, on-going process identified through appraisal, clinical supervision, course 
evaluations and direct contact from staff.  
 
Whilst Level 1 safeguarding training for children and adults is mandatory for all staff, training 
needs will then be dependent on an individual’s roles and responsibilities.  An individual’s 
training needs should form part of their personal development plan which is to be agreed 
with their line manager.  
 
This training strategy details the training required for all staff working for the NHS across 
Greater Manchester and also provides guidance to independent contractor services in 
determining the level of training required by them and their employees.  
 
The strategy links training with the role, responsibility, performance expectation and level of 
experience. In addition to learning derived through attendance on training programmes, 
written update briefings and literature on current safeguarding/protection issues should be 
circulated to safeguarding leads on an annual basis. 
 
 
5. Monitoring and Assurance  

 
Working collaboratively with NHS Commissioners and Local Safeguarding Boards, training 
will be subject to audit, evaluation, quality assurance, scrutiny and reporting.  
 
All training identified within this document is compliant with the standards required within 
statutory and national guidance and with the training strategies of Local Safeguarding 
Children and Adult Boards. 
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Briefing on Progress to CCG Authorisation 
October 2012 

 
1. Purpose of Report 
 

1.1 To provide the CCG Board with an update of progress towards Authorisation 
 
2. Introduction 
 
2.1 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. 

 
2.2 The CCG serves approximately 320,000 patients and manages a budget of 

around £450 million. 
 
2.3 The CCG’s practices are grouped into 6 “locality” areas to allow active 

participation from all of it’s member practices. 
 
2.4 There are four waves of applications for CCG authorisation, and Wigan Borough 

CCG is in Wave four of applications which commences in November 2012. 
 
2.5 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. Progress with Submission 
 
3.1 The CCG has to submit it’s authorisation application by the 31st of October. 

 
3.2 CCG staff are currently finalising, uploading and signposting documents to 

authorisation domains on the Department of Health’s Authorisation Submission 
portal. 

 
3.3 Key documents being submitted are: 

 
 Authorisation application form 
 Proposed CCG constitution and any other documents detailing 

governance arrangements  
 CCG organisational structure 
 Letter of support for proposed Chair of CCG governing body 
 Relevant minutes of multi-professional meetings, governing body and 

other committees 
 Financial management arrangements compliant with national 

requirements 
 Organisational development plan 
 360° stakeholder survey report and CCG comment 
 Draft Joint Strategic Needs Assessment 
 Draft Joint Health and Wellbeing Strategy 
 Relevant health and wellbeing board minutes and reports 
 2012-13 Integrated Plan and draft commissioning intentions for 2013-14 
 List of 2012-13 contracts agreed and signed off, via PCT clusters 
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 List of collaborative commissioning arrangements, joint commissioning 
draft agreements or plans, including pooled budgets, Section 75 
agreements where appropriate 

 SLA with assured support provider, where appropriate 
 Case studies (please specify) 
 Integrated risk management framework, including clinical, financial and 

           corporate risk 
 Communications and engagement strategy 
 Equality and diversity strategy 
 Other documents – list and state relevance to specific authorisation 

Requirements 
 

4.  360 Assessment 
 
4.1 The CCG is anticipating the feedback report from the 360 assessment on 

Monday 22nd of October. 
 

4.2 There was an excellent response rate of 84% 
 
4.3 The CCG will submit the report and a response as a part of the authorisation 

submission 
 

5. Key Dates 
 
5.1 The NHS Commissioning board has published key dates for the CCG’s progress 

towards authorisation and they are as follows 
 
Desk top summary report sent to CCG by 23:59    28/11/2012 
CCG Fact checking period ends at 23:59   30/11/2012 
Site Visit        13/12/2012 
Site Visit report sent to CCG by 23.59   20/12/2012 
CCG considered response due by 23.59   02/01/2013  

 
5.2 The CCG has not yet been notified as to when we would expect a final decision, 

however we anticipate that this will not happen until after the NCB’s wave 4 sub 
committee, the committee that confirms CCG authorisation,  on the 6 March 
2013. 

 
6. Conclusion 
 
6.1 Authorisation development continues to progress well and all necessary 

submissions and requirements are being met. 
 

7. Recommendation 

7.1 The Board is asked to receive this paper for information and to note the 
continued progress towards authorisation. 
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2012 Communications and Engagement Plan: October 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 27 features appearing 
in the media with no negative coverage. Of 19 information requests from media since the last board meeting, 
we received national attention from BBC Radio 4 “You & Yours” programme about changes to our benzo 
addiction services provision and from ITV Daybreak about GP out of hours cover. 
  
Media cuttings are available to Board members to view on request and are summarised in Appendix 1. 

 

3.2. Radio advertising 

Broadcast of 150 x 20 second duration adverts continues on Wish FM to increase general awareness of the 
CCG and to help local people become aware of the opportunity for engagement with the CCG. More details 
including the advert audio track are available to Board members on request. 

 

3.3. Newspaper advertising 

Members of the public were invited to attend the final A.G.M for NHS Ashton, Leigh and Wigan on 27th 
September by means of an advertisement in the Leigh Reporter and Wigan Observer.  

3.4. Twitter 

WBCCG now has over 200 followers and we have issued just over 400 messages, or tweets. 

4. Involving people in commissioning decisions 
 
4.1. Communication and engagement group meetings 
 
The PPG communication and engagement group and the implementation groups met in the evening of 9th 
October at Pennygate surgery to help provide input from PPG members and locality business managers.  
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4.2. PPGs 
 
A PPG development toolkit is now available on the CCG web site to provide information and guidance on 
setting up and running a group and attracting members by external publicity.  
 
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 continues. 
 
7. Recommendations 
 
The WBCCG board are invited to note the communication and engagement report. 
 
 
 
 
Paul Wilson 
 
10.10.12 
 
 

Appendix 1: Media items October CCG Board 2012 

 

Date Title Publication Spokesperson 
 
18.9.12 

 
Superbug outbreak blamed on other 
hospitals 
 

Wigan Evening Post 
(Front page) 
 

Dr Tim Dalton 
 

 
19.12.12 
 
 

Health Bus Coming to Town 
 
 

Wigan Evening Post 
(Page 6) 
 

N/A 
 
 

19.12.12 
 

Complaints steady for NHS 
 

 
Wigan Evening Post 
(Page 3) 
 

Dr Tim Dalton 
 

 
19.12.12 

Areas to improve for GPs 
 

 
Wigan Evening Post 

 
Editors 
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 (Page 10) 
 

comments 
 
 

20.12.12 
 

 
Health Time Bomb (e.g. alcohol) 
 

 
Wigan Evening Post 
(Front page & page 2) 
 

Dr Tim Dalton 
 

20.12.12 
 

 
Health Time Bomb (e.g. alcohol) 
 

 
Wigan Evening Post 
(Front page & page 2) 
 

Editors 
comments 
 

 
22.9.12 
 
 
 
 
 

Drugs Crisis Surgery 
 
 
 
 
 

 
Wigan Evening Post 
(Page 2) 
 
 
 
 

N/A  
 
 
 
 
 

 
24.9.12 

 
Too many patients go back to hospital 

 
Wigan Evening Post 
(Page 5) 
 
 

Dr Tim Dalton 
 
 
 

 
24.9.12 
 

 
Challenge to quit the killer weed 

 
Wigan Evening Post 
(Page 7) 
 

Dr Kate Ardern 
 

 
24.9.12 
 

 
Smoke Alarm: 20% still addicted to cigs 

 
Wigan Evening Post 
(Front page & page 2) 
 

Dr Paul Turner 
 

 
25.9.12 

 
Cancer alert for over 70s (e.g. Older people 
presenting cancer at A&E)  

 
Wigan Observer 
(Page 9) 
 

Dr Mohan Kumar
 

 
26.9.12 

 
Mellow Wiganers buck stress trend (e.g. No 
A&E rise for anxiety admissions) 

 
Wigan Evening Post 
(Page 8) 
 

Dr Tim Dalton 
 
 

 
27.9.12 

 
Smokers! Save your life & your cash 

 
Wigan Evening Post 
(Page 8) 
 

Editors 
comments 
 

 
27.9.12 

 
Go to supermarket for medical M.O.T 

 
Wigan Evening Post 
(Page 5) 
 

N/A  
 

 
27.9.12 

 
Go to supermarket for medical M.O.T 

 
Wigan Reporter  
(Page 6) 
 

N/A  
 

 
27.9.12 

 
Smokers costing millions 

 
Wigan Reporter  
(Page 9) 
 

Dr Paul Turner 
 

27.9.12 
 

 
Phone now and get started (e.g. smoking 

Wigan Reporter  
(Page 9) 

Dr Kate Ardern 
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cessation) 
 

 

27.9.12 
 

Sensible use of alcohol 
 

Rock FM 
 

Siobhan Heaton 
 

29.9.12 Shock over death rates (e.g. Shadow 
Health & Wellbeing report to Council) 

Wigan Evening Post 
(Front page & page 2) 
 

N/A  
 

 
1.10.12 

 
Stub out cigarettes for good 
 

 
Wigan Evening Post 
(Page 5) 
 

Dr Paul Turner 
 

 
1.10.12 

 
Get smoke free and shed pounds 
 

 
Wigan Evening Post 
(Page 5) 
 

N/A 
 

 
1.10.12 

 
Long term patients have say 
 

 
Wigan Evening Post 
(Page 29) 
 

N/A 
 

 
2.10.12 

 
Whooping cough alert prompts vaccine 
offer 

 
Wigan Evening Post 
(Page 12) 
 

N/A  
 

 
2.10.12 

 
Pregnant Wigan women to be offered 
whooping cough jab 
 

 
Wigan Observer 
(Page 13) 
 

N/A  
 

 
4.10.12 

 
The truth behind our shorter life spans 

 
Wigan Evening Post 
(Page 10) 
 

 
Editors 
comments 
 

 
  4.10.12 

 
Pioneer Pharmacies 

 
Wigan Evening Post 
(Page 14) 
 

Dr Tim Dalton 
 

 
5.10.12 

 
LTC Event at DW Stadium 

 
Wigan Evening Post 
(Page 16 & 33) 
 

 
Julie Hotchkiss, 
Deputy Director 
Public Health 
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