WIGAN BOROUGH CLINICAL COMMISSIONING BOARD MEETING
TUESDAY 23 April 2013, 1.30pm
MEETING ROOM 17, WIGAN LIFE CENTRE

AGENDA
PART 1
Agenda Item

Time

Presenter

1.30pm

Action
Required

Tim Dalton

Paper/
Verbal
Verbal

Information

1

Chairman’s Welcome

2

Apologies For Absence

Tim Dalton

Verbal

Information

3

Declarations Of Interest

All

Verbal

Information

Approval

(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.)

4

Minutes Of Previous WBCCG Board
Meeting held on 26.3.13

All

Paper

5

Actions/Decisions Log From Previous
CCG Board Meeting 26.3.13

All

Paper

6

Questions From Members Of The
Public

7

Papers to be Presented to the Board
7.1

7.2

1.35 pm

WBCCG Board Assurance
Framework – Quarter 4 report

8

Chair’s Report

9

Chief Officer’s Report

Verbal

Julie
Southworth
(Lynn Mitchell)

NHS 111Update

1.40 pm

Approval

Paper

Approval

Mike Tate
(Kim
Godsman)

Paper

Update

Tim Dalton

Paper

Information

Trish
Anderson

Verbal

Information

10

11

12

Strategic Business Items

2:10 pm

10.1

Finance
i. Month 11 Performance
Report

Mike Tate

10.2

Safeguarding Report in relation to
Independent Investigation into 5
Boroughs Partnership NHS
Foundation Trust and Wigan
Council

Trish
Anderson

10.3

Commissioning Responsibilities in
Relation to Serious Incident
Reporting
This item covered in item 10.2

Trish
Anderson
(Sally
Forshaw)

10.4

Healthier Together Strategy

Tim Dalton
Trish
Anderson
(John
Marshall)

Authorisation Process – Launch of
Strategies

Current Business Issues

Paper

Information

Paper

Information

Paper

Record

Paper

Record

Record

2:45 pm

12.1

Chairperson’s Report Clinical
Governance – March 2013

Ashok Atrey

Paper

12.2

Chairperson’s Report Finance
and Performance Committee

Mohan Kumar

Paper

12.3

Atherleigh – March 2013

Deepak Trivedi

Paper

Information

12.4

Patient Focus – March 2013

Mohan Kumar

Paper

Information

12.5

TABA - March 2013

Ashok Atrey

Paper

Information

12.6

WCC - March 2013

Tony Ellis

Verbal

Information

Record

2

13

12.7

Wigan North – March 2013

Pete Marwick

Paper

Information

12.8

United League - March 2013

Sanjay Wahie

Paper

Information

Any Other Business (to be accepted at
the Chair’s discretion
Date and Time of Next Meeting:
Tuesday 28 May 2013, 1.30pm, Meeting
Room 17, Wigan Life Centre

3:30pm
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MEETING:

WBCCG Board

DATE:

23 April 2013

Item Number: 7.1

REPORT TITLE:

WBCCG Board Assurance Framework 2012/2013
Q4: Reporting Period 1 January 2013 - 31 March 2013)

REPORT AUTHOR:

Governance and Risk Management

PRESENTED BY:

Julie Southworth

RECOMMENDATIONS/DECISION
REQUIRED:

The WBCCG Governing Body is asked to;
Agree and endorse this approach to the development of the
Board Assurance Framework during this transition period.

EXECUTIVE SUMMARY
The Board Assurance Framework (BAF) takes into account the key challenges faced by WBCCG.
The BAF template is to be considered with reference to the Governing Body approved Risk
Management Strategy and Policy 2012-2013.
Once populated with the CCG’s corporate objectives, the BAF will be used to describe the principal
risks that have the potential to threaten the achievement of those objectives.
The BAF is intended to provide assurances to the Governing Body on the mechanisms, controls in
place to effectively management the totality of risk in relation to the ability of the organisation to achieve
its corporate objectives.

FURTHER ACTION REQUIRED:

TRACKING
Committee
/Meeting

CCG
Operations

Clinical
Governance

Corporate
Governance

Finance &
Performance

Locality
Audit
Group

Consideration
required
y/n
Date of
submission

Page 2 of 2

CCG
Strategic
Leadership

CCG Board

NHS GM
Board

Item 7.1
NHS Wigan Borough Clinical Commissioning Group (WBCCG)
BOARD ASSURANCE FRAMEWORK 2012 - 2013
Reporting Period: Quarter 4: 1 January 2013 to 31 March 2013

OBJECTIVE 1: The Delivery of Key National Initiatives and Priorities Governing Body Lead: Trish Anderson

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?)

Committee: Strategic Development and Innovation

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?)

Positive Assurances
(Positive assurance that will mitigate risk/s
e.g. Internal ? External Audit)

► There are many parts of the Public Health
function for which arrangements are not
clear. Specifically the handover of
responsibilities for local health protection
from the PCT to Public Health England.
Awaiting the appointment of key staff.
The handover of screening assurance and
oversight to the NHS CB – still unsure how
local programmes will be chaired and
organised.

► Some of our key prevention programmes
are delivered by primary care via Enhanced
Service payments. The LES arrangements
have been carried forward for 12 months to
allow for transition to new contracting
arrangements. An Assurance Framework
has been circulated to CCG's and to local
authorities by the NHS CB with regard to
all Enhanced services – asking for their
assurance on the processes to be
undertaken.

Risk Rating

Gaps in Assurances
(Gaps in Assurance – Where are we failing to
deliver to gain evidence
that our controls/systems, on which we place
reliance are effective?)

L
1.0: Implementation of NHS Operating
Framework

► Workstream 1.1:
Preventing people from dying prematurely

►Health Check Targets - 2012/13 targets of the eligible
population: 20% offered and 12% screened

►Meeting the target will involve overspending
the budget

►Very active involvement of Public
Health staff in supporting practices,
therefore issues are brought to our
attention before they would be picked
up with quarterly monitoring reports.
This is performance managed at GM
level.

► The arrangements for what has previously
been commissioned from primary care are
no longer in the hands of the local Public
Health staff.

► Workstream 1.2:
Enhancing quality of life for people with long term
conditions

Asthma

COPD

Hypertension

Heart Failure

Angina

diabetes

Dementia

► Workstream 1.3:
Treating and caring for people in a safe environment
and protecting them from
avoidable harm

►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 of 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 inequalities by seeing an increase in
patients being cared for who were previously not on any
register.
►Asthma and COPD - the work Healthfirst have been
undertaking on the "Breathlessness pathway" has helped
confirm diagnoses between these 2 conditions which
appear the same, so prevalence data will be more
accurate than it was.
►Hypertension - the Find & Treat (NHS Health Check)
programme continues to identify new patients with
hypertension, numbers reported quarterly.
►Heart Failure and Angina prevalence recorded by
practices. There are no specific health outcomes
measured.
►Diabetes - benchmarking data comparing Wigan to
other NW districts is provided by AQuA.
►Dementia - there are 7 CQUINs measuring aspects of
dementia care, identification, quality plans, staff training,
referrals to Memory Assessment services and antipsychotic prescribing.
►Epilepsy - the prevalence is recorded by practices.
There are no specific health outcomes measured.
►All RTT Targets
►A&E
►Implement 111
►Continuing Health Care
►Pressure ulcers
►Falls in Care
►Urinary infection (in patients with a catheter)
►VTE
►CQUIN

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

►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 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 .

► Whilst the structure is in place for control,
greater GP involvement would ensure that
the direction of travel is acceptable to
primary care.
► some concern regarding the development
of the integrated teams and the workload
within the current workforce. Further
workforce planning is being undertaken.

► Live monitoring tool for 18 weeks RTT.
► Weekly operational meetings with the
Trust.
► Weekly reporting GM teleconferences.
► Commissioner evaluation and redesign of
T&O pathway.
► Commissioner command and control
actions and system management for
urgent care system.
► Daily A&E performance update.
► CQR/Contract Meeting

►None

Lead

Owner(s))

Position Summary Statement
(Further Actions)

Kate Ardern

Julie
Hotchkiss

Transition to the new Public Health structures is
gradually becoming clearer, as key appointments
are made and funding announced.

LxI

► The longer-term arrangements for securing
Enhanced services – a national issue.
► The arrangements for what has previously
been commissioned from primary care are
no longer in the hands of the local Public
Health staff.

► We used a health and equality impact
framework to enable a rapid assessment of
the Public Health contracts which are
transferring to the local authority, to
inform the process of consolidation of
contracts, and making savings does not
adversely effect specific population groups
who have poor health experience.

► Working to the National QIPP LTC
Commissioning Development
Programme
► Clear programme structure with
escalation routes through the subgroup project leads to core Group and
into the senior representation on the
LTC steering group
► Minutes of meeting and actions form
each meeting taken forward all feeding
the agenda for the steering group.
► Objectives are set and milestones are
monitored. Highlight reports sent 6
weekly to the steering group.
► Board report each month to CCG Board
► Planning exercises with the newly
formed Integrated teams taking place:
Small pilot being run in 5 practices to
assure process and procedures are
robust
►Financial modelling assumptions now
developed

I

RAG
Status

3

3

9

Tim Dalton

► Failure to engage with 5 Boroughs despite
escalation to the steering group
► Greater engagement with GPs needed,
communications plan and engagement plan
not yet complete
► Currently working on performance and
quality modelling.
► Greater engagement with patients and
public needed.

Sally Forshaw/ The programme is moving forward well and
Deirdre
patients are being identified for case
O'Brien
management.
The frontline staff are engaged and enthusiastic.
All GP’s are signed up to using the Combined
Predictive Model (CPM) risk stratification model
in full.
As an alternative to the original Blackpool CPM
an in house risk stratification tool has now been
developed and is working well. Further
development planned to link with other work
streams for greater efficiency
The integrated team sub-group issues are now
resolved and a regular meeting is held each week

2

3

6

Shared decision making and self care:
► Failure of clinical adoption for the new
approach around shared decision
making/ self care.
► Achieving agreement and uniformity 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.

►Trust failure to manage demand.
►Lack of capacity in acute.
►Lack of commissioner support to performance
manage all providers in the pathway/system

► Commissioner access and challenge to live
monitoring tool.
► Minutes of performance meetings.
► Commissioner letters.
► Tactical control teleconferences
► Reporting to Clinical Governance
Committee
► Winter resilience plan has been agreed by
all partner organisations;
► Choose Well public and primary care media
campaign has been launched to assist in
redirecting care away from acute services
where appropriate
► Additional resource for enhanced GP OOH,
medical ward round and A&E medical
cover during
the Christmas period
►Christmas Resilience Plan developed and
signed off by the Urgent Care Board

►None

Trish
Anderson

4

3

12

Kim
Godsman

The system has developed the Easter Resilience
Plan and resilience measures such as Choose
Well and additional step down beds.
NHS 111 implementation has also been delayed
and will be implemented again after the holiday
period.

► Workstream 1.4:
Safeguarding

Delivery of National KPI's

Transition to the New NHS System

► Workstream 1.5:
Performance Management Outcome

►Safeguarding KPI's in contract
►Training compliance
►SUI's/StEIS

►Performance measures on green

► Workstream 1.6:
CCG Authorisation

►1st April 2013

► Workstream 1.7:
Public Health Transition

►1st April 2013. The project plan has milestones and
highlighting reporting is undertaken at each
Transition Board meeting.

► Workstream 1.8:
Primary Care Transition

►1st April 2013 to Local Area Team

►Changing organisation
►Clarity regarding future roles
►Possible fragmentation
►QIPP pressures may affect quality.

►A & E
►RTT

►Handover time March/April 2013

►The location of the Infection Control function
and staff still not decided.
►Considerable concern about adequacy of
arrangements for oversight of health
protection functions.

►Plan in place, GM managed

►Safeguarding Board
►NHS North role
►Clinical Governance reporting

► None in children's
► Adults - appointments made not in post
► Quality Assurance Framework in
development.
► No measures in compliance
► Awaiting Health and Social Care Bill stance
on statutory nature of adult safeguarding.

► Live monitoring tool for 18 weeks RTT.
► Weekly operational meetings with the
Trust.
► Weekly reporting GM teleconferences.
► Commissioner evaluation and redesign of
T&O pathway.
► Commissioner command and control
actions and system management for
urgent care system.

► Access to live Trust PTL.
► T&O backlog clearance delivery
assurance

►Authorisation plan + lead

►None

►A Public Health Transition Board is in place
chaired by local authority director.
►A project plan is in place with 5
workstreams in progress.

►Plan, meeting reports/Executive to
Executive

►None

► Reporting from GM.
► Staff retained until the 31st March prior to
transfer to Local Area Team on 1st April
2013.

► QA in Adult review policy & procedures to
ensure systemic processes and
procedures in place
► Improve audit and review
► NHS contract with Operating Framework
targets / outcomes specified and
monitored monthly with providers;
► Penalties applied where required.
► Clinical Quality Review Groups established
in all main NHS providers where
safeguarding is discussed and monitored.
► Policy requirements included in contracts.
► CQUINs developed by GM for
safeguarding have been included in
contracts.
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► Commissioner access and challenge to live
monitoring tool.
► Commissioner dialogue with acute trust at
weekly operational meetings.
► Minutes of performance meetings.
► Commissioner letters.
► Performance targets applied in contracts
and penalties invoked for non delivery;
► Action plans contractually required for non
achievement of targets;
► Winter resilience plan agreed, which will aid
delivery of the A&E and RTT targets
►Presentation by WWLFT to the Finance and
Performance Sub Committee on T&O RTT
performance in October and turnaround
plan with assurances that the target will
be delivered by 31st March 2013

► Performance against the RTT for Trauma
and Orthopaedics is below target. Action
plan received and is being monitored
weekly by commissioners and monthly by
the Finance and Performance Committee.

z

► None

► The PH Transition Group, co-chaired by
Stuart Cowley & Kate Ardern continues to
meet on a weekly basis to ensure required
elements of the transition process are
actioned.
► The Staff Transfer Assurance Document
has been signed off by the transferring
and receiver organisation
► The list of Public Health contracts that will
transfer to Wigan Council on 1st April
has been completed
► Wigan Council has informally shared a
proposed structure for integrated delivery
of the Public Health function with staff who
will be transferring
► All Public Health staff have now vacated
66a Standishgate and are located in
Council buildings (majority in WLC South
and 2 in Town hall)

► Memorandum of understanding is in
draft form and requires formal agreement
and sign off by Wigan Council and CCG

► Regular meetings and information sharing.
Greater Manchester management of
primary care in the interim.
► Primary Care staff led by local service
manager who is line managed by Greater
Manchester, but locally based.
► Staff now informed of destination.
►Structure finalised for Primary Care.

► Reporting from GM/GM Manager.
► Loss of staff in interim.

3

12

1

1

1

3

►1st April 2013

►Plan in place, GM managed

►Plan, meeting reports/Executive to
Executive

► Reviewing Business Continuity and
Disaster Recovery plans for both Primary
Care and Corporate /Business intelligence
systems
► Data transfer planning as part of
closedown.

► Regular meetings and information sharing.
Greater Manchester management of
transition of roles to CSU.
► Limited local staff are affected by this
transition.
►Functional reliance on the new services in
CSU are limited as WBCCG are only
procuring a small amount of services from
CSU as believe this to be high.
► High risk identified around IMT and
information (data and paper)
► Business continuity and disaster recovery
plans to be reviewed.

► HR processes are communicated regularly .
► Limited staff in Wigan are affected.
► For Wigan high risk is IMT – seeking both
CCG and CSU assurance.
► High risk identified around information
transfer both paper and data – part of
closedown planning.
► Some risk around late starters due to start
1st Aril 2013 and gaps in delivery of roles.

2

3

2

2

Sue Elliott

Safeguarding processes for adults in draft. Adult
post not appointed to, therefore, level remains a
gap and to be re-advertised.
Compliance monitored through contracting
meetings and non compliance challenged.
Governance structure in place.
Draft CQUIN for 2013/14.

Trish
Anderson

Kim
Godsman

A paper has been discussed between the
WWLFT and CCG executives, which explains the
risks surrounding the T&O target achievement
date of April. Based on the past weeks
performance, the service is on trajectory to clear
the backlog as per the plan.

Trish
Anderson

John
Marshall

Authorisation Granted 6th March 2013

Kate Ardern

Jane
Pilkington/
Claire
Roberts/
Julie
Hotchkiss

Wigan Council is exploring the potential
for Honorary Contracts with WB CCG to cover
aspects of population healthcare
and health protection work

Greater
Manchester
PCT

Trish
Anderson/
Julie
Southworth

Staff now allocated a destination.
Primary Care Managed from GM.
Senior Managers in designate roles in new NHS
GM Local Area Team (LAT) structure.
PCT closedown plan for assets, staff and
information in place.
All Primary care remaining will be relocated to
Manchester/GM team for 1st April.

Greater
Manchester
PCT

Trish
Anderson/
Julie
Southworth

Progress during transition is Monitored regularly
and reported through the committee structure.
Discussions between CCG and CSU regarding
mobilisation are held regularly – now complete.
BCP and DRP reviewed for 31st March 2013.

12

4

2

► Workstream 1.9:
CSS Transition

4

Trish
Anderson

Agreement required on PH functions to be
delivered as part of MOU between CCG and
Wigan Council

9

4

4

NHS Wigan Borough Clinical Commissioning Group (WBCCG)
BOARD ASSURANCE FRAMEWORK 2012 - 2013
Reporting Period: Quarter 4 - 1 January 2013 to 31 March 2013

OBJECTIVE 2: Development of an Effective and Efficient Clinical Commissioning Group (CCG)

Priorities
(Describe the main aims and goals - maximum 5)

Governing Body Lead: Trish Anderson Committee: Corporate Governance

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?)

Positive Assurances
(Positive assurance that will mitigate risk/s
e.g. Internal ? External Audit)

Gaps in Assurances
(Gaps in Assurance – Where are we failing to
deliver to gain evidence
that our controls/systems, on which we place
reliance are effective?)

L

2.1: Successful Authorisation as a CCG

2.2: Redesign of Primary Care Services

2.3: Clinically Led Commissioning

►CCG Authorisation Plan in line with guidance
►Document Production
►Board Development

►CCG Authorisation Plan RAG rating Green.
►Documents completed

►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

►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

►Documents not correct standard.
►Preparation for panel day not completed

►Appointment of staff
►Loss of PC expertise to Local Area Team

►Lack of engagement
►Lack of appropriate experience
►Pressures on Primary Care provision
►Lack of appointments to clinical structure

►Plan monitored and adjusted
►QA sessions to be arranged
►Governing Body preparation

►None identified

►Structure with PC Staff identified
►Plans established

► All staff have a destination, some include
redundancy.
► Departments have identified gaps and are
mitigating the risks locally.

►Engagement plan
►Clinical structures agreed

►Appointment to clinical leadership roles

►Governing Body reporting
►Executive Reporting
► Authorisation application submitted on time.
► Authorisation granted

►None

► Structure filled, recruitment nearly complete,
some gaps remain.
► A few roles to be recruited into – new starters
may not start in April 2013.
► Some PC staff transferring to GM area team.

► Transition, matching and pooling process is
complete.
► Testing of receiver organisations, some
pressures of double running in early
handover period to ensure continuity.

I

Lead

1

Owner(s)

Position Summary Statement
(Further Actions)

LxI

Trish
Anderson
1

► Job descriptions for clinical leadership
► Full articulation of Clinical Leadership model
within “Organisation and Design Document” ► Employment arrangements need to be
established
which also includes Organisational Structure.
► Ensuring appropriate capacity and
► New Clinical Director and Clinical Champion
capability of staff
posts identified and Job descriptions under
development.
► Roles will be recruited to prior to April 1st
2013.
► Evidence of Clinical leadership submitted as a
part of Authorisation Application.
► Clinical director posts advertised and awaiting
interviews

RAG
Status

Risk Rating

John Marshall Authorisation granted without conditions March
6th 2013

1

Trish
Anderson

Julie
Southworth

Need to provide resilience in structure as
functions are transferred .
Need to remain flexible.

3

2

3

2

9

Trish
Anderson

John
Marshall

Trish
Anderson

Julie
Southworth

Awaiting recruitment of Clinical Directors.
All issues related to this domain were rated green
within the authorisation process.
Awaiting Interview of Clinical Directors

4

Reporting through govern

2.4: Compliance with duties and
responsibilities

►Workstream 2.4.1:
Governance Framework

►Workstream 2.4.2:
Quality Strategy

►Committees reporting to Board
►Governance Framework
►Constitution
►Terms of Reference for Committees
►Corporate Governance Committee established to
provide assurance re corporate responsibilities

►Quality/reporting to Board
►Improved performance of providers
►Implementation of quality initiatives

►Adhoc non-compliance
►Lack of ownership
►Lack of organisational coherence

►Lack of engagement
►Reduced reporting

►Governance Framework
►Constitution agreed
►Board Assurance Framework established
►Terms of Reference agreed for Committees.

► Capturing all risks., full monitoring at
Corporate Governance Committee.
► Need for Governance support locally.
► Function and roles to be filled to ensure good,
consistent corporate governance.
► Lack of ownership throughout the
organisation.
► Regular reporting to Governing Body and
committees.
►New objectives to be developed before March
2013.

► Reporting of quality agenda from all service
►Clinical Quality Review meetings with
providers is currently not fully functioning.
providers.
► Capacity not available currently.
►Reporting through contract meetings
► Need to ensure the Governing Body is assured
►Reporting through Clinical Governance
and when not, that appropriate actions
Committee to provide assurance to the Board.
planned/in place.
►Need for Governance support

► Corporate Governance Committee Terms of
Reference and regular meetings.
► External Audit/internal Audit.
► Board Assurance Framework Greater
Manchester – regular reporting.
► Local WBCCG Board Assurance Framework
and risk register.
► MIAA report on further development
produced.
► Post of Assistant Director of Governance to
be advertised.
►Authorisation NO REDS.

► Corporate Governance Committee Terms of
Reference and regular meetings.
► External Audit/internal Audit.
► Board Assurance Framework Greater
Manchester.
► Local WBCCG Board Assurance Framework
and risk register implemented.
► MIAA report on further development
produced.
► Central theme of the CCG’s Constitution.

► Strategy for Quality 2012 – 2015 Approved
► CCG Integrated Risk Management Strategy
and Policy.
► Central theme of the CCG’s Constitution.
► Clear Board leadership appointments made.
► Provider Clinical Quality Review Bi-monthly
meetings.

► Co-ordination of reporting through the
contracting function, performance and
quality functions for leadership team,
executives, committees and Board.
► Action plan to be developed.

2

3

No REDS as part of CCG authorisation.
Still some preparation required for April 2013.
Posts need filling to ensure continuity and
sustainability.

6

Julie
Southworth

Lynn Mitchell The level of progress made in respect of the
development, implementation and monitoring of
the Quality and Safety agendas has been
positively reflected with the recent successful
CCG Authorisation Visit , in particular the
Strategy for Quality was highly commended.
The Quality and Safety Delivery Plan 2013 -2014
has been received and approved by the Clinical
Governance Committee (at March 2013). The
implementation of the Plan will be monitored by
the Committee.
The reporting system is reflected within the
Governance Framework which has been updated
at March 2013 and will be included on both the
Clinical and Corporate Governance Committee
agendas at April 2013.

2

3

6

Clinical Leadership - Appointments to the
Governing Body are now completed
Appointments Quality and safety Team have
been actioned with the exception of the Head of
Provider Quality post. Interviews have taken
place but the post was not appointed to. The post
will be re-advertised as soon as practicable.
The Acute and Community Healthcare Provider
Clinical Quality Review handover meetings took
place during March 2013. This area of
responsibility
will now transfer from Public Health to WBCCG
Quality and Safety Team as of 1 April 2013.
On final review all the above actions have now
been completed with the exception of the
appointment of the Head of Provider Quality
which will be actioned as soon as practicable.

NHS Wigan Borough Clinical Commissioning Group (WBCCG)
BOARD ASSURANCE FRAMEWORK 2012 - 2013
Reporting Period: Quarter 4 - 1 January 2013 to 31 March 2013

OBJECTIVE 3: Development of a Commissioning System that Embeds the NHS Constitution and the Principle of "No Decision about Me Without Me" Governing Body Lead: Julie Southworth

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?)

Committee - Clinical Governance

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?)

Positive Assurances
(Positive assurance that will mitigate risk/s
e.g. Internal ? External Audit)

Gaps in Assurances
(Gaps in Assurance – Where are we failing to
deliver to gain evidence
that our controls/systems, on which we place
reliance are effective?)

L
3.1: Effective Communication Systems

3.2: Improved Choice and Shared Decision
Making

3.3: Patient Engagement in CCG Decisions

3.4: Transparency and Accountability

►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

►Engagement Strategy and PPG Plan
►Raising 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.

►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

►Workstream 3.4.1:
Communications Plan

►Workstream 3.4.2:
Governing Body

►Workstream 3.4.3:
Updated Website

►Workstream 3.4.4:
Social Media

►Monitored against Action Plan

►Published on Website
►Review section re accountability

►Evidence of engagement in each service redesign
►Engagement in Healthwatch
►Development of Patient Forums

►Use of Social websites Twitter, Facebook etc.

►Funding permanent staff
►Establishing Annual Plan

►Lack of providers for choice
►Lack of engagement with public/patients

►Lack of cohesion
►Lack of Activity due to priority setting

►Lack of response from public

►Lack of attendance at the Governing Body focus of Governing Body.

►Maintaining updates ensuring that Website
is managed

►Maintaining updates as followers
increase

►Communications Strategy
►Regular reporting to Corporate
Governance
►Committee and Governing Body
►Managed reporting and responses to
press.

►Action Plan developed
Links to wider CCG network
►Review through Strategic Development
and Innovation Committee

►Annual Plan
►Reporting through committees

►Report through Corporate Governance
Committee
►Regular review of activity and its impact

►Report on Governing Body + Corporate
Governance.

► Up-to-date Website - regularly reviewed

►Reporting as part of Communications
►Report to Corporate Governance
Committee

► Reporting of communications activity to
Corporate Governance Committee.
► Interim Head of Communications in post.
► Communications and Engagement
Strategy developed for CCG.
► NHS Constitution embedded in the
Constitution of WBCCG.
► The performance of WBCCG against the
NHS Constitution regularly reviewed at
the Board.
► Reporting of communications activity to
WBCCG Governing Body.
► Monthly communication and engagement
implementation meeting with locality
business managers.

► Feedback on the benefit of activity needs to be
developed
► Using the GP practices Patient Participation
Groups to full effect needs to be developed.
► Reporting through the governance framework
will be developed
► Development of Healthwatch will help
provide assurance.

► Regular reporting to SDI Committee.
► Engagement events.
► Establish Early Warning Scoring which will
include patient views and feedback.
►NHS constitution report to governing body and
Corporate Governance Committee.

► Improving feedback regarding engagement
with public/patients.
► Building feedback into the business of the
organisation in a formalised way.

► Establish Annual Plan
► Agreed communications & engagement
strategy
► Detailed engagement checklist
developed to support assurance process
► Short term resource identified to
support PPG development and training/
learning opportunities across localities
► CCG involvement in the development of
Healthwatch
► Regular meetings with Local Involvement
Network (LINk) representatives
► Proposals developed for systematic and
long term approaches to embed public
engagement in the work of the CCG
► Range of engagement activity to support
specific workstreams e.g. urgent care,
QIPP, LTCs

►Ability to capture impacts of public
engagement in respect of influence on
planning and commissioning decisions

► Healthwatch is being established. The CCG
will develop an understanding of the role and
responsibilities of Healthwatch and ways to
work effectively together.
► Feedback through localities to the Governing
Body from practices on communications
activity needs to be developed.

► Reporting of communications activity to
Corporate Governance Committee and
Governing Body.
► Interim Head of Communications in post.
► Communications and Engagement
Strategy developed for CCG.
► NHS Constitution embedded in the
Constitution of WBCCG.

► Fully involving localities and practices in
communication activity.

► Organisational ownership.
► Encouraging a wider variety of patients
and public to attend.
► Monitoring attendance and targeting
different sectors of the population to
attend the Governing Body meeting.
► Monitoring the impact of communications
and engagement.

►Identify/appoint Responsible Officer
►WBCCG Constitution provides clarity
regarding the operation of the Governing
Body.
►Statutory responsibility of CCG to engage
public participation.
►Members have taken part in regular
development sessions.
►There is public notification regarding meetings
inviting residents to attend.
►Part of the awareness raising has been to
encourage public attendance at Governing
Body.

► Evidence that the messages are being
seen by the correct audience.
► Evidence of variation of attendees at the
Governing Body.
► PPG inclusion in the dissemination of
message through localities and practices.

► Management/reporting of website
implementation, amendments and
development.

► Website established and updated on a
monthly basis.
► Linked into communications activity to ensure
coherence.
► Activity included in reporting to Corporate
Governance Committee & Governing Board.

► Responsibility for maintenance is not clearly
defined, but ongoing work with CSU will
deliver clarity.

► Website established and updated on a
monthly basis.
► Linked into communications activity to ensure
coherence.
► Activity included in reporting to Corporate
Governance Committee & Governing Board.

► Responsibility for maintenance is not clearly
defined, but ongoing work with CSU will
deliver clarity.

► Healthwatch is being established. The CCG
will develop an understanding of the role and
responsibilities of Healthwatch and ways to
work effectively together.
► Feedback through localities to the Governing
Body from practices on communications
activity needs to be developed

►Strategic Development and Innovation
Committee established

►No overarching Plan for all CCG activity
► Organisational coherence
► No co-ordination of engagement activity
across the CCG
► Lack of central co-ordinating point for
patient feedback and insight
► Co-ordination of feedback to public and
patients following engagement activity

► Management/reporting of website
implementation, amendments and
development.

RAG
Status

Risk Rating

I

Risk
Sponsor

Risk
Owner(s)

Julie
Southworth

Paul Wilson

Position Summary Statement
(Further Actions)

LxI
Effective communication is being delivered and
procedures are in place to monitor progress
against Strategy.
►Communications Plan just starting for CCG.
In development for next year April 2013

2

4

3

2

3

3

3

3

4

3

4

4

2

2

6

Trish
Anderson

John Marshall As appointments are made and roles filled in

Trish
Anderson

John Marshall Actions will be picked up through the locality

establishing the CCG tasks aligned to mitigate
the risks are being undertaken.
The Early Warning system is being developed
and research into systems for capturing patient,
public and clinicians feedback is being
undertaken.
This will then provide the foundation of a robust
quality dashboard for committee and governing
body review.
No change.

16

support structure currently being recruited to.
No change.

9

Julie
Southworth

Paul Wilson

Effective communication is being delivered and
procedures are in place to monitor progress
against Strategy.

Julie
Southworth

Paul Wilson

Effective communication is being delivered and
procedures are in place to monitor progress
against Strategy.

Julie
Southworth

Paul Wilson

Further web site development by CSU is planned
from April 2013.

Julie
Southworth

Paul Wilson

Further development by CSU is planned from
April 2013

8

12

6

6

NHS Wigan Borough Clinical Commissioning Group (WBCCG)
BOARD ASSURANCE FRAMEWORK 2012 - 2013
Reporting Period: Quarter 4 - 1 January 2013 to 31 March 2013

OBJECTIVE 4: Delivery of the QIPP Requirements Across all Levels

Priorities
(Describe the main aims and goals - maximum 5)

Governing Body Lead: Mike Tate

Workstreams
(What plans; projects, initiatives do we have in place
that will ensure the delivery of the objective?)

Committee: Finance and Performance

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?)

Positive Assurances
(Positive assurance that will mitigate risk/s
e.g. Internal ? External Audit)

Gaps in Assurances
(Gaps in Assurance – Where are we failing to
deliver to gain evidence
that our controls/systems, on which we place
reliance are effective?)

L

4.1: Meet CCG QIPP Targets through full
CCG Engagement

4.2: Participation of all NHS & Non NHS
Providers

4.3: Ensure a Robust Business Process is
in Place for Managing QiPP

4.4: To Address Adverse Outcomes within
the Wider Health Economy

►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 Programme - CCG
►Achievement of financial balance across the
wider health economy
►Wigan Leaders QiPP Programme
►Engagement in workshops

►QIPP Programme - system wide, use of
business engineering process - business cases,
monitoring and review

►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.

►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.

►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

►Standard templates are used for business cases
using SMART methodology, there are then
reviewed
against a robust governance framework

►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.

► 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

►The whole health economy could fail to be in
financial balance, which would destabilise
the system.

►Business cases will not stand up to scrutiny
and may not deliver robust savings without
a clear and challenging process in place.

►Adverse KPI's on a national scale will not be
addressed
►The health economy in general may fail to
improve

►Monthly report to Board
►QIPP Leaders Forum ,
►PMO
►Internal monitoring
►Stakeholder Management Matrix

►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"

►Governance structure in place to review
business cases.
►Management accountants and locality
managers have received business case
training.

► Potential lack of engagement from Primary
Care , until appointment of clinical leads– All
schemes require clinical input.

►None noted.

►Internal Audit Review of QIPP
►Internal Review & Monitoring
► Achievement of financial balance by.
► 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.
► Stakeholder Management Matrix
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► QIPP Leaders Forum PMO in operation that
► Watching brief
covers the CCG, WWL, 5 Boroughs,
Bridgewater Community Health and Wigan
MBC. The forum is currently focusing on four
key areas of delivery that underpin all
organisations : Dementia, Falls, LTC,
Alcohol.
► In addition to the key areas of delivery the
forum shares each other QiPP schemes and
challenges so we are able to understand the
full value of the local health economy's QiPP
challenge and to ensure there is no
duplication in the system.
► Existing controls consist of:
► Monthly report to Board
► QIPP Leaders Forum
► Returns to SHA & Cluster
► PMO in operation for whole programme run by
WWL
► Various committee and steering groups for
each workstream
► Internal monitoring
► Review by Internal Audit
► Involvement from Kings Fund and Aqua as
a "critical eye“
► CCG involvement at cluster level with a GM
CCG's – sharing information and challenges.

► Standard templates are used for business
► Standard templates are used for business
► None
cases using SMART methodology, thus
cases using SMART methodology, thus
ensuring a common approach takes place so
ensuring a common approach takes place
all cases are reviewed against same criteria.
so all cases are reviewed against same
► Cases are reviewed against a robust
criteria.
governance framework. Management
► Cases are reviewed against a robust
accountants and locality managers have
governance framework. Management
received business case training. Furthermore
accountants and locality managers have
business cases are reviewed by;
received business case training.
- Internal Audit Review of QIPP
Furthermore business cases are reviewed by;
- internal Review & Monitoring Process
- Internal Audit Review of QIPP
- External Trainers/Consultants involved with QiPP - Internal Review & Monitoring Process
- Clinical review by Chair of QiPP Group
- External Trainers/Consultants involved with
- Template reviewed for 13.14 business case
QiPP
process built upon feedback from previous year - Clinical review by Chair of QiPP Group
- Use of SMART Methodology
► Template reviewed for 13.14 business
case process built upon feedback from
previous year

►QIPP Leaders Forum PMO
► None
►Development of an opportunity matrix to identify
where we are an outlier
►Use of SharePoint to promote benchmarking
material

► 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.
► Wigan QIPP programme Board and PMO
► Development of an opportunity matrix to
identify where we are an outlier
► Use of SharePoint to promote
benchmarking material
► Monitoring of opportunities to be fed into
QiPP group, which will act as a baseline
going forward.
► KPI's built into business cases

RAG
Status

Risk Rating

I

3

Lead

Owner(s)

Position Summary Statement
(Further Actions)

Mike Tate

Chris Melling

Following the outputs from the November
workshops seven working groups have been
established to develop and drive new QIPP
schemes forward. The working groups cover the
following areas;
Acute activity;
Diabetes & Podiatry;
Cancer and End of Life;
CVD;
COPD;
Pain management; and
Prescribing.
All groups are being clinically led with
representatives from all directorates required to
attend, thus ensure QIPP is an organisational
objective. The QIPP programme will be
monitored throughout the year by the programme
office, monthly QIPP monitoring meetings and
Executive reviews.

LxI

6

Mike Tate

2

3

3

Collaboration work continuing through joint QiPP
programme which is overseen by the Wigan
QIPP Programme Board ,attended by all lead
provider CEO’s and Local Authority.
LTC savings will be realised in 2013/14. Contracts
with WWL and Bridgewater will reflect the
changes.
A robust monitoring system is to be established to
ensure providers are delivering the metrics they
are tasked with

6

Mike Tate

2

Chris Melling

Significant assurance given by Internal Audit (Oct
2012), one medium level recommendation that
has been address regarding the business case
template
Business cases are currently being established fo
suggested QIPP areas, clear process of
involvement will be presented to QIPP monitoring
group along with timetable for action. Senior
management and clinical leads will review
business cases for robustness.

6

► None

Chris Melling

Mike Tate

Chris Melling/ The LA remain an active member of the Wigan
Wayne Sanders QiPP programme, further linkage is likely to be

required as identified above.

2

3
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NHS 111 Board Update
April 2013

1.0

Purpose of Report

1.1

The purpose of this report is to update Wigan Borough Clinical Commissioning
Group on the progress of the implementation of NHS 111.

2.0

Background

2.1

As updated in January 2013, the development of NHS 111 is a new national NHS
service, providing a telephone advice line for patients with urgent health problems
which require assessment but which are not so serious as to require a 999 call. The
service will be available free to callers, 24 hours a day, 7 days a week, 365 days a
year and will absorb most of the calls previously going to NHS Direct and our GP
out-of-hours services.

2.2

The NHS 111 service soft go-live in Greater Manchester was on 21st March 2013.

2.3

Prior to the soft go-live date, WB CCG completed all required tasks within the set
timescales. This included updating the Capacity Management System, Directory of
Services (CMS-DoS) with contact and clinical details for all GP practice,
pharmacies, dentists, opticians, and acute services within WBCCG. All GP
Practices within WB CCG updated their answer phone messages to direct patients
to the new NHS 111 service rather than the local out of hours service.

2.4

A Locality Clinical Assurance Group was set up which covers Wigan, Salford and
Bolton CCGs; this is a subgroup of the Greater Manchester NHS 111 Clinical
Governance Committee. The group currently meet every two weeks to review the
quality of the NHS 111 service and to share common issues.

3.0

Go-Live Issues & Responses made by WB CCG

3.1

On the day of the NHS 111 soft go-live there was a serious service failure which
resulted in very long waits for calls to be answered, patients waiting several hours
for clinical call back and high rates of abandoned calls. The problems were due to
the provider not having enough staff on the rota to manage the volume of calls.

3.2

Due to the significant risks on patient safety, out of hours services, where possible,
were asked to resume call taking within 24 hours of the service going live.

3.3

Sixty of the sixty-five GP practices in Wigan Borough managed to change their
answer machine message back to the original out of hours number. The five
remaining practices have issues with their phone system provider and were unable
to change the message at short notice.
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3.4

Out of hours services across the North West, and North West Ambulance
responded enabling the North West to provide a safe service for patients while a
review is undertake to find the best solution.

3.5

NHS 111 is currently supplying 30% of the contracted service within the North West
area. They appear able to hand this level of calls and it has been decided to keep
them at this level for the time being.

4.0

Moving Forward

4.1

North West CCG representatives met on 11th April to discuss the way forward,
taking account of the National approach and legal options. An independent
organisation has been commissioned to provide a report on what went wrong at the
NHS 111 soft go-live launch; the report should be available at the end of April.

4.2

The report will be discussed at the next North West CCG Rep meeting on 9th May
2013 and will look at what options are available both contractually and
operationally.

4.3

The Out of Hours service provider has been requested to continue to provide the
service until June 2013 dependent upon the outcome of the independent review.

4.4

The CCG need to decide what approach is needed for the future of this service as
well as a medium term strategy for ensuring a safe, high quality service for patients.
The specifics for CCG actions will be discussed in Part 2.

5.0

Request to Board

5.1

The Board has been requested to note the contents of this paper.

.
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Item 9
Chief Officer Monthly Report to Board
23 April 2013
1. National Update

111


Work has continued during the early part of this month on resolving the
difficulties experienced with the “soft launch” of NHS 111. A briefing
paper with more detail is a part of this Board’s agenda

2. Greater Manchester

3.



On Monday 8 April, Dr Raj Verma, Director- Clinical Programme Design
and Implementation from the Agency for Clinical Innovation from New
South Wales, Australia, made a visit to the Greater Manchester area to
talk with colleagues here in relation to managing urgent care pressures
across the system. Two Acute Trusts and CCGs were asked to prepare
presentations as to how their local arrangements worked having been
recognised as areas of good practice by NHS North. Wigan Borough
CCG was one of those areas and Dr Verma, accompanied by senior
directors from the Local Area Team, visited Wigan. A presentation was
given by Wrightington Wigan and Leigh NHS Trust and WBCCG about
our progress. The presentation and information was well received and
Dr Verma was impressed with the progress made which was similar to
the work of the New South Wales Health Authority.



In the first week of April the inaugural meeting of the new association of
GM CCGs took place and was attended by the Chair and CFO.

Local
Safeguarding


The Wigan Safeguarding Children’s Board met on the 15 April and the
focus was a review of the Safeguarding Board Annual Report which
outlines the work of the Safeguarding Board over the past year along
with details of the progress made and outcomes achieved. The report

is being finalised and will on completion be shared with the Clinical
Governance Committee.


Plans are in place for a Board Away Day to review ongoing priorities for
this year and also to review the operational sub structures given the
changes that have occurred across the National Health and Local
Authority system.



The Board is in the process of finalising a detailed safeguarding training
plan and brochure with targeted training for specific staff groups.

Healthwatch


The beginning of April saw the launch of the new local Healthwatch
Body. The formal lunch was attended by the Chair, the lay member for
patient engagement and myself. CCG Board members had the
opportunity to meet members of the Healthwatch Board.

Integrated Neighbourhood Teams








A key part of the CCGs QIPP programme for this year is the effective
management of LTC and moving away from inappropriate admissions
to hospital care through better more intensive management in the
community.
This has been highlighted as a significant multi agency project
overseen through the Wigan QIPP Leaders Group chaired by Dr Dalton
and the project itself led by Andrew Foster, Chief Executive Officer of
Wrightington Wigan and Leigh NHS Foundation Trust.
A key building block for the success of this programme is the
development of Integrated Neighbourhood Teams which bring together
relevant health and social care professionals to discuss the most
effective management of an individual’s care.
A half day event to bring together Clinicians, from all practices and
agencies took place on Wednesday 10 April 2013

Health and Wellbeing Board


On Wednesday 10 April 2013 the Health and Wellbeing Board Steering
Group held a facilitated session to develop a stream lined plan which
will deliver the agreed priorities. Further work is being undertaken to
firm up specific proposals for the joint plan which will lead to joint
investment opportunities. This work compliments the work being
undertaken through the Wigan QIPP Leaders programme, as it focuses
on early intervention and prevention and are provided in the most
appropriate setting.
2

Recruitment


Recruitment has continued throughout April to populate the CCGs
management support structure. Key appointments made during this
period included:
o Clinical Director Roles for Service Redesign, Medicines
Management and Quality. Once the Clinical Directors are
formally in post we will look at the support needed from Clinical
Champions as part of our clinical model of engagement.
o Locality Assistant Directors
o Locality Executive Support Officers
o PA to the Chief Officer



As a result of some internal moves and the loss of some staff to
external organisations we will be recruiting to the Finance Department
in the forthcoming weeks.

Contracting


Wigan Borough CCG achieved sign off of all its major contracts in
advance of the 31 March 2013 deadline, one of only several CCGs in
Greater Manchester to do so.

PCT Closedown








All relevant submissions for the PCT Closedown timetable have been
made.
There is an ongoing process to check and confirm the documentation
sent to the CCG as a “Receiver Organisation”. We are in the process
of checking all the detail in order to confirm our acceptance of the
responsibilities outlined as being ours.
As we achieve PCT closedown a new Department of Health Legacy
Management Team has been established.
The team will have two responsibilities:
o Anything identified in the transfer scheme moving to the DOH
o Anything de facto going to the DOH as a result of there being a
lack of clarity about future destination.
There are five workstreams running nationally and we are to receive
details of how these workstreams will operate within the next two
weeks.

3

MEETING:

WBCCG Board

DATE:

23 April 2013

Item Number: 10.1

REPORT TITLE:

Month 11 Performance Report

REPORT AUTHOR:

Mike Tate/Chris Melling

PRESENTED BY:

Mike Tate

RECOMMENDATIONS/DECISION
REQUIRED:

To note the contents of the paper.

EXECUTIVE SUMMARY
Eleven of the thirty two indicators assessed across these domains are currently performing
worse than plan. Key issues amongst these indicators are detailed within the report.

FURTHER ACTION REQUIRED:

TRACKING
Committee
/Meeting

CCG
Operations

Clinical
Governance

Corporate
Governance

Finance &
Performance

Locality
Audit
Group

Consideration
required
y/n
Date of
submission

Page 2 of 2

CCG
Strategic
Leadership

CCG Board

NHS GM
Board

Month 11 Performance Report

April 2013

S:\FINDATA\!!New Structure\Information\2012-13\Performance Reports\Reports\M11_April 2013\FINAL Report\Performance Report_M11_April 2013_FINAL.doc

Page 1

WIGAN BOROUGH CLINICAL COMMISSIONING GROUP
Performance Report
Contents
Section

Title/Measure

1

EXECUTIVE SUMMARY

2

CCG DASHBOARD & SCORECARD
2.1
2.2
2.3

3

Performance Dashboard: Indicator Domains
Performance Scorecard: All Indicators
Year-On-Year Trends: Key Indicators

Page
3

5
6
7

ANALYSIS OF INDICATORS NOT ACHIEVING TARGET
3.1
3.2
3.3
3.4
3.5
3.6
3.7
3.8
3.9
3.10
3.11
3.12
3.13
3.14
3.15
3.16
3.17
3.18
3.19
3.20
3.21
3.22

Ambulance: Category A 19 Minute Response Time
Mental Health: Early Intervention In Psychosis Services
Emergency Admissions: Chronic ACS Conditions
Emergency Admissions: Children & Young People ACS
Emergency Admissions: Acute ACS Conditions
Patient Experience: Hospital Inpatient Survey
Waiting Times: Diagnostics
Healthcare Associated Infections: MRSA
Healthcare Associated Infections: Clostridium Difficile
Public Health: Smoking Quitters
Public Health: NHS Health Checks Offered
Inpatient Admissions: Non-Elective
Referrals: GP
Referrals: Other
Outpatient Attendances: GP Referrals
Outpatient Attendances: All Referrals
Inpatient Admissions: Elective Daycase
Inpatient Admissions: Total Elective
Diagnostics: Endoscopy Based Tests
Diagnostics: Non-Endoscopy Based Tests
Health Visitors: Number Of FTEs
Choose & Book: Independent Sector Referrals

8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29

Appendix 1

THRESHOLDS FOR RAG RATINGS

30

Appendix 2

REFERRAL TO TREATMENT: ANALYSIS OF 52+ WEEK WAITS

31

Appendix 3

CANCER TREATMENT IN 62 DAYS: ADDITIONAL ANALYSIS

33

S:\FINDATA\!!New Structure\Information\2012-13\Performance Reports\Reports\M11_April 2013\FINAL Report\Performance Report_M11_April 2013_FINAL.doc

Page 2

1. EXECUTIVE SUMMARY
1.1

Key Issues: Quality Domains

1.1.1

Eleven of the thirty two indicators assessed across these domains are currently performing
worse than plan. Key issues amongst these indicators are detailed below. More detailed
analysis and owner comments for all failing indicators can be found later in the report.

1.1.2

Healthcare Associated Infections: MRSA
The full-year target of no more than 6 infections across the responsible population is now
unachievable; there have been 8 infections in the April to February period. One MRSA
infection was reported for February at WWL, which is not hospital-attributable.

1.1.3

Healthcare Associated Infections: Clostridium Difficile
The full-year target of no more than 91 infections across the responsible population is now
unachievable; there have been 114 infections in the April to February period. Following the
increased number of infections in January, February saw a reduction to 8 infections.

1.1.4

Referral To Treatment Waiting Times
All three RTT indicators are comfortably achieving the national standards for performance
covering all patients. However, behind the headline figures there remains an area of
concern relating to the Trauma & Orthopaedics (T&O) specialty, which continues to fall
below the national standards. These delays relate to patients referred to WWL who are
reporting that the backlog of T&O patients waiting beyond 18 weeks will continue into
2013/14. The number of ALW patients waiting 52+ weeks at the end of February is 1.

1.1.5

Emergency Admissions For Ambulatory Care Sensitive (ACS) Conditions
All three ACS indicators are showing admission numbers above plan for the April to
February period. However, both the chronic and acute ACS indicators were within two
admissions of plan.

1.1.5

Mental Health: Early Intervention In Psychosis Services
The year-to-date number of early interventions is eight below plan at Quarter 3. However,
provisional weekly data suggests the full year target has been achieved.

1.1.6

Diagnostic Waiting Times
Year-to-date performance remains marginally above the standard that no more 1% of
patients wait beyond 6 weeks. However, the standard has been achieved in each of the last
five months and similar in Month 12 is likely to result in achievement of the full year target.

1.1.7

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

1.2

Key Issues: Other Domains

1.2.1

Eleven of the fifteen indicators assessed across other domains are performing worse than
plan. Key issues amongst these indicators are detailed below. More detailed analysis and
owner comments for all failing indicators can be found later in the report.

1.2.2

Referrals & Outpatient Attendances
All four indicators of referral and outpatient activity are higher than plan, reflecting a yearon-year increase in referrals from GPs and other sources.
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1.2.3

Elective Inpatient Admissions
Year-to-date Daycase admissions are 6.56% above plan. However, in part, this is due to a
switch of activity from more costly Ordinary admissions, which are (12.10%) below plan. As
a result total elective admissions are 2.93% above plan.

1.2.4

Non-Elective Inpatient Admissions
Year-to-date non-elective admissions are 2.15% above plan. Admissions in February are
above plan, by 209 (7.79%), all of which is attributable to admissions at WWL.

1.2.5

Number Of Health Visitors
The number of Whole Time Equivalent (WTE) Health Visitors employed at Bridgewater
Community Healthcare reduced to 69.17 WTE in February. As a result, performance is now
7.95 WTE below the target of 77.12.

1.3

Year-On-Year Comparisons

1.3.1

To give context to the some of the performance numbers discussed in the above key issues
section, charts of year-on-year performance for selected key indicators are provided at
section 2.3 (page 7).

1.4

North Of England Performance Overview

1.4.1

NoE SHA produces a performance review of selected KPIs, which facilitates benchmarking
between PCTs. The latest release is associated as a supplementary report.

1.5

Performance Summary

1.5.1

The CCG Performance Report focuses on the Integrated Performance Measures (IPMs)
included in the 2012/13 NHS Operating Framework, published in December 2011.

1.5.2

As at Month 11, one indicator domain is assessed as Green, three are Green/Amber, five
are Amber/Red and none are Red. None show an improving trend, eight show a static trend
and two show a declining trend.

1.5.3

Across the individual indicators, twenty are assessed as Green, five are Green/Amber,
thirteen are Amber/Red and nine are Red. It is not possible to assess the remaining three
indicators, as plan data is not available for 2012/13. Twenty one show an improving trend,
two show a static trend and twenty seven show a declining trend.

S:\FINDATA\!!New Structure\Information\2012-13\Performance Reports\Reports\M11_April 2013\FINAL Report\Performance Report_M11_April 2013_FINAL.doc

Page 4

2.1 PERFORMANCE DASHBOARD: INDICATOR DOMAINS
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2.2 PERFORMANCE SCORECARD: ALL INDICATORS
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2.3 YEAR-ON-YEAR TRENDS: KEY INDICATORS
MRSA

Clostridium Difficile Infections

Referral To Treatment: Trauma & Orthopaedic Admitted Pathways

S:\FINDATA\!!New Structure\Information\2012-13\Performance Reports\Reports\M11_April 2013\FINAL Report\Performance Report_M11_April 2013_FINAL.doc

Page 7

3. ANALYSIS OF INDICATORS NOT ACHIEVING TARGET
3.1

Ambulance: Category A 19 Minute Response Time

Performance Comments
Performance across the NWAS area has fallen slightly below target, to 94.47% in February. The
year to date performance remains marginally below the standard at 94.92%.
Remedial Actions Reported By Indicator Owner
The drop in performance is linked to the increased winter pressures experienced across the whole
of the Greater Manchester system during this period. Commissioners will work with the lead
commissioner in ensuring that all contract levers are applied where applicable around this area of
NWAS performance.
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3. ANALYSIS OF INDICATORS NOT ACHIEVING TARGET
3.2

Mental Health: Early Intervention In Psychosis Services

Performance Comments
The number of early interventions during Quarter 3 is five below the target of 14, at 9. As a result,
the year-to-date position is now eight below the target of 40, at 32.
Remedial Actions Reported By Indicator Owner
The service continues to monitor a number of patients until a diagnosis can be confirmed and
hence the progression towards the trajectory is not a linear progression. The commissioners
monitor the performance weekly and at the end of quarter four 54 people had been identified with a
confirmed diagnosis.
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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 February are just above plan, by 0.96%. As
a result, the year to date variance remains above plan by 10.63%. The largest increases in
admissions are seen in the following conditions: heart failure, asthma and dementia.
Remedial Actions Reported By Indicator Owner
PbR rules now incentivise a best practice payment for reducing inpatient stays for patients with
ambulatory care sensitive conditions and moving these patients to zero length of stay. In late
November, WWL FT underwent a bed reconfiguration whereby inpatient beds were converted to
ambulatory care sensitive short stay facilities. The intention is to see short stay admissions for
these conditions increase and long stay admissions reduce. Commissioners will be analysing the
impact of the bed reconfiguration throughout March and April as the initial flex and freeze financial /
activity data is received to understand the true impact.
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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 February are above
plan, by 8; this is the first time plan has been missed since October. As a result, the year to date
variance remains above plan by 40. The largest increase in admissions relates to asthma.
Remedial Actions Reported By Indicator Owner
Commissioners note the improved performance in the last five months, but recognise the
importance of continued improvement in this area of work. Commissioner plans include:
Redesign community paediatrics, focusing on the conditions that are the cause of a number of
emergency admissions. This will be completed by 1st April 2014.
Invest in community nursing services; increased resources to nurse children in the community.
Increase the number of continuing care packages to support the most vulnerable children.
Continued work on the SEND Pathfinder with Local Authority colleagues; twelve Education,
Health and Care Plans have now been agreed to support children and their families.
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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 February are marginally above plan, by
(0.33%); a single admission. As a result, the year to date variance improved, but remains above
plan by 4.06%. By far, the largest increase in admissions relates to flu & pneumonia.
Remedial Actions Reported By Indicator Owner
PbR rules now incentivise a best practice payment for reducing inpatient stays for patients with
ambulatory care sensitive conditions and moving these patients to zero length of stay. In late
November, WWL FT underwent a bed reconfiguration whereby inpatient beds were converted to
ambulatory care sensitive short stay facilities. The intention is to see short stay admissions for
these conditions increase and long stay admissions reduce. Commissioners will be analysing the
impact of the bed reconfiguration throughout March and April as the initial flex and freeze financial /
activity data is received to understand the true impact.
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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
February performance is below the national standard of 1% for the fifth consecutive month, at
0.30%. As a result, the year to date position has improved to above plan by 1.04%. Tests for
Cystoscopy have the largest number of breaches (8).
Remedial Actions Reported By Indicator Owner
WWL has reported achievement of the target in March, and is on track to achieve the target in
April. The CCG has worked with WWL FT to understand the scale of demand for 2013/14 and
have built this impact into planning assumptions linked capacity requirements for the Cancer
Campaigns.
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3. ANALYSIS OF INDICATORS NOT ACHIEVING TARGET
3.8

Healthcare Associated Infections: MRSA

Performance Comments
One MRSA infection is reported for February; at WWL. The infection is not hospital-attributable;
that is, the patient displayed symptoms within 48 hours of admission. As a result, year to date
performance is now two infections above plan and the full year target of six cannot be achieved.
Remedial Actions Reported By Indicator Owner
Root cause analysis is on-going with all service providers. WWL have reinforced the method of
taking blood culture specimens in order to prevent further contaminated specimens.
A new system is to be introduced in April to monitor MRSA bacteraemia consisting of post infection
review panels.
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3. ANALYSIS OF INDICATORS NOT ACHIEVING TARGET
3.8

Healthcare Associated Infections: Clostridium Difficile

Performance Comments
February performance has decreased (eight infections). However, it remains above plan. The year
to date performance is thirty infections (35.71%) above plan. More than half (63) of the year-todate infections are attributed to community sources.
Remedial Actions Reported By Indicator Owner
Root cause analysis continues to identify that a number of CDIs, other than those which receive
antibiotics, have neoplastic disease, alcohol related disease or are relapses following previous
episodes of Clostridium Difficile.
Further work is planned and commenced with the CCG localities, to investigate and improve the
number of CDiff infections attributed to primary care.
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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 November (153) is 47.24%
below plan. As a result, year-to-date performance is 155 (6.52%) quitters below plan.
Remedial Actions Reported By Indicator Owner
Work is continuing with the Community Pharmacists and GP practices to speed up the collection of
data. It must be noted that the rise in the use of e-cigarettes as an alternative to quitting smoking is
affecting the number of smokers presenting to the service. This reflects the effect of e-cigarettes
regionally and nationally.

S:\FINDATA\!!New Structure\Information\2012-13\Performance Reports\Reports\M11_April 2013\FINAL Report\Performance Report_M11_April 2013_FINAL.doc

Page 17

3. ANALYSIS OF INDICATORS NOT ACHIEVING TARGET
3.10

Public Health: NHS Health Checks Offered

Performance Comments
The percentage (4.98%) of patients offered an NHS Health Check in Quarter 3 is marginally below
the plan figure of 5%. As a result, the year to date variance remains below plan (15%) at 14.28%.
Remedial Actions Reported By Indicator Owner
There are large quarterly variations in the numbers offered; in 2011/12 it ranged from 1.6% to
7.6%. This year quarterly numbers exceed the 2011/12 figures and the cumulative number of
people invited this year is much higher than last year. However, at year end this KPI may
marginally underachieve, as described below.
Invitations to attend for a screen in Wigan Borough achieve a higher uptake (69%) than the
national response rate (60%). If the annual target of 20% (21,906 people) to be offered a check
were to be met, it would generate 15,115 Health Checks. The target for Health Checks received is
12% of the eligible population, or 13,140 people to be screened. Our current trajectory for this
indicator is to achieve 13,146 Health Checks – which is on target. The PCT is currently projected to
overspend the allocated budget by approximately £73,000. If the number of people invited is
increased, this overspend will rise. However, the PCT is comfortably on trajectory to meet the full
year number receiving a check, which is the desired outcome.
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3. ANALYSIS OF INDICATORS NOT ACHIEVING TARGET
3.11

Inpatient Admissions: Non-Elective

Performance Comments
Non-elective admissions in February are above plan, by 209 (7.79%). As a result, the year to date
variance has moved further above plan, by 702 (2.15%). Admissions are 0.33% (110) higher than
the same period last year, all of which is attributable to WWL.
Remedial Actions Reported By Indicator Owner
There were extraordinary pressures experienced in urgent care during the first four months of the
year. Commissioners have been analysing through audit: 1) the decision making supporting
admissions during this period and 2) the coding of complexities. The audit was conducted in
September and reviewed June and July data. There were no concerns regarding clinical decision
making around admissions from the audit findings. There were some concerns regarding clinical
coding and this is being built into the contract negotiation.
The reduction in NEL admissions is likely to be linked to the internal bed reconfiguration at WWL
FT and moving more activity to ambulatory care short stay admissions.

S:\FINDATA\!!New Structure\Information\2012-13\Performance Reports\Reports\M11_April 2013\FINAL Report\Performance Report_M11_April 2013_FINAL.doc

Page 19

3. ANALYSIS OF INDICATORS NOT ACHIEVING TARGET
3.12

Referrals: GP

Performance Comments
Referrals from GPs in February are above plan by 546 (9.38%). As a result, year to date
performance is now above plan by 1,560 (2.34%). 45% of this variance can be attributed to the
first-time reporting of activity data by the independent provider Fairfield. The remaining variance is
wholly attributable to referrals to WWL.
Remedial Actions Reported By Indicator Owner
Commissioners will continue to monitor this area of referral activity and attempt to understand the
true impact of referrals from GPs, once the Fairfield anomaly is excluded from the comparisons
against the originally set plan established from 2012/13 activity. The CCG is working with localities
to report the referrals comparison by practice at Locality Boards and a project has commenced to
further breakdown the analysis of referrals to speciality and locality to understand where target
course of actions.
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3. ANALYSIS OF INDICATORS NOT ACHIEVING TARGET
3.13

Referrals: Other

Performance Comments
Referrals from Other (none GP) sources in February are above plan by 585 (19.57%). As a result,
year to date performance has increased to 2,114 (5.55%) above plan. WWL accounts for over 55%
of this variance, with significant increases reported at other providers; in particular Salford and
Central Manchester.
Remedial Actions Reported By Indicator Owner
Monthly audits of Consultant to consultant referrals continue. The number of referrals that are noncompliant with CCG contractually agreed policy has reduced. Commissioners are also
investigating non consultant referrals; for example, nurse and AHPs. Management of these
referrals is being built into the contract negotiation with WWL FT. Commissioners will be reviewing
the trends with other Trusts other referrals and will liaise with nominated commissioners if the trend
continues.
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3. ANALYSIS OF INDICATORS NOT ACHIEVING TARGET
3.14

Outpatient Attendances: GP Referrals

Performance Comments
Outpatient attendances following a GP referral in February are above plan by 585 (12.59%). As a
result, the year to date variance is now 2,153 (3.80%) above plan. As with the GP Referrals made
indicator, almost 35% of this variance can be attributed to the new reporting of activity data by
Fairfield. The remaining variance is wholly attributable to WWL.
Remedial Actions Reported By Indicator Owner
Commissioners are working with WWL FT to attempt to understand the actual detail surrounding
the cause for the increase. Treatment threshold management, such as Effective Use of Resource
Policy, is being closely performance managed by the team.
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3. ANALYSIS OF INDICATORS NOT ACHIEVING TARGET
3.15

Outpatient Attendances: All Referrals

Performance Comments
Outpatient attendances from all referrals in February are above plan by 860 (10.99%). As a result,
the year to date performance is now 2,984 (3.09%) above plan. As previously stated, the
introduction of new activity data from Fairfield continues to have an increased impact on
performance, along with the continuing over-performance at WWL.
Remedial Actions Reported By Indicator Owner
Commissioners are working with WWL FT to attempt to understand the actual detail surrounding
the cause for the increase. Treatment threshold management, such as Effective Use of Resource
Policy, is being closely performance managed by the team.
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3. ANALYSIS OF INDICATORS NOT ACHIEVING TARGET
3.16

Inpatient Admissions: Elective Daycase

Performance Comments
Daycase elective admissions in February are above plan by 346 (9.94%). As a result, the year to
date variance is now above plan by 2,554 (6.56%). Over half (1,487) of this over performance can
be attributed to admissions at WWL, while over 18% of the variance can be attributed to the new
reporting of activity data by Fairfield. In addition, significant increases are seen at other providers;
in particular Central Manchester, St Helens & Knowsley and Salford.
Remedial Actions Reported By Indicator Owner
The over performance is largely as a result of backlog clearance across most specialities,
especially in Trauma and Orthopaedics. As a result, the performance has resulted in improved
RTTs at aggregate level.

S:\FINDATA\!!New Structure\Information\2012-13\Performance Reports\Reports\M11_April 2013\FINAL Report\Performance Report_M11_April 2013_FINAL.doc

Page 24

3. ANALYSIS OF INDICATORS NOT ACHIEVING TARGET
3.17

Inpatient Admissions: Total Elective

Performance Comments
Total elective admissions in February are above plan by 242 (5.63%). As a result, the year to date
variance has moved further above plan by 1,417 (2.93%). Admissions at WWL account for less
than half of the above plan position, with significant increases seen at St Helens & Knowsley and
Salford. In addition, the introduction of data from Fairfield has had an impact on performance.
Remedial Actions Reported By Indicator Owner
The over performance is largely as a result of backlog clearance across most specialities,
especially in Trauma and Orthopaedics. As a result, the performance has resulted in improved
RTTs at aggregate level.
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3. ANALYSIS OF INDICATORS NOT ACHIEVING TARGET
3.18

Diagnostics: Endoscopy Based Tests

Performance Comments
The number of Endoscopy tests during February is 121 (11.45%) above plan. As a result, the year
to date variance has moved further above plan, by 423 (3.85%).
Remedial Actions Reported By Indicator Owner
The variance directly correlates with the cancer awareness campaigns that were launched in the
autumn of 2012.
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3. ANALYSIS OF INDICATORS NOT ACHIEVING TARGET
3.19

Diagnostics: Non-Endoscopy Based Tests

Performance Comments
The number of Non-Endoscopy tests during February is 712 (9.12%) above plan. As a result, the
year to date variance is now above plan by 6,500 (7.17%).
Remedial Actions Reported By Indicator Owner
The variance directly correlates with the cancer awareness campaigns that were launched in the
autumn of 2012.
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3. ANALYSIS OF INDICATORS NOT ACHIEVING TARGET
3.20

Health Visitors: Number Of FTEs

Performance Comments
The number of Whole Time Equivalent (WTE) Health Visitors employed at Bridgewater Community
Healthcare reduced to 69.17 WTE in February. As a result, performance is now 7.95 WTE below
the target of 77.12.
Remedial Actions Reported By Indicator Owner
A financial agreement to support delivery of this indicator was agreed with Bridgewater Community
Healthcare (BCH). Recruitment and retention remains an on-going challenge due to a national
shortage of Health Visitors. BCH is interviewing 23 staff for vacant posts in April; as such they
should fill all their current vacancies (although some will be students qualifying in September).
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3. ANALYSIS OF INDICATORS NOT ACHIEVING TARGET
3.21

Choose & Book: Independent Sector Referrals

Performance Comments
February performance has risen to 8.06% but is still below the national average of 9.55%. As a
result, the year to date position is slightly improved to 7.75%.
Remedial Actions Reported By Indicator Owner
Information on the promotion of services through the Any Qualified Provider (AQP) protocol is sent
to referrers as this become available, to raise awareness of services on Choose and Book. A
number of these AQP providers are from the independent sector.
Regular training sessions have been delivered to referrers give an opportunity to ensure that GPs
and practice staff are up to date with the range of services available via Choose and Book;
including those within the independent sector. These training sessions will recommence under a
new arrangement with Bridgewater Community Health Care Trust.
Choice Centre staff continue to facilitate patient choice, through the provision of choice
conversations, which are also available via Choose and Book.
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APPENDIX 1: THRESHOLDS FOR RAG RATINGS
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APPENDIX 2: REFERRAL TO TREATMENT: ANALYSIS OF 52+ WEEK WAITS
Analysis of those patients waiting beyond 18 weeks revealed that a very small proportion was
waiting in excess of 52 weeks; nationally and locally. NHS ALW has been working closely with
WWL FT and the other providers reporting these long waits. Investigations revealed most of these
to be “administrative events” rather than genuine breaches; that is, patient clocks that should have
been stopped for various reasons had continued to run.
As a result of these interventions, the number of 52+ week waiters has reduced throughout
2012/13. As at February, the number of ALW patients waiting 52+ weeks is one; a patient waiting
in the Urology speciality at WWL FT.
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APPENDIX 3: CANCER TREATMENT WITHIN 62 DAYS
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Five Boroughs Partnership NHS Foundation Trust and Wigan Council
progress towards the implementation of an action plan in response to the
independent review into the care and treatment of Mr and Mrs X
1.0

Background

1.1

An Independent Investigation into the care and treatment of Mr. and Mrs. X
was commissioned by NHS North of England (Strategic Health Authority)
pursuant to HSG (94)271. This Investigation Review Team (Team) was asked
to examine a set of circumstances associated with the death of Mr. and Mrs. X
who were found dead at their home on the 10 September 2009, both of whom
were service users with the Five Boroughs Partnership NHS Foundation Trust
(the Trust) and Wigan Council (the Council).

1.2

A coroners’ inquest found that Mrs X had died from ligature strangulation and
Mr X died from hanging. The conclusion subsequently reached was that Mr X
had unlawfully killed his wife and then went on to kill himself whilst the balance
of his mind was affected

1.3

The Team found that the Trust and the Council delivered less than effective
services where systems were chaotic and best practice standards were not
implemented.

1.4

Causality was found between the untreated mental state of the service user/the
quality of the care and treatment provided, and the subsequent actions of the
service user.

1.5

The Team found twelve contributory factors and two causal factors in relation
to the incident. A total of fourteen recommendations were identified by the
Team, five of these recommendations included a reference to Commissioner
collaboration. A programme of action has been developed and implemented by
both the Trust and the Council. The related action plan can be accessed via the
following link: http://www.northwest.nhs.uk/document_uploads/Publications

1.6

Key findings highlighted by the investigation related to the management of
clinical care and treatment. This includes diagnosis and discharge, use of the
Mental Health Act 1983 (as amended by the Mental Health Act 2007) care
planning and risk assessment, safeguarding, service user and carer
involvement, clinical governance and performance including records
management and local and national policies.

2.0

Recommendations for WBCCG – update

2.1

Recommendation 1:

2.1.1 It is recommended that the Trust and the Council develop a range of key
performance indicators to monitor access to care and treatment within the new
models of care. These key performance indicators are to be developed in
conjunction with the Commissioner of mental health services.
2.1.2 Key Performance Indicators (KPIs) within the new models of care have been
developed in conjunction with WBCCG Commissioners. Those KPIs include:
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Access times to assessment
Access times to start of treatment
People with carers assessments
Patient Satisfaction
Gatekeeping assessment
7 Day Care Programme Approach (CPA) follow up following discharge from
inpatient setting
Reducing the number of 28 day re-admissions
Discharge communication
Personalised care plans
Percentage of people in contact with service on CPA
Number of CPA reviews
Service Users Experience
Improve access and support for carers of people with dementia
Number of contacts made during extended operational hours
Inpatient Occupancy Rates
Reducing the number of medication errors attributable to the Trust
Reducing the number of controlled drugs medication errors attributable to
the Trust involving direct patient harm
Reduction n the number of in patient falls in:
(1) Older Peoples in patient setting
(2) Adult in patient setting
Reduction in the number of SUIs

2.1.3 These KPIs amongst others are monitored on a monthly basis through the
WBCCG Commissioner Contract Performance meeting with the Trust.
2.2

Recommendation 7:

2.2.1 The Trust and the Council should develop in conjunction with its
Commissioners a robust performance management tool to ensure that the new
care pathways are effective and are implemented as currently planned.
2.2.2 Alongside the above performance management of the KPIs, WBCCG has put
in place a performance management framework, which is led by
Commissioners. During 2013/14, there are planned service reviews to be
completed by December 2013 and a programme of deep dive reviews to
provide additional assurance.
2.2.3 WBCCG also has user and carer membership of the Mental Health Strategy
Implementation Group and their associated sub groups. It is in these forums
that their issues are discussed and actions agreed. This aids to inform the
implementation of the new pathways
2.3

Recommendation 8:

2.3.1 The Trust and the Council should develop a framework of assurance that will
measure policy to practice. This framework must be developed with local
Commissioners.
2.3.2 Included in the contract between the CCG and the Trust is a requirement to
adhere to the NW safeguarding audit tool and policy. The compliance will be
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monitored through the Safeguarding Leads and also reported to
Commissioners through the Clinical Quality Review (CQR) Group. Any issues
raised from the CQR is then escalated to the Contract Monitoring Group (CMG)
who would then report to the Board via the Finance and Performance Sub
Committee (F&P).
2.3.3 The Trust has developed processes to monitor the uptake of mandatory
safeguarding training alongside a programme of internal quality inspections
with their inpatient units focusing on safeguarding. The results of these
inspections are also reported to Commissioners through the quarterly CQR
Group meeting with the Trust.
2.3.4 WBCCG Quality and Commissioned Services Leads attend the Clinical Quality
Review (CQR) Group and report on assurance to the WBCCG Clinical
Governance Committee.
2.4

Recommendation 13:

2.4.1 The Trust and the Council should develop a cycle of audit that tests policy to
practice for all policies and procedures linked to the delivery of care planning
and treatment. These audits must: be developed in conjunction with
Commissioners.
2.4.2 The cycle of audits are developed through engagement with Commissioners
and service user and carer involvement and form part of the Quality
programme that is reflected in the Trust ‘Quality Accounts’ which are published
annually alongside the reporting through the CQR.
2.4.3 The Commissioner provides a statement for inclusion in the Quality Accounts
and the reports are received by the WBCCG Clinical Governance Committee.
2.4.4 The methodology for the programme of deep dive reviews includes testing the
application of the policies and national requirements such as NICE. The results
of the deep dive reviews will be presented to the CMG who would then report
to the F&P of any issues.
2.5

Recommendation 14:

2.5.1 The Trust has accomplished a significant amount of work in relation to clinical
governance processes. The Trust should audit progress against the new
systems within six months of the publication of this report. This audit should be
framed in conjunction with Commissioners and should provide assurance in the
public interest that implementation stages have been successfully embedded
within the Trust. This recommendation is set to be completed by September
2013.
2.5.2 WBCCG Quality and Safety Leads will engage the Trust regarding the clinical
governance and assurance processes. The forum for this engagement will be
the CQR Group meeting with the Trust. Oversight on progress against this will
be monitored by the WBCCG Clinical Governance Committee.
3.0

Progress against the Joint Action Plan
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3.1

A joint action plan was developed between the Trust and the Council this
summary sets out the progress achieved in implementing the action plan. The
Trust and the Council have achieved actions in the following areas:

3.2

Diagnosis

3.2.1 The Trust has introduced a new and robust model of care across all its Adults
Services and the Later Life and Memory Services (LLAMs) in Wigan. The new
models of care have enabled the service improvement and have focussed on
improving access to assessment, diagnosis and evidence-based treatment. All
individuals referred into the service have a face-to-face assessment to ensure
timely assessment and interventions where required. This is reported through
the Commissioner contract monitoring meetings.
3.2.2 Service users are now subject to only one comprehensive assessment which
includes consultation, liaison, diagnosis and managing the interface between
specialist and primary mental health care through dedicated teams. The core
assessment consists of both clinical interview and a range of standardised
evidence based clinical assessment measures.
3.2.3 Included in the service specifications of the two new model of care are KPIs
which are monitored via the Contract Performance Monitoring Group (CPMG).
The Commissioners will be able to assess the impact of the implementation
based on the results reported.
3.3

Mental Health Act 2007

3.3.1 The Wigan Council Central Duty Team is the initial point of contact for all new
enquiries and requests relating to social care assessments, including matters
relating to vulnerable adults, safeguarding and assessments under the Mental
Health Act 2007.
3.3.2 The Central Duty team works closely and in co-operation with the Trust’s
Wigan & Leigh Mental Health Assessment team and Later Life and Memory
Service and Wigan and Leigh Housing. A referral process for social care
assessments has been agreed between the Central Duty team and the Later
Life and Memory Service, in order to avoid any delay in a person (and his/her
carer) having an assessment of need.
3.3.3 A Mental Capacity Act (MCA) Coordinator was appointed by the Council three
years ago to oversee the development of awareness, specialist training and
implementation of the MCA across social care, NHS Trusts, hospitals and
registered homes within the Borough of Wigan. A range of staff are now very
skilled in undertaking MCA assessments, Best Interests Assessments and use
and knowledge of the Judicial system in supporting people identified as being
vulnerable.
3.4

Safeguarding

3.4.1 There has also been significant investment and improvement in the
Safeguarding Adults provision. The Trust has been running a programme of
internal inspections across all in-patient wards to look at compliance with policy
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to practice with specific emphasis on safeguarding. Safeguarding Adults
training is mandatory and is monitored at the Trust Board. Bespoke training
packages have been developed and e-learning is supplemented by targeted
face to face sessions.
3.4.2 The Council continues to build upon its safeguarding process’s and an
independent chair has been appointed to Chair the Adult safeguarding board.
Good practice from experience of children’s safeguarding is also being
developed and includes the implementation of serious case reviews. A joint
action plan to standardise and formalise partnership arrangements between the
Trust and the Council is being implemented
3.5

Referral, planning and discharge

3.5.1 The introduction of the new care pathways in Adults Services and Later Life
and Memory Services is designed to ensure that all services users are signposted within one assessment team. As noted in Paragraph 2.1.2, a range of
key performance indicators have been developed by the Trust, Wigan Council
and Commissioners to ensure timely referrals through the Acute Care Pathway.
As noted in Paragraph 2.1.3, these are subject to monitoring by the
Commissioners in terms of achievement. The average wait time from receipt of
referral to first contact for the period December 2012-February 2013 is 7.03
days.
3.5.2 The new care pathways introduced by the Trust ensure effective and safe risk
assessment and management in line with Trust Policy and National Guidance
on CPA within multidisciplinary teams. This provides an advanced assessment
along with appropriate evidence-based interventions and specialist consultation
3.5.3 CPA Policy requires Care co-ordinators to have discussions with the service
user to negotiate the best option for treatment and care. The outcome of these
discussions formulates the care plan. Care co-ordinators are expected to invite
service users to sign the care plan and to provide them (and carers as where
required) with a copy of their care plan. Care co-ordinators are also required to
involve service users (and carers where required) in subsequent reviews of the
care plan.
3.5.4 The Trust now provides a pharmacy advisor who provides help and support to
GP’s. Prescription cards are reviewed regularly as is antipsychotic prescribing
in both inpatient and community settings.
Medication reconciliation is
undertaken on admission and a proactive review of all medication is
undertaken following admission during a multidisciplinary review. During 201213 96% of reconciliations have been undertaken within the timescale. The
advisors are also available in the community and attend clinical reviews where
required and are available for clinical advice for practitioners and medical staff.
Pharmacists also attend service user and carer forums and carry out
workshops on the wards.
3.5.5 To support the new models of care a training programme has been
implemented. This has included modules on Assessment and Care Planning,
Use of Assessment Tools, Brief Solution Focused Therapy, Motivational
Interviewing, Medication Management, and Introduction to CBT. To improve
the quality and importance of risk assessment the Trust has also included
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modules on Crisis Management and Prevention, Skills Training on Risk
Management (STORM: Self injury prevention) and Risk Management and
HCR20 Risk Assessment
3.5.6 WBCCG has agreed KPIs with The Trust as specified in Paragraph 2.1.2.
These KPIs in particular, access time to first contacts, CPA follow-ups, CPA
Reviews and discharge communications will enable the Commissioners to be
able to monitor the effects of the new care pathways for referrals, planning and
discharge. Consequences have been set in the contract for any breaches of
these KPIs
3.6

Governance, Quality, Safety and Performance

3.6.1 All grades of staff are subject to an annual performance development review
(including managers), which identifies skills and area for development for the
year ahead.
3.6.2 To reduce the risk that can be created when Care co-ordinators change the
Trust has increased its efforts to maintain the same Care coordinators
wherever possible. If, due to operational or staffing reasons, Care co-ordinators
do change, a robust handover process takes place during which transitional
risks are fully communicated. All service users receive a review post discharge
in line with the national seven-day target
3.6.3 The Trust has reviewed and implemented a new Management Supervision
process that ensures compliance with our internal CPA Policy and National
Guidance. Management supervision now includes case note review that
involves checking the quality of the care plan and risk assessment for cases
open to the practitioner. Care plans are also subject to multi-disciplinary
scrutiny. The Trust has a programme of audits in place to monitor clinical
practice in relation to CPA and NICE guidance. These audits are reported
through to Trust Board via a Quality tracker tool and for assurance purposes
through to Commissioners at the Trust CQR meetings.
3.6.4 The Trust has in place a schedule of record keeping audits across its services
with this element also forming part of management supervision. Similar checks
are also in place and scheduled for service users.
3.6.5 The Trust has been running a programme of internal quality inspections for
almost a year across all in-patient wards to look at compliance with policy to
practice. This programme is currently being reviewed to include community
services. Operational policies have been strengthened for integrated teams to
provide clarity about supervision arrangements. Joint policies with adult social
care are being developed.
3.6.6 To ensure safety of people in the reporting of poor practice the Code of
Conduct for Employees now includes a paragraph confirming that all staff have
responsibility to report any concerns in relation to a service user or patient to a
qualified clinical member of staff. The Trust’s disciplinary and whistle blowing
policies and procedures have been reviewed and clearly articulate how staff
are supported through the process.
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3.6.7 Operational policies have been strengthened for integrated teams to provide
clarity about supervision arrangements, CPA and risk assessment. The
development of joint policies with adult social care has also been undertaken.
Clarity has been provided for all operational staff regarding which policies to
adhere to and how to raise concerns.
3.6.8 The Trust and the Council have strengthened their lines of accountability and
responsibilities for their own staffs practice. This has provided clarity to
professionals in ensuring adherence to their respective policies and
procedures; whilst recognising the positives of Wigan Council social care and
Trust teams
3.6.9 Any serious case reviews that are completed are discussed with the
Commissioner at a Patient Safety Panel (PSP) which also includes a patient
representative. This Panel also reviews the completion of recommendations
from previous reviews and holds a responsible person to account. WBCCG is
represented at the PSP meetings by the Commissioner for Mental Health
Services. Going forward a Quality and Safety Lead will also attend the PSP;
this will provide an additional level and focus in regards to the WBCCG
assurance process.
3.7

Carers

3.7.1 As part of the care pathway in Later Life and Memory Service carers will have
access to a variety of psychosocial interventions including education on
dementia (individual or group based); access to peer support groups; support
via the telephone or the internet; supportive counselling; psychotherapy; rapid
support in crisis; and faith based spiritual assistance.
3.7.2 The CPA policy assessment process includes the need for identifying and
undertaking carers assessment and providing carers support plans where
required. This is subject to review during the CPA review process. The Trust
monitors the completion of this. An average of 73% of carers in Later Life
services and 80% in adult services have received a carers assessment during
the present year.
3.7.3 There is now regular attendance from both the Trust and the Council at the
Carers in Mental Health Support Group. Attendees are at a Senior
Management level and discuss any concerns that the group may have about
service delivery.
4.0

Conclusion

4.1

This paper shows that WBCCG has made a good start in addressing the issues
set out above. Further work is clearly needed within WBCCG in order to
ensure full implementation of the five recommendations as set out.

4.2

WBCCG must also gain assurance that the Trust and Council are implementing
all the other recommendations contained in the report.

4.3

In order to give the Governing Body assurance that all recommendations are
implemented it is proposed that a monthly report is taken to the Clinical

Page 9 of 10

Governance Committee of WBCCG from May 2013 setting out clearly how far
the implementation of recommendations has been achieved.

Peter Harrison
Head of Commissioning-Mental Health and Non Acute Contracts
NHS Wigan Borough Clinical Commissioning Group
17 April 2013
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PURPOSE OF PAPER:

The Healthier Together programme is part of a wider review of Health and Social care in Greater
Manchester aimed at saving and improving thousands of lives every year. Our Vision is “For Greater
Manchester to have the best health and care in the country”.
This paper will:


Recap the goals and objectives of the programme which will result in a recommendation on the
future shape of health and social care services in Greater Manchester. This will lead to a public
consultation exercise on the proposals which will be undertaken collectively, on behalf of the wider
system, by local Clinical Commissioning Groups;



Provide an overview of the process required to complete the programme and undertake a
successful public consultation exercise, highlighting the progress made against key milestones;



Summarise new governance arrangements that are being put into place to reflect the
implementation of new NHS commissioning arrangements from 1st April 2013;



Highlight the need to deliver at scale and pace the enhancement of ‘integrated care’ and ‘out of
hospital’ services, self-care and improved primary, community and social care services across the
Greater Manchester wider system, as part of a fundamental shift in the way existing services are
commissioned and how people access services;



Provide a summary of the work undertaken to date on proposed future hospital based models of
care – led by clinicians and informed by the public as part of a pre-consultation exercise – which
respond to the previously agreed clinical cases for change and which have been developed to
support a viable, safe and sustainable health and social care system;



This work includes an outline of the potential ‘types’ of hospital that could support these models of
care, providing an illustration of the building blocks for the future development of options for future
hospital configuration;



Outline the financial case in support of system-wide service reconfiguration as the only way to
achieve a safe and sustainable way of delivering health and care services in Greater Manchester;
and



Recommend a set of ‘next steps’ that support the process required to deliver a future successful
consultation on how services could be delivered to improve care and that builds on the
momentum created in our communities for change.

Board is asked to:


recognise that Healthier Together is a major legacy for the Board of NHS Greater Manchester;



approve the document and commend it to CCGs;



recommend that the work from April 2013 continues in the same vein, namely with clear robust
governance arrangements, detailed involvement of clinicians and open & transparent engagement
with the public;



recommend that commissioners formally share the outline clinical model with providers for their
response; and



anticipate that public consultation will be required for any proposal that will come forward as a
result of the work later in 2013.

2
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Executive Summary
Background
The Healthier Together programme is one element of a wider public service system reform agenda seeking
to improve outcomes for all Greater Manchester residents. It aims to save and improve thousands of lives
each year.
It is set in the context of Health and Care service reform across Greater Manchester and a shared ambition
of delivering better outcomes for Greater Manchester residents and patients at a lower cost; for people to
remain independent and in control of their lives; and for better quality outcomes (survival and recovery
rates) from hospital services.
Greater Manchester is constantly evolving with growing and vibrant communities, and on average local
people are living longer than ever before. This is good news, but it puts severe pressure on our health
system, much of which was designed for the needs of the last century.
There is a common understanding across the health and social care system that we need new service
models to keep people who do not need hospital services closer to their own homes and communities. At
the same time we know for those people who do need hospital services, care is variable. Not all of our
hospitals meet best practice standards and guidelines because too many attempt to do everything. This is
not acceptable in terms of quality and safety standards, nor is it affordable or an effective use of public
money. If we do not act decisively now, some services, and possibly entire hospitals will fail.
As such Health and Social Care leaders support the development and implementation of 10/12 new locally
derived models of integrated care and more accessible services, in parallel with the need to reconfigure
hospital services. This will significantly reduce avoidable and unplanned admissions to hospital and other
care institutions; whilst recognising that for some hospital services, a Greater Manchester wide planning
perspective is needed.
This document is the basis for further discussion with all partners.
Progress
Extensive work has taken place on the Healthier Together programme under the leadership of NHS Greater
Manchester board. Over the last 18 months, discussions with clinicians and other partners have shaped our
proposals. Health is everyone’s business and so our list of stakeholders is extensive, and includes patients
and the public; staff and clinicians; and a wide range of partner organisations including local authorities, the
third sector, trade union groups, the business community and the media. Further information is provided in
section 3.
Over this time, over twenty special clinical congresses involving hundreds of clinicians have considered the
issues facing our health system. They have explored the potential solutions to ensure that services remain
high quality, safe and cost effective for future generations. This work which has been based on evidence
and best practice from around the world has been developed into an overarching clinical case for change,
providing an overview of the Greater Manchester health and care economy and clearly identifying strategic
areas where change is needed.
A number of work streams focussing on these strategic areas have been progressed by the clinical
congresses, where informed discussions about the future for these services have been held and where
individual sets of standards and models of care have been developed.
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The Greater Manchester Outline Model of Care
The outline model of care is based on partnership working between health and social care professionals
across Greater Manchester; the development of “Integrated Care” services; and radically improved ways of
working in secondary care, designed to provide enhanced levels of specialist, senior medical and nursing
staffing. All of these elements would combine to provide the right services, at the right place, at the right
time for individual patients, giving everyone the best possible chance of survival and recovery whilst keeping
and treating them as close to where they live as possible.
The outline model of care will be developed and enhanced as further work and discussion takes place with
the public, patients and clinicians.
Delivering Integrated Care across Greater Manchester
It has been widely recognised that in order to deliver better quality, targeted and more responsive local
services that achieves a substantial reduction in avoidable admissions to hospital and other care institutions,
we need a significant shift in the way care is organised, delivered and accessed across the whole system.
Stakeholders across Greater Manchester have developed a framework to capture the key principles
underpinning this.
The Association of Greater Manchester Authorities (AGMA) Executive has challenged all partners to work
together to deliver new models of integrated or “joined up” care. A significant amount of work has already
started across Greater Manchester, demonstrating new ways of commissioning and providing integrated
care through new service delivery models. The planning and delivery of these initiatives will continue to be
determined locally. However a significant challenge for Greater Manchester is ensuring that, collectively,
local integrated care models operate at the appropriate scale and pace to deliver maximum benefit to
patient/user results (outcomes) and the increased capacity in the community to support the changes
required to achieve an effective and financially sustainable care system.
Section 4.1 sets out the suggested components and settings for Integrated Care, recognising that although
each local partnership will define its own Integrated Care model that there will be commonalities across
them all.
Key to the delivery of Integrated Care is the role played by Primary Medical Care. The primary care clinical
congress has agreed a vision for this service and a high-level “ten point plan” has been developed to enable
systematic and wide scale change. This includes increased access to primary care which remains a high
priority with patients. Further information is provided in Section 4.2.
Delivering safe and sustainable secondary care services
It is recognised that a new model of care is required in a number of key clinical areas and this will change
the nature of our hospitals across Greater Manchester. The building blocks that will contribute to the
development of future services are outlined in Figure 5. They have been developed alongside clinical
standards which will reinforce the requirement for services to provide the same high standards during the
day, night and weekend in Greater Manchester.
A key component of this is the creation of a single service which will link all hospital sites and ensure
patients are cared for in a joined up way, with professionals providing services at different locations based
upon patient needs. The combination of the three different types of hospitals proposed, recognises the
different needs across Greater Manchester.
The importance of an effective emergency service cannot be underestimated as an increasingly ageing
population is balanced with rapid developments in the care of acutely unwell patients. The Healthier
Together programme proposes that the outline model of care for urgent, emergency and acute medicine is
built on the premises that a single service for each area will reduce the duplication, confusion and
inefficiency in the services. Each local single service would be designed to match local needs; it is
proposed that a number of acute services could be commissioned in a unified way as a single service.
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A key principle of the single service is the connection of all elements of the service to make sure every
patient has access to the “Right Care at the Right Place at the Right Time”.
The Financial Picture
Making the best use of healthcare resources is essential if we are to achieve our vision.
Health and care services are under unprecedented financial pressure, and we know that this will increase in
coming years. If we do not act now the system will become steadily less sustainable and some of our
services, and probably entire hospitals, will fail.
Examples of the severe financial challenges faced by healthcare commissioners and providers, Clinical
Commissioning Groups and Local Authorities are:
• Increased demand for services, due to an ageing population, higher patient expectations, better
technology, unnecessary use of A&E and other services by patients and increased referral rates from
primary care;
• Limited increases or real reductions in funding over the next few years;
• Cost inflation; and
• Reduction in tariff.
Work has taken place at an individual CCG and provider level to address this with some success, but a
collaborative approach is needed to deliver the step change needed to ensure that we continue to provide
safe and effective services. Further savings need to be made in non-front line costs such as rationalised
estates; reduced management costs and improved operational efficiency.
There will be some financial considerations around the transition, including the need for some capital
investment in estates where needed and the release of estates where they are not fit for purpose as well as
double running costs as we seamlessly switch from old to new ways of working. Some pump priming will be
needed to make this happen, but this will be offset by the longer term financial savings.
The Greater Manchester health economy cannot be made financially viable without
change. All parts of the system rely upon one another to function effectively and
financial balance and meet increased quality standards by acting in isolation. It
ensure that the people who live here are aware of this and have the opportunity
rather than sitting back and allowing individual providers to fail.

organised system wide
can no longer achieve
is our responsibility to
to shape the solutions

Management & Implementation
From April 2013, both the Association of Greater Manchester CCGs and the National Commissioning Board
Area Team will have responsibilities and accountabilities in ensuring the successful delivery of the
programme. A leadership mechanism has been put in place to enable this, which also recognises the
importance of placing the programme within the context of wider health and social care reform.
There is a thorough process for developing the outline model of care and for taking this through to options
on which the public will be consulted.
New regulations for public consultation come into force in April 2013, but the underlying obligation remains
to operate a Full, Fair and Honest consultation. We want to ensure that a maximum number of affected
people are aware of the consultation, the reasons behind it, have the opportunity to respond to it and for
their responses to inform the outcome. We will be using a model of Campaign, Outreach, Response and
Evaluation to help us achieve this.
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Next steps and timescales
Although much progress has been made, it is clear there is a significant amount of work to do to accelerate
the further development of a Greater Manchester-wide view of integrated care across health and social care
partners that supports and aligns to Local Integrated Care models. Immediate next steps will include
engagement regarding the on-going co-design of a framework of integrated care and developing an
understanding of local integrated plans and their possible impacts on acute activity reductions; continued
engagement with the Primary Care Clinical Congress and Summit; and a review of the primary care estate.
Clinical standards for some in-hospital care services have already been developed and agreed but
commissioners now need to decide whether additional standards are needed for other specialities as
recommended by the Clinical Reference Group. This will be considered by the new Healthier Together
decision making structure in April, and it is envisaged that any such work would be completed by June 2013,
after which the new in-hospital models of care can be stress tested and the development of the options for
future hospital reconfiguration be completed.
Subject to the completion of all the necessary process steps outlined within this paper, our aim is to go out
to public consultation on the future shape of health and care services in Greater Manchester later in 2013 .
Conclusion
The NHS in Greater Manchester has served the public well for over 65 years, but we recognise that we are
no longer meeting the needs of our patients, and they deserve better. We are committed to working with all
our stakeholders and partners to achieve the kind of transformational change needed to give everyone the
excellent, compassionate care they would want for themselves and their families.
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1
Introduction
1.1.1 The Healthier Together Programme is one element of a wider public service system reform agenda
seeking to improve outcomes for all Greater Manchester residents. We believe that the people who
live here deserve the best possible care. Our evidence shows that the only way to achieve this within
the realities of the budgets available to us is to take a new approach to the way that care is
organised, delivered and accessed across the whole system. This means changing the way we do
things in community and primary care (out of hospital) as well as in hospitals (secondary/acute
care), as well as reviewing the way that health and social care services interact.
1.1.2 The NHS in Greater Manchester has an excellent track record of delivering transformational projects.
The programme builds upon recent successful changes to hospital services including women’s and
children’s, stroke, cancer and major trauma services. These have consolidated excellent services
and redesigned patient pathways (the ways in which patients progress through the system), to
improve patient survival and recovery rates or “outcomes”. This has already saved hundreds of lives,
and we know that if delivered successfully, the Healthier Together programme will go on to save and
improve thousands of lives each year.
1.1.3 Extensive work has taken place under the leadership of the NHS Greater Manchester Board, and an
overview of this, along with a progress report on the development of models of care and details of
the next steps are outlined within this paper. This is intended to be the basis for further comment and
discussion as part of the on-going engagement process.
1.2
Programme overview
1.2.1 It is set in the context of Health and Care Service Reform across Greater Manchester and a shared
ambition of: delivering better outcomes for Greater Manchester residents and patients at lower cost;
for more people to remain independent and in control of their lives; and for better quality outcomes
from hospital services. We want to provide the best possible quality of services for our population.
1.2.2 As such Health and Social Care leaders support the need to reconfigure hospital services in parallel
to the development and implementation of 10/12 new locally derived models of integrated care and
more accessible primary care services. This will significantly reduce avoidable and unplanned
admissions to hospital and other care institutions; whilst also recognising that for some hospital
services, a Greater Manchester wide planning perspective is needed.
1.2.3 Having established the context of the programme in terms of the reform required to the wider health
and social care system, the cornerstone of the programme has been to propose new models of
delivery across some hospital services in Greater Manchester that require a Greater Manchester
wide planning perspective. The newly formed CCGs in Greater Manchester are ideally placed to lead
this change.
1.3
Programme benefits
1.3.1 A benefits management framework has been established to help the Healthier Together programme
to quantify and monitor the successful delivery of benefits to patients, staff and to the way in which
services are run. The framework will allow the value of clinical and quality benefits to be
demonstrated to the public, patients, and staff as well as external advisory bodies such as the
National Clinical Advisory Team and Office of Government and Commerce. Through this framework,
the Healthier Together programme will define outputs, outcomes and benefits, undertake benefit
mapping to illustrate the relationships between these and ensure benefit realisation plans are put in
place.
1.3.2 The need for change in Greater Manchester has been set out into four strategic outcomes, which
include:
 Improve the health and wellbeing of people in Greater Manchester;
 Improve equality of access to high quality care;
 Improve people’s experience of healthcare service; and
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Make better use of healthcare resources.

1.3.3 These strategic outcomes have been mapped to what this would mean for patients and the themes
which have started to emerge from the pre-consultation engagement with members of the public.
Table 1: Strategic aims and benefits
Strategic Aim
Improve the
health and
wellbeing of
people in
Greater
Manchester

For patients this will mean

People will live longer, independent lives.

Variation in experience and access will be reduced through standardisation of
care.

Domains/Criteria

Access

Distance and time to
travel

Access to integrated
services

Patient choice

Improve
equality of
access to
high quality
care






More care will be delivered in local settings.
Specialist care will be available to everyone.
Local urgent and emergency services will remain in every locality.
People will receive services in different places, this may be closer to home in
a GP practice, local community settings or further away for specialist care.







Quality
Patient safety
Patient experience
Clinical effectiveness
Quality of estates

Improve
people’s
experience of
healthcare
service



People will experience care pathways that are evidence based and integrated
across social, community, primary, secondary, tertiary and mental health
services.
Care should be available locally meaning fewer trips to hospital.
Quality and safety will be improved.




Clinical evidence base
Adheres to national
standards and Greater
Manchester agreed
standards of care
Is responsive to
patient needs






Make better
use of
healthcare
resources

1.3.4




A new system will enable reduction in waste and invest to provide services
that are sustainable, viable and cost effective.
Increase in patient’s independence and responsibilities of health and social
care.







Sustainability
Capital expenditure
Transition costs
Value for money
Workforce

Expected benefits can be identified, examples of which are below:
 Increased patient satisfaction, empowerment and self care;
 Improved access to services;
 Shorter waiting times at GP and hospital;
 Reduction in A&E attendances;
 Improved outcomes;
 Reduction in re-admission rates;
 Shorter lengths of stay;
 Reduction in number of Serious Untoward Incidents;
 Improved recruitment and retention of staff;
 Workforce benefits (reduced turnover);
 Best practice clinical standards introduced and measured; and
 Reduction in variability across Greater Manchester.

1.3.5 The next phase in this work includes: the agreement of these domains/criteria; the establishment of a
baseline; and the identification of data sources to allow the benefits identified to be quantified and
therefore measured and tracked.
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2
Case for change and vision
2.1.1 Greater Manchester is constantly evolving with growing and vibrant communities, and on average
local people are living longer than ever before. This is good news, but it is one of the factors putting
severe pressure on our health system which was designed for the needs of the last century.
2.1.2 The overall Health and Social Care economy in Greater Manchester is known to be in the region of
£6bn; £5.2bn is spent by the NHS and a further £1bn by Local Authorities. 50% of the NHS annual
expenditure is in the Acute sector, which in Greater Manchester comprises nine NHS Acute Trusts
(one being a specialist cancer hospital) and five Community and Mental Health Trusts. In addition
there are many care homes (approx. 600), care in the home providers (approx. 350) and community
providers (approx. 500).
2.1.3 Over the last 18 months, over twenty clinical congresses involving hundreds of clinicians have
considered the issues facing our health system. They have explored the potential solutions to ensure
services remain high quality, safe and cost effective for future generations. This work, which has
been based on evidence and best practice from around the world has developed into an overarching
clinical Case for Change and Vision.
2.1.4 This provides an overview of the Greater Manchester health and care economy, clearly identifying
strategic areas where change is needed in order to save thousands of lives and improve people’s
recovery rates.
2.1.5 As our population ages, the amount of people living with multiple long term conditions such as
diabetes and Chronic Obstructive Pulmonary Disease (COPD) is increasing. A lack of capacity in
community and primary services means people with these conditions end up in hospital rather than
being treated elsewhere. Many elderly people are living and dying in residential care and hospitals
even though this is not what they want for themselves simply because there is nowhere else for them
to go for treatment. This is increasing the pressure on our hospital and the social care system.
2.1.6 More care therefore needs to be delivered in primary and community care settings or in patient’s own
homes, which will be more convenient for patients and their families and will empower people to help
manage their own health and remain independent and in control of their lives.
2.1.7 There is a common understanding across the health and social care system that we need new
service models to keep people who do not need hospital services closer to their own homes and
communities providing truly integrated or “joined up” care. At the same time, we know for those
people who do need hospital services, whilst many of our hospitals provide excellent care, care is
variable, and not all meet best practice standards and guidelines because too many attempt to do
everything. We already have evidence that by centralising care for a range of specialist conditions
such as stroke and cancer we can achieve much better results for patients due to the availability of
more experienced clinicians, more specialised equipment and better aftercare. This is also a far
more efficient and effective use of public money.
2.1.8 The Case for Change, supported by the eight clinical work streams described in 2.2.1, provided the
foundation and first step of the Healthier Together programme. This along with our wide-ranging
public engagement work led to the development of our vision which is:
“For Greater Manchester to have the best health and care in the country.”
2.1.9 Building on our previous success of service transformation in Greater Manchester, our current
system can be reorganised in a way to help us achieve our vision by providing the right care in the
right place at the right time to meet the individual needs of our patients. This is described in detail in
the Vision document.
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2.2
Development of the model of care process
2.2.1 The Greater Manchester Clinical Strategy Board identified the following eight work streams, which
leading clinicians have been working on to determine the current problems, how best practice might
be achieved and to set key clinical standards that all care providers should meet.
 Surgery
 Acute medicine
 Urgent and emergency care
 Primary care
 Long term conditions
 Women’s and Children’s
 Cardiovascular
 Cancer
2.2.2 For each of these work streams a Case for Change document was developed. Each of these aimed
to identify the current position within Greater Manchester and key areas of focus, utilising existing
national policies and guidance and published data relating to activity, outcomes and performance.
The individual Case for Change documents were approved and endorsed in August and September
2012. As the clinical congresses developing these work streams advanced their thinking, ‘Vision’
documents were developed. These established an understanding of where services in Greater
Manchester are now, where we want them to be, and what gap remains in achieving this. The aim of
this process was to create strategic frameworks to aid the future commissioning and provision of
these services. The individual Vision documents were approved and endorsed in October and
November 2012. The overarching Case for Change and Vision documents described in Section 2.1
were approved by NHS Greater Manchester Board in September 2012 and January 2013
respectively.
2.2.3 The work undertaken on these areas has facilitated informed discussions about the future for these
services. Individual sets of standards and models of care have been agreed by Clinical Congresses,
directly supported by the Healthier Together Programme, for Emergency General Surgery and
Urgent, Emergency & Acute Medicine and are under development for Women’s and Children’s
services. These have informed the development of an overall ‘Outline Model of In-hospital Care’
which when finalised will provide the building blocks for developing options for future hospital
configuration in Greater Manchester (Section 4.3). The Clinical Reference Group which provides
clinical leadership to the Healthier Together programme has suggested that additional standards
may also need to be clinically agreed to inform the ‘Final Model of In-Hospital care’ (potentially
including for example Specialist Cancer Surgery services).
2.2.4 The Healthier Together programme is also working with clinical congresses to support the
development of outline models of care for Primary Care and Frail Elderly services. It is proposed that
in future this be taken forward, with partners, alongside the development of Integrated Care plans
(section 4.1)
2.2.5 The development of standards and models of care has been dependent on the scale of change
required and level of organisational coherence in place for developing the service across Greater
Manchester. There is a view that the required scale of change identified for some of these work
streams e.g. cardiac imaging, mental health (Figure 1) would not result in substantial variation to
current acute hospital service provision and by implication the need for these areas to be considered
in the development of options for formal public consultation. It would be possible for the work
streams in these areas to be taken forward by the Strategic Clinical Networks (SCN) being
developed across Greater Manchester.
2.2.6 The advice and proposals outlined above will be considered by a committee of all commissioners,
and a decision made on where additional standards are required to inform the ‘Final Model of InHospital Care’ (e.g. Women’s and Cancer services), how Integrated Care models are taken forward
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with partners and how service transformation will be taken forward for the other in-hospital areas
originally covered by this programme. It is expected that work on any additional standards, subject to
the decisions required above, could be completed before the end of June 2013 after which stress
testing and the development of options for future hospital configuration can be completed.
2.2.7 In the interim the work streams which are being taken forward by the Healthier Together Programme,
are as follows:
 Emergency General Surgery;
 Urgent, Emergency and Acute Medicine;
 Women’s and Children’s; and
 Integrated Care (working with partners).
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Figure 1: Healthier Together work stream development

Stage 1: Work stream and

Stage 2: Work stream and

Case for change
documents

Vision documents

Surgery
Emergency General Surgery
Oral and Maxillofacial

Acute Medicine
Acute medicine

Emergency General Surgery
Emergency general surgery

Urgent, Emergency, Acute
medicine
Urgent, Emergency and acute
medicine

Stage 3: Outline
Model of Care

Emergency General
Surgery

Urgent, Emergency,
Acute Medicine

Urgent and Emergency Care
Urgent and emergency care

Women’s and Children’s
Women’s and Children’s

Women’s and Children’s
Children’s services

Cardiovascular
Cardiac imaging, Stroke, Vascular

Cardiac Imaging
Cardiac imaging

Cancer
Cancer

Cancer
Cancer

Primary Care
Primary Care

Women’s and
Children’s services

Strategic Clinical
Networks

Strategic Clinical
Networks/Provider board

Primary Care (inc LTC)
Primary Care

Integrated Care
Long term conditions
Neurosciences (LTC)

Neurosciences (inc LTC)
Neurosciences

Medicine and Frail Elderly
Rehabilitation
Frail Elderly

Mental Health

Strategic Clinical
Networks
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3
3.1
3.1.1

Communication and engagement
Outline of the key stakeholders
Health is everybody’s business, so our list of stakeholders is extensive. These include: patients
and the public; all staff and clinicians working in primary, community and social care; and a wide
range of partner organisations including local authorities, the third sector, trade union groups, the
business community and the media. Effective communications and engagement is critical to the
success of the programme and we are committed to providing this.

3.1.2

Discussions with clinicians and other partners have been ongoing for 18 months and these have
shaped our proposals including the development of the Cases for Change and each of our Visions.

3.1.3

Discussions with the public began in earnest in February 2012, to ensure that local people have
had the opportunity to influence and shape the future of health services from an early stage.

3.2
3.2.1

Outline of the issues raised through pre-consultation engagement
A series of workshops and meetings have taken place across Greater Manchester with around
1,000 local people attending these to date, with many more planned over the coming months. A
range of presentations, interactive round table discussions and question and answer sessions were
delivered by clinicians leading the Healthier Together Programme, clearly demonstrating the clinical
leadership and strong commitment for delivering the programme in partnership with clinicians,
patients and key partners.

3.2.2

Key messages arising from these so far are:
 Most people said they understood the rationale for change;
 Most said they agreed with the need for change;
 More emphasis needs to be placed on encouraging people to take responsibility for lifestyles;
 Most agreed easy and quick access to primary care is vital; and
 People want access to a senior medical opinion 24/7.

3.2.3

This feedback has been factored into the programme benefits outlined in Section 1.3.

3.2.4

We have recruited patients to a series of patient panels to support the public discussions leading up
to the anticipated public consultation later this year. An External Reference Group made up of
representatives from the community sector, patients and carers, Local Involvement Networks
(LINks) and an independent Chair are overseeing and advising on the pre consultation and the
formal consultation processes.

3.2.5

We have also had extensive engagement with partners and have co-developed a set of principles
with the Association of Greater Manchester Authorities (AGMA) upon which any changes to the
health and social care system will be based (see Section 4.1.1).

3.2.6

An on-going conversation will continue across Greater Manchester with a range of local patients,
public, groups and the voluntary and community organisations, targeting specifically those who are
deemed hard to reach and don’t always have a voice. The aim is to have open, honest, transparent
conversations about the future of health and care services.
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4
4.1
4.1.1

Greater Manchester Outline Model of Care
Delivering Integrated Care across Greater Manchester
Stakeholders across Greater Manchester, including representatives from NHS Greater Manchester,
CCGs, Local Authorities, Acute Trusts and others have worked to develop a framework for the
presentation of health and social care reform in Greater Manchester as part of a wider public
service reform programme.
“The future health and social care system will look substantially different and that improved quality
of health care for Greater Manchester residents will underpin the following key principles of a new
system:









People can expect services to support them to retain their independence and be in
control of their lives, recognising the importance of family and community in supporting
health and well being;
People should expect improved access to GP and other primary care services;
Where people need services provided in their home by a number of different agencies
they should expect them to planned and delivered in a more joined up way;
When people need hospital services they should expect to receive outcomes delivered in
accordance with best practice standards with quality and safety paramount – the right
staff, doing the right things, at the right time;
Where possible we will bring more services closer to home (for example there are models
of Christie led Cancer services delivered from local hospitals);
For a relatively small number of patients (for example those requiring specialist surgery)
better outcomes depend on having a smaller number of bigger services;
Planning such services will take account of the sustainable transport needs of patients
and carers; and
This may change what services are provided in some local hospitals, but no hospital sites
will close.”

Source: Papers from AGMA Executive, 22 February 2013

4.1.2

The Association of Greater Manchester Authorities (AGMA) is a voluntary collaboration of the 10
local authorities in Greater Manchester. The AGMA Executive meeting on 22 February 2013
supported this framework and committed to creating partnership opportunities to further debate and
development locally.

4.1.3

The Healthier Together vision provides a clear indication of the response required to address the
clinical case for change and ensure a viable, safe and sustainable care system across Greater
Manchester. Part of this involves redefining the role of hospital care through recognising the
increasing specialisation of acute services with clear clinical quality standards in place to ensure
the highest quality and safety. However, it has been widely recognised that to deliver better quality,
targeted and more responsive local services that achieve a substantial reduction in avoidable
admissions to hospital and other care institutions - at a scale never previously achieved - requires a
significant shift in the way care is organised, delivered and accessed across the whole system. This
includes new contracting models which reward preventative interventions and shifts money across
the health and social care system as well as a cultural shift in how care providers work together to
provide more joined up care. Patients, individuals and their carers also have a more central role to
play in taking charge of their health and wellbeing through structured support for self-care and
fulfilling their goals.

4.1.4

There are therefore significant opportunities for partners across health and social care to work in
collaboration and partnership to improve citizens’ care outcomes and experience of care services
by developing “integrated care services” – care that is based around the needs of people and
carers that put them in control, that are joined up, and that deliver better outcomes.
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4.1.5

AGMA has encouraged closer working between Local Authorities, CCGs and NHS providers in
reviewing and further developing models of integrated working. The AGMA Executive has
challenged all partners to work together to deliver new models of integrated care working at scale
and pace as soon as possible. Additionally, the Healthier Together programme continues to work in
conjunction with the Area Team Primary Care Commissioning Team, CCGs and via engagement
with the wider primary care community to further develop the characteristics of the primary care
offer across Greater Manchester.

4.1.6

We recognise that strong partnerships are the key to the successful delivery of services. We know
that at the moment the fact that health and care services are managed separately can create
difficulties and gaps that are not in the best interests of the patient or client. Joining up these
services will give a far better patient/user service.

4.1.7

Delivering Integrated Care at scale and pace
A significant amount of work has already commenced locally across Greater Manchester that
demonstrates new ways of commissioning and providing more integrated care through new
services, delivery models and joint teams across health and social care. The planning and delivery
of these initiatives will continue to be determined locally and will form the basis of Local Integrated
Care Plans. However, a significant challenge for Greater Manchester as a whole health and social
care economy is ensuring that, collectively, local integrated care models operate at the appropriate
scale and pace to deliver maximum benefit to patient/user outcomes and the increased capacity in
the community to support the changes required to achieve an effective and financially sustainable
care system.

4.1.8

Work across Greater Manchester to date has articulated some of the key challenges and expected
characteristics of local integrated care models. These are outlined in Figure 2 below. This reflects
the emerging leadership consensus on the different elements of integrated care which are
fundamental for health and social care reform. It also highlights the elements of a coherent,
overarching integrated care framework for Greater Manchester could be co-designed by partners
across health and social care which will help to ensure the robustness, deliverability and scale of
Local Integrated Care models.

4.1.9

We would welcome the opportunity to work with our partners to further develop this ‘framework’ for
Integrated Care. We also recognise that for this overarching framework to be effective, it is likely to
require robust and joint governance arrangements across partners in health and social care. There
are a number of options for this and this would need to be explored further.
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Figure 2: Key characteristics and challenges for Local Integrated Care Models

4.1.10

Service components of Integrated Care
Whilst each local partnership will define its own Integrated Care Model service components, it is
likely that there will be commonalities across. A suggested framing of these are outlined in Figure 3.
The intention of this is to inform a systematic view of the likely potential components initiatives that
could be implemented locally in order to deliver improved care to individuals.

Figure 3: Common components of Integrated Care
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4.1.11

Settings of care for integrated care
Defining where care could be delivered within an integrated or “joined up” care system will lead to a
more seamless service for patients. Figure 4 below shows the potential range of possible settings
of care and which services might be provided at each. Clearly, significant work in the near-term is
required with commissioners, clinicians and care professionals to fully describe the settings of care,
and importantly, the interfaces between them.

Figure 4: Where care could be delivered within an integrated care system

Link to objectives

Where services will
be delivered

Example of services offered

 Support for self-care, retaining
independence and control of health and
well-being
 Improved access to GP and other primary
care services

Telephone and
information
technology






Advice on self-management.
NHS 111
Telecare and telemonitoring
NHS direct and triage to GP out of hours or
route to admission

 Support for self-care, retaining
independence and control of health and
well-being
 Services delivered at home are planned
and delivered in a joined up way
 More services closer to home

At Home, incl. Care
Homes





Community services
Rapid response teams
Integrated teams working across the system
as a whole

 Improved access to GP and other primary
care services
 More services closer to home

GP Practice



Core primary care services

 More services closer to home

Federated or
networked services





Primary care extended hours.
Diagnostics
Delivery of multi-disciplinary care

 More services closer to home

Community Hub
such as health
centres

 Clinical outcomes delivered in accordance
with best practice standards with quality
and safety paramount
 Sustainable transport needs of patients
and carers
 Better outcomes depend on having a
smaller number of bigger services

Spectrum of acute
hospitals

Services may include:

GP services

Outpatients

Diagnostics

Access to dentistry, optometry and
pharmacy services.

Social care

Out of hours service

Therapy

Rehabilitation
Services may include:

Trauma Unit/Centre

A&E with selective/unselective acute
medical and surgical take

Acute Medical Unit

L1/L2/L3 Critical Care

Anaesthetic cover
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4.1.12

Next Steps
It is clear that there is a significant amount of work to do to accelerate the further development of a
Greater Manchester-wide view of integrated care across health and social care partners that
supports and aligns to Local Integrated Care models. Some immediate next steps include the
following:
 Accelerated engagement with CCGs, Local Authorities, Directors of Adult Social Care, acute
and community providers to participate in the co-design of a ‘Greater Manchester-wide
framework’ for integrated care;
 Engagement with CCGs to understand progress with development of Local Integrated Care
Plans, particularly aspects where commissioned services are likely to have a direct impact on
acute activity reductions; and
 Continued engagement through the Primary Care Clinical Congress and Summit for further
development of the primary care offer and the potential for a ’10-point plan’ for enhancement.

4.2
4.2.1

Possible implications for Primary Medical Care
The Primary Care Clinical Congress, as part of the Healthier Together programme, has agreed a
vision for Primary Medical Care and is now focused, along with partners, on how this could be
further developed. The key objectives for this work are proposed as:
 Reviewing the primary care vision against the current evidence base to ensure the Greater
Manchester vision is sufficiently ambitious to deliver an enhanced primary care offer;
 Address variation in primary care and improve quality of outcomes for the whole Greater
Manchester population;
 Broadening the scope to ensure maximisation of opportunities within Dental, Pharmacy and
Optometry; and
 Ensuring primary care’s contribution to improving population health and the reduction of health
inequalities.

4.2.2

The Healthier Together programme has defined what Primary Medical Care needs to help achieve
as:
 Engagement and empowerment of patients and their carers to self-care and take control of their
health and wellbeing;
 Enhanced integrated care across Greater Manchester to deliver improved outcomes for the
whole population;
 Systematic and proactive management of chronic disease to improve health outcomes, reduce
inappropriate use of hospitals and positively impact on health inequalities;
 Reduce unnecessary hospital attendances and admissions; and
 Population-based approach to commissioning - directing resources to the patients with greatest
need and redressing the ‘inverse care law’ by which those who need the most care often
receive the least.

4.2.3

Examples of how this could be achieved:
 Patients and their carers are involved in the design of the primary care system and as partners
in the management of their own conditions and health needs;
 Integration between primary, social and community care forming part of an overall approach to
pathway based commissioning;
 Identification of patients with the highest set of needs e.g. those with long term conditions to
ensure these are optimally managed in primary care with interfaces with community services,
secondary care and mental health clearly defined and managed;
 Ensure that primary medical care facilities are fit for purpose and take appropriate action if not;
 Development of a systematic approach to primary prevention is implemented, e.g. with regard
to alcohol, smoking, exercise;
 Effective management of mental health needs;
 Effective arrangements for primary care management of end of life care;
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4.2.4

Effective medicines management; and
Managing elective and urgent care activity.

Those involved in the commissioning of primary care need to understand how the whole health
system can be transformed to deliver the changes required. A draft 10-point plan to enable this
systematic and wide scale change at sufficient pace and scale is being developed for further
discussion across the primary care community.
DRAFT 10- point plan
1. Clear primary care commissioning plan for 2013/14.
2. Review of primary care “discretionary” spend to ensure maximum health gain for the population and
appropriate system incentivisation.
3. Transfer of resource from secondary to primary care to deliver enhanced management of long term
conditions. This may require initial pump priming to ensure accelerated pace of change.
4. Explore opportunities for increased working across practices.
5. Provision of support for GPs to help improve health literacy of the population and increase
prevention.
6. Investment in local technological solutions to improve sharing information between care
professionals as well as enable patients to access their own records.
7. Development of clear patient pathways and access points across Greater Manchester.
8. Additional support where required for CCGs to plan and implement effective integrated care
strategies for their local population.
9. Implement a standardised enhanced role for primary care nursing and create an investment
programme to maximize the currently varied and underutilised workforce.
10. Support to increase the amount of training placements for GPs across Greater Manchester.

4.3
4.3.1

Secondary care services
The Greater Manchester Case for Change and Vision clearly identify the need to have safe and
sustainable secondary care services in hospitals that will meet the demands of current and future
generations.

4.3.2

It is recognised that a new model of care is required in a number of key areas and this will change
the nature of our hospitals across Greater Manchester. Figure 5 identifies the building blocks that
may contribute to the development of future services. The development of clinical standards will
reinforce the requirement for services to provide the same high standards during the day, night and
weekend in Greater Manchester.

4.3.3

A key component of this new integrated service will be linking hospital sites and creating single
services that will mean patients being cared for in a joined up way, with professionals providing
services at different locations based upon patient needs. The combination of the different types of
hospitals proposed recognises the different needs across Greater Manchester - that each area has
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a differing population, demographic geographical spread and transport links; as well as taking into
account the existing hospital estate and equipment, previous reconfigurations and required clinical
interdependencies.
4.3.4

Figure 5 outlines the building blocks to the future secondary care services. These are based upon
the clinical outline models of care which have been developed and will be enhanced as further work
and discussion takes place with the public and patients. However, it is proposed that this foundation
will ensure the identified standards and programme outcomes are achieved.

4.4
4.4.1

Urgent, Emergency and Acute Medicine
The importance of an effective emergency service cannot be underestimated for a conurbation
such as Greater Manchester as an increased ageing population is balanced with rapid
developments in the care of acutely unwell patients. However, a recurrent theme from the public
and patient panels we have held as part of our pre-consultation, is the often confusing and
fragmented approach to urgent and emergency care that is ultimately manifest as greater use of
Emergency Departments. A&E is easily recognisable with many members of the public
understanding that they are open 24/7 and are operated by skilled doctors, nurses and
professionals (although this is not always the case particularly in the evening and at weekends).
This is against a backdrop of perceived poor access to primary care and alternative services.
Recent changes to patient pathways aimed at challenging this (deflection schemes) have had
limited success and there is little published evidence to support this approach.

4.4.2

The Healthier Together programme proposes that the model of care for urgent, emergency and
acute medicine is built on the premise that a Single Service for each area will reduce the
duplication, confusion and inefficiency in the service. Each local Single Service would be designed
to match local need; however it is proposed that the following services could be commissioned in a
unified way as a Single Service:
 Emergency departments (including Children’s services);
 Acute Medicine Units; and
 Out of Hours Primary Care Services.
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Specified

 Major Trauma Centre
 Full Admitting Emergency
Floor (Virtual Corridor)
 Acute Medical Unit
 Children’s Emergency
Department
 L3 Acute Surgical Centre
 24/7 L3 Critical Care
 24/7 Anaesthetic

 Full or Selective Admitting
Emergency Floor (Virtual
Corridor)
 Acute Medical Unit
 Children’s Emergency
Department
 L3-2 Acute Surgical Centre
 24/7 L3 Critical Care
 24/7 Anaesthetic

Optional Addition

Figure 5: Building Blocks based on Outline Models of Care

 Inpatient Children’s
 L3 Obstetric Unit
 L3 Neonatal Intensive Care
 Neurology
 Hyper Acute Stroke
 Vascular
 Specialist Cardiac

 Inpatient Children’s
 L2/ 3 Obstetric Unit
 L3 Neonatal Intensive Care
 Hyper Acute Stroke
 Major Trauma Unit

 Selective Admitting Emergency
Floor or Urgent Care Centre
(Virtual Corridor)

 Medical Admissions Unit
 L1 Surgical Centre
 Outpatient Services
 Rehabilitation

 Critical Care
 Primary Care
 Community Services

4.4.3

Additionally, the following services would enhance the overall approach if they were included in the
Single Service model:
 Social care services;
 Community and support services (including third sector);
 Primary Care;
 Mental Health Services; and
 Ambulance/Transport services.

4.4.4

A key principle of the Single Service is the connection of all elements of the service to make sure
every patient has access to the Right Care at the Right Place and the Right Time. Furthermore,
there should always be the aim to de-escalate a patient’s situation at the earliest opportunity so that
most care is provided locally, and only when clinically necessary that the Ambulance Service and
hospital care is provided (Figure 6).
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Figure 6: The Single Service: Right care, Right place, Right time

Self Care & Responsibility

Single Service:
Right Care, Right Place, Right Time

Escalation

Escalation

De-escalation

NWAS Pathfinder

4.4.5

To enable this model to achieve the required urgent emergency and acute medicine standards it is
proposed that each Single Service combines the right balance between different types of hospital
to ensure a safe and sustainable service (Figure 7). Fundamental to the success of this is the
enhanced role of the NWAS Pathfinder and the clear identification of each hospital site for
ambulance crews. The success of each site within the Single Service also relies heavily on the
interdependencies with other services and the efficient flow of patients.

4.4.6

As part of the model an Emergency Floor will allow early identification of a patient’s presenting
condition, rapid diagnostics and a multi-disciplinary plan of care to be enacted. This concept
recognises the need to stream and triage appropriate presenting cases and organise the initial
phase of care in a co-ordinated and unified way.

4.5.6

In order to achieve the Greater Manchester standards it is clear that a collaborative workforce and
service approach is required, underpinned by a single governance structure. To assist with this
approach a Virtual Corridor is proposed, linking each site with the Single Service (Figure 8). This
approach is currently effective for a number of key specialties and allows the consolidation of
expert service, and the effective delivery of the patient to them.
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Figure 7: A Single Service and Interdependencies

A Single Service across sites:
Combined medical and senior nursing workforce
Single clinical leadership and governance arrangements
Multi-site working and on-call arrangements

Combined performance management
Aggregated bed stock and use of Virtual Corridor
Combined training & education arrangements

Optional Additions

Specified

NWAS Pathfinder
• Full Admitting Emergency Floor
•Children’s Emergency Department
•Acute Medical Unit
•L3 Acute Surgical Centre
• 24/7 L3 Critical Care Unit
•24/7 Anaesthetic
•24/7 Diagnostic/ Support Services
•24/7 Social/Mental Health Crisis
Support

•Full OR Selective Admission
Emergency Floor (Virtual corridor)
•Children’s Emergency Department
•Acute Medical Unit
•L2/3 Intensive Care Unit
•24/7 Anaesthetic
•24/7 Diagnostic/ Support Services
•24/7 Social/Mental Health Crisis
Team

•Selective Admission Emergency
Floor (Virtual corridor OR Urgent
Care Centre
•Unscheduled GP/Primary Care
Services
•Children’s Community Nursing
Teams
•Minor Injury Services
•Diagnostic/ Support Services

•Major Trauma Centre (Adult
/Children)
•L3 Neonatal/Obstetric Unit
•Inpatient Children’s Services
•Hyper Acute Stroke Unit

•Major Trauma Unit
•Level 3/ 2 Surgical Centre
•Out of Hours GP/Social Care
•L2/3 Neonatal/Obstetric Unit
•Inpatient Children’s Services
•Hyper Acute Stoke Unit

•Out of Hours GP/Social Care
•Community LA/3rd Sector Hosted
Services (Housing/ Probation/
Jobcentre)
•Community Mental Health

Figure 8: The Virtual Corridor (Urgent, Acute, Emergency Medicine)
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4.7
4.7.1

General Surgery
To fulfil the Emergency Surgery Vision and the Greater Manchester standards, it will be necessary
to change the current model of care and combine existing services in a single and unified manner.
The Healthier Together programme proposes that the model of care for general surgery is built on
ensuring the urgency of management and seniority of staffing is determined by patient risk. To
enhance this principle, it will mean many more operations will be carried out by Consultants and
critical care beds will be available for all high risk cases; which will allow patients to be suitably
managed on integrated pathways led by Consultant decision making, in conjunction with other
services, specifically GPs.

4.7.2

The proposed model of care for general surgery follows a similar principle as described earlier,
whereby single sites and services are combined as a Single Service. This would consolidate
excellence at an Acute Surgical Centre which would deal with all high risk general surgery
emergencies; and would allow the creation of surgical centres specialising in day case and elective
services (Figure 9).
Figure 9: Outline Model of Care

Acute/High Risk Surgery:

High & Low Risk Elective /
Day Case:

Low Risk Elective/ Day
Case

• All High /Intermediate
&low risk inpatient
General Surgical
Emergencies

• High risk inpatient
Elective Surgery

• Urgent Low risk day case
General Surgical

• Low/intermediate risk
day case/ 23 hr Elective
Surgery

• Low/intermediate risk
day case/ 23 hr Elective
Surgery

• High risk inpatient
Elective Surgery
• Able to manage breadth
and depth of subspecialist
care

•24/7 Access to On-call all close
to home Consultant
•24/7 Access to Critical Care
•24/7 Access to Diagnostics/
Support
•Senior presence in Emerg Floor
•Clinics/Diagnostics/Screening

•Urgent Low risk day case
General Surgical

•24/7 Access to On-call
Consultant
•24/7 Access to Critical Care
•24/7 Access to Diagnostics/
Support
•Clinics/Diagnostics/Screening
all close to home

•24/7 Access to On-call
Consultant
•Clinics/Diagnostics/Screening
all close to home

4.7.3

To enhance the proposed Emergency Floor concept described earlier a senior surgical decision
maker would be present to ensure rapid response and appropriate decision making. These
surgeons would be free from operative responsibilities and would be responsible for liaison with the
Emergency Floor, Integrated Pathway management with Primary Care and the Virtual Corridor
transfers. The establishment of this model would allow surgeons to be dedicated to operations and
ward rounds; uninterrupted with competing priorities.

4.7.4

The Virtual Corridor concept is an innovative one and will ensure that patients receive their care
from the most relevant medical or surgical practitioner, in the best location to give them the best
possible chance of survival and good quality of life after their illness or injury.
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4.8
4.8.1

Workforce
The new models of care are all designed to provide enhanced levels of specialist, senior medical
and nursing staffing. This is both in terms of more on site presence than would be found during
“traditional hours” and with higher levels of seniority. The importance of having the most senior
“decision maker” actually physically present in the hospital is now widely recognised as one of the
most important attributes to providing safer and prompter care to the most seriously ill and
vulnerable people.

4.8.2

However, we are trying to achieve this at a time when we no longer have enough consultants to
meet acceptable quality standards. There are a several reasons for this. The number of trainee
doctors is reducing nationally. There have been significant changes in terms of the immigration
rules leading to a reduction in the number of speciality doctors available to Trusts. Trainee doctors
are now obliged to meet with the European Time directive which has meant a reduction in the hours
that they can work.

4.8.3

National work on this area is being led by Sir Bruce Keogh, Medical Director, NHS Commissioning
Board, which is described fully in a paper called “Seven day consultant present care” published by
the Academy of Medical Royal Colleges in 2012. The current baseline data available indicates that
nearly all the hospitals within Greater Manchester will not be able to meet the recognised national
standards for high quality services without a radically different approach to providing these critical
services. It is clear that workforce, particularly Consultant medical workforce, will be a key
determinant for developing the details of the model for acute services across Greater Manchester.

4.9
4.9.1

Women’s and Children’s services
In developing the Case for Change and Vision for Greater Manchester Children’s services, it was
recognised that the Making it Better (MiB) reconfiguration programme, has significantly
strengthened the safety and sustainability of Women and Children’s Services across Greater
Manchester. Some key examples of success include the increase in consultant delivered care for
paediatrics, obstetrics and neonatology and large-scale expansion of midwifery numbers and
community children’s nursing teams in every locality.

4.9.2

Since the approval of the MiB programme in 2007 and the completion of the large-scale service
reconfiguration programme in 2012, there has been further evidence produced by the Royal
College of Paediatricians and Child Health (RCPCH) which would support further redesign of
Children’s Services. The RCPCH policy document; Facing the Future (2011) has developed a
number of interlocking proposals so acute services are strengthened and made safer. These are as
follows:
 A reduction of inpatient sites across the UK so that acute care can be concentrated on fewer
sites with an expansion of short stay paediatric assessment units;
 An expansion of consultant paediatricians aligned with an increase in consultant delivered care;
 An expansion in the number of GP trainees;
 An expansion of nurses with extended or advanced roles; and
 Reduction in the number of paediatric trainees.

4.9.3

An initial audit of the Facing the Future Standards across Greater Manchester has highlighted large
variance across each service and a need to enhance the current model of care.

4.9.4

Furthermore, it is recognised that proposed changes to urgent, emergency and general surgery will
have a significant impact upon children’s services. In addition, any proposed changes to children’s
services and general surgery will have an impact upon women’s services (Gynaecology &
Obstetrics).

4.9.5

Therefore to ensure that Women and Children’s services meet national standards there is an
acceptance by clinicians of the concept of critical mass whereby clinicians; doctors, midwives,
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nurses need to see and treat a particular number and type of patient in order to maintain their
clinical skills. This is further compounded by the seasonal variance of children’s services whereby
summer months see consistently lower admission rates across all Greater Manchester sites.
4.9.6

In order to develop an outline Model of Care for Women and Children’s Services Greater
Manchester standards will be developed and audited against all current providers. Aligning with the
other clinical work streams the outline Model of Care will provide an integrated service between
secondary and primary care to ensure and enhance the safety and sustainability of the service.

5
5.1.1

Finance
Whilst main drivers and strategic aims of Healthier Together are improving the health and wellbeing
of people in Greater Manchester, improving equality of access to high quality care and improving
people’s experience of healthcare service; making best use of healthcare resources is also a key
driver if we are to maintain a sustainable system.

5.1.2

Health and care services are under unprecedented financial pressure, and we know that this will
increase in coming years. If we do not act now the system will become steadily less sustainable
and some of our services and probably entire hospitals will fail. This section will explain why
change is needed – doing nothing is not an option.

5.2
5.2.1

The challenge for healthcare commissioners
Demand for health services is growing due to a wide range of factors including an ageing
population, higher patient expectations, better technology, inappropriate use of A&E and other
health services by patients, unhealthy lifestyles and increased referral rates from Primary Care.
This is resulting in many providers ‘over-performing’ on their contracts with commissioners (i.e.
commissioners having to pay for more activity than planned).

5.2.2

Demand can be managed to an extent and there are a variety of existing initiatives known as QIPP
schemes (Quality, Innovation, Productivity and Prevention) aimed at reducing costs whilst
maintaining quality and safety standards through best practice and innovation and improving
efficiency. For example, measures have been put in place to help GPs decide whether patients
really do need to be referred into hospital or could be treated elsewhere, and the number of
procedures of limited clinical value has also been reduced. These include things like tonsillectomies
and adenoidectomy which used to be common place but have been replaced by less intrusive
treatments which are just as if not more effective.

5.2.3

This is not about depriving patients of necessary treatment, but we also understand there is a
difference between demand and need. Commissioners must ensure that they find ways of covering
current unmet need such as undetected diabetes 2 which can have significant consequences for
patients if left untreated. They also know that there are many patients in hospital who have a need
for better care provided closer to, or at, home.
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5.3
5.3.1

The challenge for Clinical Commissioning Groups
The challenge for CCGs will be that the limited increases or real reduction in NHS funding over the
next few years. This will not be enough to cover demand growth (even if we manage this), cost
inflation (since the acute tariff only covers a proportion of total expenditure), and investment in
better outcomes for patients. This is why significant savings need to be achieved (Figure 10).

5.3.2

The 12/13 QIPP plan for the PCTs is £92m which only goes some of the way to cover the above
factors and only in the short term. Experience tells us that one coordinated QIPP programme
across Greater Manchester will achieve a greater level of patient benefits and financial savings
than individual plans.
Figure 10: The Challenge for NHS commissioners

The challenge for NHS commissioners
(illustrative)
1.2

FURTHER GAP
"Do Nothing" expenditure
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12/13
5.4
5.4.1

13/14

14/15

15/16

The challenge for Local Authorities
The picture for Local Authorities is similar but they face an even more stark reality as they are
suffering absolute term reductions in their funding. The following illustration applies to Manchester
City Council’s total budget, where £80m needs to be saved over the next two years. There will
inevitably be a corresponding impact on their health and social care spend (Figure 11).
Figure 11: Affordability gap for Local Authorities over the next 2 years
Affordability gap for Local Authorities over the next 2 years
(Illustrative; Manchester City Council example)
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As this example is for only one of ten of the Local Authorities within Greater Manchester, the overall
impact is far higher. There is therefore considerable potential for an adverse impact on Local
Authorities interventions designed to reduce avoidable admissions of patients into hospital. This is
why a whole system approach to reform services is required.

28

5.5
5.5.1

The scale of the financial challenge for healthcare providers
Providers have challenging savings targets to remain financially sustainable, just to deliver the
same activity levels year on year. Although provider costs increase each year, the amount
providers receive for their activity remains the same. Therefore, the cost per unit of activity needs to
continually decrease, currently by more than 4% each year, for providers to remain financially
sustainable. This is before taking into account further reductions to income arising from shifts in
activity out of hospital to provide more convenient care for patients closer to home, or taking into
account increases in costs to meet specific new or higher standards set around service inputs.

5.5.2

Overall, economic forecasts and sector-specific intelligence suggest that after 2015/16 there will
continue to be an annual financial challenge of at least these levels confronting the funding and
delivery of healthcare in England. Further efficiencies are therefore inevitable (Figure 12).

5.5.3

At the same time, commissioners need to reinvest resources in improvements which puts further
pressure on providers, therefore, individual acute providers are not financially sustainable in their
current configuration. The gap for acute providers is even bigger when we consider the requirement
for commissioners to move some care, and therefore some funding, out of hospital and into the
community,
the bestforinterests
of achieving
patients. efficiencies of 4%
The in
challenge
providers:
per year while improving quality
Figure 12: Income and expenditure as a proportion of 12/13 values
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5.5.4

With the existing configuration of our hospitals across Greater Manchester, this scenario is
unsustainable at individual provider level. The scale of year-on-year impacts upon existing
hospitals’ cost bases and the obvious need to reduce staffing costs and numbers would very
quickly become incompatible with maintaining proper standards of front-line clinical staffing levels.
Without action now this could lead to the need for some very damaging cuts in service provision.

5.5.5

Given that proper staffing levels must be maintained in order for individual Trust Boards to retain a
robust focus on patient safety, this incompatibility would then manifest itself as rapidly ‘snowballing’
levels of hospital deficits. As is already evident from experience elsewhere in England, the
practical impacts and manifestation of these deficits would not be evenly spread. Individual
hospitals – and thus their services as currently configured - would rapidly and visibly become
unsustainable and ultimately fail. We cannot sit back and let this happen.

5.5.6

In addition, improving clinical outcomes and implementing national policy and standards cannot be
achieved with existing service models.
Improving the standard of delivery is a major cost pressure particularly in the two key areas of
consultant workforce standards, and patient experience:
 Meeting the workforce standards for consultant availability and cover; consultant
delivered care; and consultant led care.
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5.7
5.7.1

Improving the patient experience by improving standards, for example improved include
single sex ward accommodation, providing privacy and dignity, and adequate time to care.
The key financial considerations around the transition
Shifting activity between acute providers, and from acute to the community, has associated
transition costs.
 Capital investment will be required. The current condition and suitability of estates
(particularly if they are to be re-purposed) will result in capital expenditure requirements.
Investment is needed to re-purpose facilities.
 There will be double-running costs during the transition. For example, before workforce and
activity can be moved from an acute setting to the community, the community service needs to
be ready.
 Need to release excess estates costs quickly and successfully to minimise the cost
impact. Where estates and facilities do not support the best standards of care they need to be
released.

5.7.2

Pump priming funding will be required over a short bridging period – and there is likely to be
a need to achieve savings to fund this in full.

5.7.3

The future delivery model needs to be tested primarily against commissioner affordability, coupled
with evidence that providers can deliver the revised pattern of services from within Payment by
Results (PbR) tariffs which are evolving and that the revised ‘start-point’ has resilience and
sustainability designed into it, to deal with variations over time.

5.8

Healthier Together will have a benefits-driven approach to developing options for change,
with financial hurdle criteria to ensure that the options are affordable

5.8.1

Benefits and Finance together will drive a robust and exhaustive process to develop and evaluate
the right options for change. This will ensure that the recommended option will be the best way of
improving patient care while contributing to financial balance.

5.8.2

There are three main types of benefits:
 Patient benefits (access/ quality/ closer to home) - additional investment/costs required in
community settings would partially offset savings in acute
 Clinical benefits (outcomes/ KPIs/ meeting standards) - additional investment/costs required as
outlined earlier
 Operational benefits (e.g. reduced unscheduled attendances and emergency admissions,
existing activity delivered more efficiency, eliminated duplication and reduced overheads) - these
drive the financial benefits to help close the affordability gap

5.8.3

The only way of simultaneously achieving the patient and clinical benefits, whilst achieving
affordability for commissioners, and financial sustainability for providers, is for Healthier Together to
enable most of the savings to be made in non-front-line costs: rationalised estates, reduced
management costs and improved operational efficiency.

5.8.4

The patient and clinical benefits (e.g. integrated care pathways, out of hours provision) need to be
engineered into a new configuration of providers so that duplicated services and costs can be
removed.

5.8.5

To make the transition affordable it will be critical to get the benefits on-stream as quickly as
possible. Some benefits (e.g. estates rationalisation) will take longer to realise, but patient benefits
should appear as soon as the model of care is changed.
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5.8.6

Ensuring that the change options are affordable during the transition and over the long term
Proposed options will be assessed against financial ‘hurdle’ criteria, to ensure that only the options
which are likely to be affordable during the transition and over the long term are worked up in detail.

5.8.7

We know that system-wide change is needed to meet patient needs and meet the affordability
challenge. Therefore financial hurdle criteria should be system-wide, and based on the overarching
principles of the reconfiguration:
 Driven by Clinical and Service Benefits;
 Sustainable affordability for the health economy (at an aggregate commissioner level);
 Financially viable services;
 Resilience to sensitivity and risk; and
 Transition to be feasible, deliverable and financially viable (there must be an ordered and
structured management plan for the transition).

5.8.8

Sitting back and doing nothing is not an option that is available to us. The Greater Manchester
health economy cannot be made financially sustainable without system-wide organised change. All
parts of the system rely upon one another to function efficiently and cannot achieve financial
balance and meet quality standards by acting in isolation. It is our responsibility to ensure that the
people who live here are aware of this and help to shape the solution for the whole of Greater
Manchester rather than waiting for individual providers to fail.

6
6.1
6.1.1

Management and implementation
Future governance and decision making arrangements
The Large Scale Change Board was established in August 2012 to ensure rigour and coherence
was applied to the totality of the new NHS Greater Manchester portfolio of Service Transformation
programmes. This board was accountable directly to the Clinical Strategy Board (CSB). The CSB
will cease to exist in its current form, from April 2013, from which time an Association of Greater
Manchester CCGs will begin to operate.

6.1.2

From April 2013, both the Association of Greater Manchester CCGs and the National
Commissioning Board Area Team will have responsibilities and accountabilities in ensuring the
successful delivery of the Healthier Together programme. Therefore, it has been necessary to
develop a mechanism which ensures both parties can discharge their responsibilities for the
development of reconfiguration options that meet the requirements of the programme mandate and
the needs of the health economy.

6.1.3

The future governance arrangements are outlined in the diagram below. As described earlier the
importance of placing potential reform of hospital services in the context of wider health and social
care reform locally and across Greater Manchester has been recognised. This will require joint
leadership across the health and social care system in Greater Manchester, but such leadership
does not form part of the formal governance structure for Healthier Together.
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Figure 13: Proposed Healthier Together Governance Arrangements

Proposed Healthier Together Governance Arrangements
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6.2
6.2.1

Determining the options for consultation
The process through which the outline model of care has been developed and the expected
process for taking this through to options on which the public will be consulted on, is outlined in
Figure 14. This involves testing out the outline model of care, determining the implications on
activity, finance, travel, estates, and workforce etc, and developing a long list of options

6.2.2

The long list of options will then be appraised, initially by testing them against two ‘gateways’ which
will immediately remove those options which do not acknowledge a set of agreed ‘fixed points’
and/or do not meet a set of agreed key (hurdle) criteria.

6.2.3

Fixed points are those sites/services within sites whose designation should be ‘fixed’ and which to
change would result in a deterioration of services; and Hurdle criteria are a set of key or essential
criteria that each option must be able to meet. The resulting short list is then put through an options
appraisal using a full set of evaluation criteria.

6.2.4

The Clinical Reference Group and the External Reference Group will be pivotal to this process.
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Figure 14: Process for selecting options for consultation with the public and stakeholders
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6.3
6.3.1

The process for consultation
New regulations for public consultation come into force from April 2013, with the constitution of the
lead CCG being the lead for the document, coupled with the existing statutory legal requirements
as detailed in the Health and Social Care Act 2012, Section 14Z2 (Public Involvement &
Consultation by Clinical Commissioning Groups) and supplemented with a range of additional
Government guidance.

6.3.2

Additionally, a change in the landscape of statutory bodies will result in a double scrutiny
arrangement including both Health and Wellbeing Boards and Overview and Scrutiny Committees
during 2013-14. Notwithstanding these changes, the underlying obligation remains to operate a full,
fair and honest consultation.

6.3.3

Given the scope and scale of the envisaged changes, we propose a model of Campaign, Outreach,
Response, and Evaluation to ensure that a maximum number of affected people are aware of the
consultation and that we gather rich responses which can substantially enhance the proposed
transformation. The consultation approach will be structured into three key headings:
 Why is change necessary?
 How is change envisaged?
 What would the healthcare results be?

6.3.4

Risks to the public consultation lie primarily in the decision-making process leading up to it.
Sufficient lead times must be allowed and it essential that the governance arrangements are
robustly managed. The full Communications and Engagement Strategy is constructed to
substantially manage the principal risks of the consultation process.

6.3.5

The main roles and responsibilities are outlined below:
 The consultor is the lead CCG on behalf of other CCGs and the Greater Manchester clinical
community; and
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The consultees are the Affected Parties (general public, existing patients, affected staff, and
affected organisations), their representatives (patient panels, voluntary organisations, delegated
officers) and the Statutory Bodies.

6.3.6

A suite of methods for the Campaign, Outreach, Response and Evaluation is proposed at a scale to
suit the population, nature of change envisaged, and cost/risk balance.

7
7.1

Next steps & timescales
The next steps in the Healthier Together Programme will be determined by the process and
governance requirements outlined in section six. This section highlights those steps in the process
that will determine the timescale for public consultation.

7.2

Development of Standards & Frameworks

7.2.1

In-Hospital Care
The Healthier Together programme has undertaken work on a broad range of health and care
services. The programme initially focussed on the eight areas of care described in section 2.

7.2.2

Standards and models of care have been developed for in-hospital services - ‘Emergency General
Surgery’ and ‘Urgent, Emergency & Acute Medicine’ and are under development for ‘Women’s and
Children’s services. These have informed the development of an ‘outline model of in-hospital care’
which when finalised will provide the building blocks for developing options for future hospital
configuration in Greater Manchester.

7.2.3

The Clinical Reference Group which provides clinical leadership to the Healthier Together
programme has suggested that additional standards will also need to be clinically agreed to inform
the final ‘model of in-hospital care’ for other key specialties.

7.2.4

This advice needs to be considered by the Lead CCG & Healthier Together Joint Committee (April
2013) and a decision made on where additional standards are required and how service
transformation will be taken forward for the other in-hospital areas originally covered by this
programme e.g. Cardiac Imaging and Neurosciences.

7.2.5

It is expected that work on additional standards would be completed before the end of June 2013
after which stress testing and the development of options for future hospital configuration can be
completed.

7.3
7.3.1

Integrated Care / Out of Hospital Care
It is clear that there is a significant amount of work to do to accelerate the further development of a
Greater Manchester-wide view of integrated care across health and social care partners that
supports and aligns to Local Integrated Care models. Some initial next steps are outlined in section
4.1.12.

7.4
7.4.1

Commitment to Resources
In putting forward any new proposals to deliver health and care, it is vital that the resource
implications are clearly identified and agreed.

7.4.2

In particular major transformational change will need pump priming resources as services move
from the “old way” to the “new way” in a phased and gradual way, there will need to be resources
made available to make these changes safely. This will be undertaken as part of the detailed
business case completed and agreed prior to any proposals being made or consulted on.

7.5
7.5.1

Timescales for Public Consultation
This paper has set out a compelling need for change and a clear vision describing how new,
modern and improved services could be invested in by all public sector organisations to radically
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improve the way we look after those suffering illness and injury and those most vulnerable to ill
health in our society.
7.5.2

We have described a potential new model of that care which has been designed by both the
clinicians that currently deliver care and the patients and carers who use services.

7.5.3

These proposals and how they might impact on residents, as well as on current organisations, need
to be fully consulted on with all partners, stakeholders and interested groups particularly patients
and carers.

7.5.4

Subject to the completion of the necessary process steps outlined within this document the aim
remains to go out to public consultation on the future shape of health and care services in Greater
Manchester later in 2013.

7.5.5

Clearly significant progress has been made on the development of an outline model of ‘in-hospital’
care and it is essential that the momentum gained within our clinical and wider community for
system reform and change is maintained. Whilst that is the case, it must be acknowledged that the
implementation of new governance arrangements and the critical requirement to ensure that
‘integrated care’ and ‘out of hospital’ services across the Greater Manchester wider system are at
the core of the system reform will have an impact on the timescales for public consultation.

7.5.6

To balance these two competing tensions, during April and May 2013 Programme Managers will be
developing plans to share detailed papers on:
 agreed standards of in-hospital care;
 the outline model of in-hospital care and potential building blocks for future hospital acute
configuration with local acute hospital providers as part of the stress testing and due diligence
work required to develop and assess options for future public consultation; and
 to continue to work with partners to describe and implement new models of integrated care
locally at a pace and scale commensurate with the ambition to see a substantial reduction in
avoidable admissions to hospital and care institutions.

7.5.7

This process, including rules of engagement, will need to be agreed by the Lead CCG & Healthier
Together Joint Committee and will be subject to legal/professional advice and considerations
regarding the management of the proposed public consultation process.

8
8.1

Conclusion
The NHS in Greater Manchester has served the public well for 65 years but we recognise that we
are no longer fully meeting the needs of our patients, and that they deserve better. We are
committed to working with all our stakeholders and partners to achieve the kind of transformational
change needed to give everyone the excellent, compassionate care they would want for
themselves; their families and their communities.

8.2

This document is the basis for further discussion with all partners. Over the coming months we will
be developing a final model of care and the range of options that could deliver this before going out
to public consultation later in the year.
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EXECUTIVE SUMMARY
The documents have previously been seen and ratified by the shadow Governing Body
prior to their submission for authorisation. This paper lists these documents and
confirms for the Governing Body that they are NHS Wigan Borough CCG’s current and
official Strategy or plans.
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Confirmation of Strategic Documents submitted to support CCG Authorisation
which are now strategic documents of NHS Wigan Borough CCG.
1. Background
1.1 As a part of the process of CCG authorisation the CCG developed and
submitted in total 11 specific strategic documents, strategy’s or plans as
evidence.
1.2 The documents have previously been seen and ratified by the shadow
Governing Body prior to their submission.

1.3 This paper lists these documents and confirms for the Governing Body
that they are NHS Wigan Borough CCG’s current and official Strategy or
plans.
2. NHS Wigan Borough CCG Strategies and Plans now in operation
following Authorisation.













Integrated Plan and Commissioning Intentions 2013 – 2016
Safeguarding Children and Vulnerable Adults Plan
A Strategy for Quality 2012 – 2015
Complaints Policy and Procedures
Constitution
Equality and Diversity Strategy 2012 – 2016
Financial Management Arrangements
Risk Management Strategy and Policy 2012 – 2013
Information Governance Plan 2013 – 2015
Communications and Engagement Strategy 2013 – 2015
Organisational Development Plan 2012 – 2016
Organisation Structure and Design

3. Recommendation
3.1 The Governing Body note the above NHS Wigan Borough CCG
Documents
3.2 The implementation and delivery of the documents are monitored through
the appropriate CCG Committee.
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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
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CHAIRPERSON’S REPORT
Chairperson’s Name
Committee Name
Date of Meeting
Name of Receiving Committee
Date of Receiving Committee Meeting
Officer Lead

Dr A Atrey
Clinical Governance Committee
20 March 2013
WBCCG Board (and Audit Committee)
23 April 2013
J Southworth

The top 3 risks identified during the meeting & initials of lead with designated responsibility
1. Clostridium Difficile Infections ( Monthly report to WBCCG Governing Body)
2. Provider SUI: StEIS 2013/2285
3. Performance Report - Health Visitor recruitment and retention
Attendance at the meeting:

KA/CS
KA
CM

Acceptable (some apologies)

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

Yes

Narrative report outlining the key issues of the meeting
QUALITY AND SAFETY
Urgent Business:


A discussion was held in relation to the investigation at Bolton Acute Provider regarding a review of Sepsis data. It was
highlighted that there are considerable difficulties and this issue may potentially impact on waiting lists. This issue also
raised questions with regard to the reliability of all Trust reporting figures. An Audit of Sepsis report prepared by Dr Martin
Farrier (MF) at WWLFT was also received and reviewed. This audit had been instigated at the request of the CQC. The
report was considered to be a good audit report. However, the issue of Sepsis recording on death certificates remains a
concern. This may have implications for the reporting of hospital mortality rates. It was noted that it would be useful to
access further data to see if this continues to improve. It was also noted that the focus should be on assurance that the
coding is correct. It was noted that SF and LM had arrangements in place to meet with MF to discuss this issue further.



The Director of Nursing and Governance (Five Boroughs Partnership NHS FT) attended to provide assurance to the
Committee regarding systems and processes that have been implemented following an incident relating to the care and
treatment of Mr and Mrs D. A press conference had taken place (13 March 201) regarding this incident. GB advised the
Committee that significant changes had taken place to avoid a repeat of this type of incident. The content summary of this
update is recorded within the minutes of the meeting.

Terms of Reference (ToR): On review of the feedback received form Committee members it was agreed that the current ToR
would be reviewed and included on next agenda.
Quality and Safety Delivery Plan for 2013 - 2014: Feedback was requested on the document and the following point was
noted: Clinical Director with responsibility for Quality and Safety appointment pending week commencing Monday, 25 March
2013 no other comments were made in relation to the Delivery Plan.
Safeguarding Report: A Chairperson’s Report (including Terms of Reference Wigan Adult and Children Safeguarding
Governance Group was received and accepted. Feedback was requested on the Terms of Reference, comments should be sent
to SE. The following three documents were also tabled:
1.

Audit Tool to Monitor Safeguarding Standards based CQC Essential standard 7 and Section 11 of the Children Act (2004):
Safeguarding Children and Adults audit tools to be embedded and monitored in all commissioned contracts.

2.

Safeguarding Children and Vulnerable Adults Policy: Received and noted.

3.

Escalation Procedure for Monitoring Safeguarding Children and Vulnerable Adults via Providers Contracts: Received and
noted.



Excellent (well attended) Acceptable (some apologies) Unacceptable (not quorate)
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It was agreed that SF and SE would have a separate conversation regards contractual levers. SE also updated the Committee
on:




Training: BCHCT gone down from high level to low level. Training delivery capacity.
Establishment of a database for all safeguarding cases to assist to track and look at trends.
Work with Acute clinical staff in relation to recognising risks/collective themes (non-accidental injuries/child deaths). KA
suggested that there may be an opportunity to fast track this work and suggested that SE link with KH regards trauma
intelligence data.

UP highlighted the importance of selecting the correct people to undertake reviews. Care Homes have put a system in place,
but what about other patients. Medicines advice required urgently. SE unpicking what is not there/good practice overall and tidy
up. The system should be robust and vigorous, with multi-agency sharing of responsibility.
Performance Report (February 2013): The Committee reviewed and discussed the report and made specific reference to:




The HCAIs figures relating to MRSA and Clostridium Difficile.
Mental Health Early Intervention in Psychosis Services – 22 interventions will be required in the final quarter.
Smoking Quitters – currently behind target, however, very often catches up during the final quarter. Debate took place
regarding whether BCHCT were going into Pharmacies and it was noted that Tony Henshall should have this information.
Health Visitors – issues regarding recruitment and retention.

Audit Report – Health Checks for Adults with a Learning Disability (Bridgewater Community Healthcare NHS Trust):
A Briefing Report was included on the agenda; however given the absence of PH a decision was taken to defer this to the next
meeting.
Serious Untoward Incidents (SUIs) - New Reports: There had been one (1) SUI reported since the last meeting. This was a
Grade 3 Pressure Ulcer reported by BCHCT in line with current guidance. This was now subject to an internal investigation and
would be monitored via the Clinical Quality Review process.
SUI: Ref StEIS 2013/2285: An update was also provided regards an incident reported on at the last meeting, this related to the
Joint Sterilisation Service. KA will be providing an update to the Governing Body.
Commissioner Visit – Acute Provider (Draft Report): A visit had been undertaken to a Medical and Surgical Ward at
WWLFT. The visit focused on Harm Free Care: pressure ulcer care, patient falls urinary catheters/UTIs and new venous
thromboebolism (VTE). The visiting team sought the views of both patients and staff. Preliminary feedback was provided to
WWLFT on the day, however, it was also agreed that this report and recommendations would be shared with WWLFT. SF
advised that this visit will be followed up with a further unannounced visit. It was noted that the Commissioner Visit report will be
shared with WWLFT, and, once feedback has been collated from the Provider, the report will then be submitted to the
Governing Body at April 2013.
Quality Report for North of England (January 2013): This report references the annual staff survey. It was noted that the
content of the report does not appear to marry up with some of the comments received on the Commissioner Visit. The reports
do however show an improvement on the previous dataset.
Cancer Peer Review Visit: it was reported that this item had been discussed at a previous Clinical Governance Committee
meeting and further feedback had been requested, therefore, PC had provided an update for the Committee’s information. LS
referred to the last paragraph in the letter from the Acute Provider Chief Executive to the Quality Director, National Cancer Peer
Review Programme, dated 20 September 2012. This paragraph states that the Pharmacy Oncology Manager will visit the
Pharmacy at Clatterbridge to view their systems around assessing competencies with a view to developing a similar system in
Wigan. LS advised that this is unlikely to have taken place and provided the Committee with some information which supported
this statement. In view of the information received via LS, it was agreed that an update was required and it was noted that TA
would include this item on the next Exec to Exec meeting with WWLFT.
Peer Review Action Plan – Stroke: Quality and Contracts Leads had attended a Stroke Improvement Meeting Committee
meeting at WWLFT (27 February 2013). WWLFT had indicated that the deadline dates/timescales (28 February 2013 and 31
March 2013) would be achieved. SF advised that she had emailed LH at WWLFT and requested supporting evidence. It was
noted that this would be a useful meeting for the Head of Provider Quality to attend when in post.
Transfer of Community Services: JS advised the Committee that this briefing was noted at the February Exec to Exec
meeting. The chart on Page 3 demonstrates an improvement in performance and increased staff efficiency. Debate took place
on the services that had transferred from BHCHT to WWLFT and it was agreed that we need to raise awareness regarding
which services we commission. This could be undertaken via the preparation of a simple flowchart, making this information
available on our website or use of a central repository of local telephone numbers/library services. This work could be
undertaken by the new Communications Officer.
Medicines Management Committee Report): A meeting had taken place in February 2013; however, the Chairperson’s
Report from this meeting is not yet available. The following highlights were noted:
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Delivery of the Medicines Management QIPP Plan 2012/2013 - on target
Shared Care Guidelines - WWLFT have been asked to agree 6 priority areas.
Shared Care Protocol (SCP) - there are currently 80 drugs for which a SCP is required. It is intended that this will
commence with the most commonly used drugs, and then working towards preparing SCPs for those less commonly used.
Discussion took place regarding the Medicines Management Team linking with the Health Living Pharmacy Programme (HLPP).
It was noted that the Department of Health/NHS Commissioning Board is looking at the role of Community Pharmacies and
consideration is being given to extending their role. UP added that the LPC Secretary was acting as Lead Pharmacist.
Wigan Borough Wide Infection, Prevention and Control Group: Chairperson’s Report: The report was received and
noted. Debate took place regarding measles and it was noted that we have a good uptake (97%) across the Wigan area. KA
advised that there is a group of children who are currently at the top end of high school who have missed vaccines. There is a
concern regarding unvaccinated nursery workers, in particular, those working with children under the age of 1 year. It was
suggested that MMR should be mandatory for people working with under 1s. A discussion also took place regarding capacity to
respond should a mass vaccination programme be required. It was noted that Health Visitors no longer vaccinate due to
changes in their roles/responsibilities. It was agreed that we would need to cover this issue within the contract for the
Community Services provider to ensure resilience in this area. This would not be a routine requirement, but rather a need to
deploy staff to cover in an emergency situation.
CLINICAL EFFECTIVENESS
Clinical Quality Review (CQR) Process (inclusive of CQUINs):
Chairperson’s Report Acute Services: KA reported:






CQUIN – reasonable progress.
Concerns re TARN data accuracy.
Required to have Consultant at site available for major trauma.
PDP improved.
Continue to have senior representation at meetings and there has been an improvement in the timeliness of reports
received.

Chairperson’s Report Community Provider: Deferred.
Chairperson’s Report Mental Health Services: Deferred in absence of PH.
New Born Blood Samples - Action Plan: The action plan was received and noted. It was noted that start dates/end dates
were not documented within the action plan and that the document did not state which Community Matrons were responsible,
i.e. WBCCG Community Matrons or BCHCT Community Matrons. KA advised that comments should be fed back to Ellen
Cooper. KA also suggested that we ask for someone from LAT to link into Screening and Immunisation.
Effective Use of Resources: Debate took place on the information provided. Whilst it was agreed that the information
contained within this report (funding requests and outcomes) is relevant and useful to this Committee more detailed information
for future meetings is required in relation to trends etc. It was also agreed that the Associate Director – Commissioned Services
(KG) should be invited to be a member of the Clinical Governance Committee.
Quality Assessment of Provider Cost Improvement Programmes (CIPs)





Acute: SF advised regarding clinical leadership sign off. Confirmation that no adverse affects in respect of the quality of
service provision.
Community: It had been noted that the Community Services provider had not provided a Quality Impact Assessment and
sign off? However this had since been received. BCHCT did present to Contract Group. It was reported that there is a
potential concern regarding District Nurses (BCHCT) and how they integrate with the Neighbourhood Team and this needs
to be explored further (confirmation was received that this has now been signed off). It was noted that District Nursing
Services were to be reduced from 16.3 to 11.3 by April 2017. SF advised that she will request further assurance regarding
how they will achieve this from DW, Executive Nurse/Director of Governance at BCHCT.
Mental Health: It was noted that Mental Health Services had been reluctant to share their CIPs? However, all CEs had
presented their CIPs to Wigan Leaders.

PATIENT EXPERIENCE AND PUBLIC INVOLVEMENT
Report of Visit to RAEI – Wigan LINk Lay Visitors: The letter, press release and report relating to the visit to Shevington,
Standish, Lowton and Ince Wards were received and noted. It was acknowledged that LINk gather and provides a lot of
information to WBCCG which is extremely valuable to this organisation and that we appreciate the commitment of the lay
workers for providing this service.
Any Other Business
A briefing paper was tabled regarding the Report of the Mid-Staffordshire NHS Foundation Trust Public Inquiry (Francis Report).
This report will be submitted to the Governing Body. It was noted that this document is a position statement, not an action plan.
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Agreed Actions from the Meeting

As noted within the DRAFT minutes of the meeting and
actions log

Name of Lead with Designated Responsibility for the Action/s

As noted within the DRAFT minutes of the meeting and
actions log

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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CHAIRPERSON’S REPORT
Chairperson’s Name
Committee Name
Date of Meeting
Name of Receiving Committee
Date of Receiving Committee Meeting
Officer Lead

1.

Item 12.2

Dr Mohan Kumar
Finance & Performance Committee
27/03/13

The top 3 risks identified during the meeting & initials of lead with designated responsibility
MT/
Specialist commissioning anomalies / Discussions are progressing to review and revise
CH

2.
LTC scheme led by WWL : assurances of progress and success of delivery need monitoring
Ashton LIFT scheme – Clarity needed from LAT regarding Estates/projects already in
development.

3.

Attendance at the meeting:

Excellent

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

Yes

KG
JS

Narrative report outlining the key issues of the meeting
Financial Plans :
The 2013/14 Financial Plan has already been presented at the March Board which shows the
CCG will deliver all of its statutory financial duties. The Board also noted the key risks to the
CCG. The Board accepted the Financial Plan.
Contract Sign off:
All contract negotiations have been completed and sign off at close of play today
Specialist Commissioning:
Anomalies have been found across GM in respect of a mismatch in Specialist Commissioning
costs to CCG top-sliced allocations. GM CFOs have instigated a review which was led by lead
commissioners to understand the true financial picture in respect of Specialist Commissioning
activity and costs. A summary outcome of this review after four iterations has been circulated.
2013/14 QIPP Annual Plan
This year we are looking at the financial challenge of just over £18m. To help achieve this, the
monthly QIPP group is continuing to hold regular monthly meetings and continuing to have
involvement with Primary Care.
Long Term Conditions
In order to meet the financial challenge around LTC the CCG is working in partnership with WWL,
BCHT, 5BP and Wigan Council to develop an integrated approach to manage LTC within the
Borough.


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

Draft Version 1/Chairpersonsreport/050312

Estates Work Group Report
The committee will need clarity over some clear decision points and answers from LAT regarding fully
developed LIFT schemes where a public consultation has taken place. ie., Ashton. As the CCG may be
expected to deliver some answers to the local population.
QIPP/ Performance reports received.
Discussion around how to review and revise performance reporting so clarity over actions and progress
are transparent. To this end The team will review the current reporting methodology and revise the
reports for F&P and board into succinct summaries and action plans as well as a report on trends and
progress.
T&O performance: Ongoing discussions at Exec to Exec around various options. Wider clinical
engagement and discussions around improving pathways in progress.
Agreed actions from the Meeting
Name of lead with designated
responsibility for the action/s
MT will keep members/Board updated
Specialist commissioning update
LTC scheme

KG and team will monitor closely and
update regularly / Project
management team will report to QIPP
JS will liaise and update

LIFT scheme and Estates strategy

Chairperson’s Additional Comments
The F&P committee will expect clear report summaries, key points update, trend reporting and
Red flag identification to focus the committee’s efforts.

Draft Version 1/Chairpersonsreport/050312

Item 12.3

CHAIRPERSON’S REPORT
Chairperson’s Name
Committee Name
Date of Meeting
Name of Receiving Committee
Date of Receiving Committee Meeting
Officer Lead

Dr Trivedi
Atherleigh Executive
19th March 2013
WBCCG
23rd April 2013
Viv Smith

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

1.
2.
3.
Attendance at the meeting:

Excellent – no apologies

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 Update
 Wigan Borough CCG was one of only 30 CCGs nationally to be authorised without conditions.
From April 1st the PCT will be closed down and the new CCG will commence.
 At recent interviews the posts for Locality ADs were not filled. The interviewees did not match
the standards required. The posts have been re-advertised to a wider catchment area. The
interview dates are yet to be finalised.
 It was noted that ALPF were not represented on the previous interview panel. It was reported
that members of AL were not aware of the date of the pre-interview introductions lunch and
consequently members of ALPF did not attend.
Single Operating Model for the Locality Executive Groups of Wigan Borough CCG
The paper was shared for comment and feedback. Following discussion a number of suggestions were
made which will be fed back to WBCCG Board
Single Commissioning Engagement and Outcome Scheme for Practices within Wigan Borough
CCG
The paper was shared for comment and feedback. Following discussion the paper was generally
approved with a number of caveats which will be fed back to WB CCG Board:
Finance Update
Andrea Gallant updated the Executive on the contracting process:
 Contracts were sent out w/c Monday 18th March to the main providers including WWL,
Bridgewater CH, and 5BP
 There is an agreement with WWL of £2m to be resolved.
 All contracts are expected to be signed off by 28th March 2013.
 Settlement with independent contractors is still to be reached.
Month 10 Financial Reporting Pack for Atherleigh.
Andrea Gallant and Sahra Kay have held meetings to gain understanding of performance at practices
through deep dive reviews which is continuing.



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

Draft Version 1/Chairpersonsreport/050312

Locality Update
PPG –
 There is concern at how patients can be represented at CCG level.
 Healthwatch has appointed a Chair and trustees. One trustee is from Patient Focus.
 Franck Costello, CCG Lay Board member with a special interest in patient engagement has
reported that the CCG wants to lead on Patient Engagement in the Borough; no clear plans
have yet been approved.
 A profile of each PPG is available in each practice. An update on PPG activity within the
Locality will be written to take to Wigan CCG Board.
 PPG members have given feedback that they would like a training programme offering skills in
engagement and participation.
Agreed actions from the Meeting

An update on PPG activity within the Locality will be written to
take to Wigan CCG Board

Chairperson’s Additional Comments

Draft Version 1/Chairpersonsreport/050312

Name of lead with designated
responsibility for the action/s
Ernie Rothwell / Delia Clarke

Item 12.4

CHAIRPERSON’S REPORT
Chairperson’s Name
Committee Name
Date of Meeting
Name of Receiving Committee
Date of Receiving Committee Meeting
Officer Lead

Dr Kumar
Patient Focus Executive
19th March 2013
WBCCG
23rd April 2013
Viv Smith

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

1.
2.
3.
Attendance at the meeting:

Excellent – no apologies

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 Update
 Wigan Borough CCG was one of only 30 CCGs nationally to be authorised without conditions.
From April 1st the PCT will be closed down and the new CCG will commence.
 At recent interviews the posts for Locality ADs were not filled. The interviewees did not match
the standards required. The posts have been re-advertised to a wider catchment area. The
interview dates are yet to be finalised.
 It was noted that ALPF were not represented on the previous interview panel. It was reported
that members of PF were not aware of the date of the pre-interview introductions lunch and
consequently members of ALPF did not attend.
Single Operating Model for the Locality Executive Groups of Wigan Borough CCG
The paper was shared for comment and feedback. Following discussion a number of suggestions were
made which will be fed back to WBCCG Board
Single Commissioning Engagement and Outcome Scheme for Practices within Wigan Borough
CCG
The paper was shared for comment and feedback. Following discussion the paper was generally
approved with a number of caveats which will be fed back to WB CCG Board:
Finance Update
Andrea Gallant updated the Executive on the contracting process:
 Contracts were sent out w/c Monday 18th March to the main providers including WWL,
Bridgewater CH, and 5BP
 There is an agreement with WWL of £2m to be resolved.
 All contracts are expected to be signed off by 28th March 2013.
 Settlement with independent contractors is still to be reached.
Month 10 Financial Reporting Pack for Patient Focus.
Andrea Gallant and Sahra Kay have held meetings to gain understanding of performance at practices
through deep dive reviews which is continuing.



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

Draft Version 1/Chairpersonsreport/050312

Locality Update
PPG –
 There is concern at how patients can be represented at CCG level.
 Healthwatch has appointed a Chair and trustees. One trustee is from Patient Focus.
 Franck Costello, CCG Lay Board member with a special interest in patient engagement has
reported that the CCG wants to lead on Patient Engagement in the Borough; no clear plans
have yet been approved.
 A profile of each PPG is available in each practice. An update on PPG activity within the
Locality will be written to take to Wigan CCG Board.
 PPG members have given feedback that they would like a training programme offering skills in
engagement and participation.
Agreed actions from the Meeting

An update on PPG activity within the Locality will be written to
take to Wigan CCG Board

Name of lead with designated
responsibility for the action/s
Ernie Rothwell / Delia Clarke

Chairperson’s Additional Comments

Feedback about Single operating framework paper will be collated by the lead and
forwarded to John Marshall and will be discussed with other clinical locality

Draft Version 1/Chairpersonsreport/050312

Item 12.5
TABA LOCALITY EXECUTIVE GROUP REPORT (MARCH 2013)
Chairperson’s Name
Locality Name
Date of Meeting
Date of Receiving Board Meeting
Officer Lead

Ashok Atrey
TABA
19.03.2012 TABA LEG
Toni Cooper

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

1.

SECOS –Difficulty in reduction in A/E attendances

SS

2.

Poor Mental Health Service

TC

3.

CDI

TC

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

Trish Anderson and Julie Southworth attended the meeting and responded to all the question put to
them and promised to take some issues to look at WBCCG level.
Detailed discussion of SCEOS and Single Engagement document.
CDI case discussion at locality Level. RCA suggested no contributory factor from Primary Care on this
occasion but further analysis needed from Secondary Care (To be passed onto Christine Sweeney)
Agreed actions from the Meeting

Name of lead with designated
responsibility for the action/s

SCEOS Implementation. Staged payments for A/E attendances

AA

CDI cases if any in future for discussion

AA

Address Blood Collection service

TC/AA

Chairperson’s Additional Comments

SECOS and Single operating model occupied most of the meeting.
AO and Director of Corporate Governance attended the meeting and responded to all
issues raised and promised to look at others when they were back in CCG office.
NHS111 continues to cause some concern. Having said that we are back with our own Out
of Hours service from Claire House though remain unhappy with the level of service being


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

Draft Version 1/Chairpersonsreport/050312

provided to TABA patients.
Concern regarding poor response from Mental Health services.

Draft Version 1/Chairpersonsreport/050312

Item 12.6

LOCALITY EXECUTIVE REPORT
Chairperson’s Name
Locality Name
Date of Meeting
Date of Receiving Board Meeting
Officer Lead

Dr T Ellis
Wigan Commissioning Locality
19 March 2013

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

1.

Prescribing – Concerns regarding management of dementia patients – donepezil now off patent –
costs less than £40 per year to prescribe. Consultants are continually starting patients on memantine
which is far more expensive with no extra clinical value. Dr Seabrook meeting consultant next week
with Medicines Management and will raise the issue. Suggestion that GPs should question the
decision when they receive a request to prescribe memantine. Also felt that the group as a whole
should write to relevant consultants to express their concerns.

JS

2.

111 – soft launch imminent – unclear as to how the service will affect practice workload. Important for
practices to have a unified telephone message during out of hours.
Out of hours service – practices currently receive long feedback letters from out of hours. EG 9 pages
of pre-set questions which haven’t been used / completed and then at the end a diagnosis of otitis
media. Inappropriate and frustrating.

TE

3.

Attendance at the meeting:

Acceptable

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

Yes

Action
Memantine - Practices to question decisions on receipt of letters and
also letter to be sent on behalf of group. A standard practice letter
and a letter from group to be prepared for next meeting.
111 – all practices agree to use the message provided. If any
concerns arise to bring to next meeting for discussion.
OOH feedback - Dr T Kelly will write to out of hours on behalf of
locality.

Name of lead with designated
responsibility for the action/s
E Jackson

All practices
Dr T Kelly

Chairperson’s Additional Comments



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

Draft Version 1/Chairpersonsreport/050312

TK

LOCALITY EXECUTIVE REPORT
Chairperson’s Name
Locality Name
Date of Meeting
Date of Receiving Board Meeting
Officer Lead

Dr Peter Marwick
North Wigan
19TH March 2013

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

1.
2.
3.

SCEOS- Major impact on North Wigan due to volume of GP’s within each Practice.
Healthier Together – potential for major impacts on local care.
Budget Packs – Discussed with Lead accountant the need for quarterly real data showing actual
spend instead of spend compared to plan/budget.

Attendance at the meeting:

Excellent

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

Yes

PM
PM

LD

North Wigan Agenda:
5 Boroughs Relationship Managers – None Attendance
SCEOS – Question why it is not Capitation based, concerns raised over draft proposal due to the large practice
populations and GP numbers. Harder to achieve practice engagement with one GP attending on behalf of 12 in
Practice. PM will raise concerns for the Locality.
CCG Update – 111 service failing and temporary fix.
Healthier Together verbal update from Dr Tim Dalton.
Budget Packs – need for quarterly detailed figures.
Prescribing update – verbal from Dr L Bose Prescribing Lead. NWLG doing well.
AOB- Potential Prescribing QiPP will be reviewed by Dr L Bose.
Reporting of problems/concerns from each practice – workload & letters received discussed.
A&E choice letters sent out to each practice to promote better use of services.
Action
Raise script switch update need
SCEOS – Raise concerns
Discuss SCEOS further in practice
Enquire about 5 Boroughs none attendance
Prescribing lead to review possible QiPP Scheme

Name of lead with designated
responsibility for the action/s
Dr L Bose
Dr P Marwick
Each Practice NW Rep
MC
Dr L Bose

Chairperson’s Additional Comments



Excellent (well attended) Acceptable (some apologies) Unacceptable (not quorate)
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Item 12.8

LOCALITY EXECUTIVE REPORT
Chairperson’s Name
Locality Name
Date of Meeting
Date of Receiving Board Meeting
Officer Lead

Dr Sanjay Wahie
ULC
19th March 2013

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

1.
2.

Antibiotic Prescribing

3.
Attendance at the meeting:

Excellent – Some Apologies

Was the agenda fit for purpose and reflective
of the Terms of Reference?
Narrative report outlining the key issues of the meeting
Financial Update
Sarah Marshall updated the group on the executive summary of the financial update. ULC secondary care activity
is over budget in total by £229k (1%)
Winter De-brief
Discussed the recent email from Kim Godsman regarding the forthcoming Winter De-brief meeting which is to be
held on 25th April 2013. Sanjay Wahie would like presenters to do a presentation outlining a typical working day
within peak winter and explaining the frustrations that they felt around patient flow within Primary Care.
Clostridium Difficile Infection Presentation
Christine Sweeney gave an overview about the implications of C-Dif for infection Control and Patient care. Any
avoidable cases could be discussed in the clinic or at one of the locality meetings for Good Practice.
Antibiotic Prescribing
Discussed the recent letter from Medicines Management regarding the prescribing of antibiotics within Wigan
Borough. Practices to ensure if Locums are used that they are aware of the Antibiotic Prescribing Policy.
Healthier Together Vision Document
Dr Pal updated the group regarding the event held on 13th March. Next Healthier Together Road show is to be
held on 10th April.
Integrated Neighbourhood Teams Workshop Invite
Workshop is facilitated by AQuA to provide an opportunity for participants to experience an INT in operation and
make suggestions for improvement. Practices are asked to distribute the flyer amongst their clinical staff, and
book onto it. To be held on Wednesday 10th April at DW Stadium.
SCEOS
John Marshall updated the group in regarding the Single Commissioning Engagement and Outcome Scheme for
practices and Single Operating Model for the Locality Executive Groups of Wigan Borough CCG.
Agreed actions from the Meeting
GPs to consider doing a presentation outlining a typical working day
within peak winter and explaining the frustrations that they felt
around patient flow within Primary Care.


Name of lead with designated
responsibility for the action/s
SW/GG

Excellent (well attended) Acceptable (some apologies) Unacceptable (not quorate)
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GPs to distribute the INT flyer within their practice. Anyone
interested in booking should contact Catherine Sefton at WWL.

Chairperson’s Additional Comments
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All

