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Foreword:
This is the Wigan Borough Clinical Commissioning Group (WBCCG) Strategic
Plan for 2014-2019. It sets out the CCG’s ambition for the next 5 years. It will enable
the commissioning of high quality health care services for the population of Wigan.
It reflects the aspirations and intentions of a committed collaboration between our
partners and like-minded clinicians to learn, understand and take responsibility for
the commissioning of health services on behalf of its registered patient population.
This draft plan demonstrates confidence in our ability to secure healthcare safely,
and to discharge responsibly our stewardship of most of the local NHS budget.
We believe this plan reflects a way in which WBCCG can do this, which is truly
transformational, with a clear clinical focus and added clinical value.
Wigan Borough Clinical Commissioning Group is the statutory body responsible for
commissioning local health services in Wigan. This means that we have the job of
assessing the health needs of the Wigan population, funding health services that
meet those needs and monitoring the quality of the services that are delivered.
WBCCG is made up of all local GPs who bring their expertise, experience and local
knowledge to the job of improving NHS services in Wigan.
WBCCG and partners have been engaged in a system wide piece of work facilitated
by the Kings Fund to ensure we all recognise the challenges, risks and opportunities
that lie ahead. This work will continue over the coming months and we will provide a
more detailed summary of the outputs in the final version of our 5 year strategic plan.
Our priorities set out within this Five Year Strategic Plan are focused on our biggest
challenges and are based upon the demographics and habits of the Wigan
population.
Wigan has a registered population of 320,000. Nearly 100,000 of these are
considered to be part of the most deprived 20% in the country. As a population, we
do not choose well for the benefit of our health.
Wigan has higher than average rates of alcohol consumption, smoking and
obesity. 23% of our residents have long term illnesses. Emergency hospital
admissions for mental health problems, depression and dementia are higher than it
should be.
We are ambitious:
You love the NHS, we love the NHS. We want the NHS we all love to be the best it
can be and are committed to making sure that the NHS in Wigan is the best.
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We are committed to improving lives:
We want you to be healthy. We want to help you stay healthy. When you're ill, we
want to help you get better by providing services that embody excellence,
professionalism and high quality.
We are compassionate:
We care about you, we care about those you care about, and we care about each
other. All NHS health services in Wigan work as one family. When you need these
services, you become part of our family and we will treat you as such, with
compassion and kindness.
We are inclusive:
Everyone counts. We use our resources for the benefit of the whole community and
make sure no one is excluded or left behind. We support the individual and the
community. We believe that no decision should be taken about you, without you;
after all, it's your healthcare.
We are led by clinicians:
Doctors, nurses, clinicians are our driving force. They have the experience, they
have the knowledge. The principles of the doctor's consulting room are embedded
within the CCG.
Our system wide vision: “Health and social care services should support
people to be well and independent and to take control of their own care,
services should be provided at home, in the community or in primary care ,
unless there is a good reason why this should not be the case. All services in
our Borough should be safe and of a high quality and part of an integrated
sustainable system led by primary care”
As a system we are unified in our desire to deliver a ‘’Bright future for our
patients’’ please follow the link to the NHS Alliances video which highlights the
approach we are taking towards delivering this across the Borough
http://www.youtube.com/watch?v=A22e--dw3M8
We will do this through effective commissioning, working with partners to achieve the
maximum improvements possible in the health of the patients and all residents in
Wigan Borough, maintaining excellent clinical performance, delivering value for
money, and providing clinical leadership and engagement with the public and
member practices.
Tim Dalton
Clinical Chair
Wigan Borough CCCG

Trish Anderson
Accountable Officer
Wigan Borough CCG
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Wigan
B
CCG and
d local partners have come together to agree the fo
ollowing vision:

DEVELOPING THE PROVIDER MARKET

UNPLANNED CARE

QUALITY, SAFETY and SAFEGUARDING

INTEGRATION

“Health and
d social care serv
vices should sup
pport people to b
be well and indep
pendent and to ta
ake control of th
heir own care, services should be
e provided at hom
me,
in the comm
munity or in prim
mary care , unles
ss there is a good
d reason why th
his should not be
e the case. All serrvices in our Borrough should be
e safe and of a hiigh
q
quality
and part o
of an integrated sustainable systtem led by prima
ary care”

Addreessing with
otherrs the wider
deterrminants of
health and ensuring
that tthey contribute
to improving health
outco
omes

Review of the Acu
ute contract as identifieed potential opportunitie
es for removal of
activity from the Acute trust for delivery in an alternative setting
g. The
development of ffeasibility studies and reefinement of business ca
ases will further
explore the viabillity of these opportunities and determine a) What outpatients
can be discontinu
ued now b) What outpattients can be limited in number
n
c) What
outpatients can b
be transferred to Primarry / Community Care d) What
outpatients should be undertaken by acu
ute staff in the community e) What
outpatients can G
GP's be incentivised to d
do f) What infrastructure
e / resources are
required to undertake OPPROCS and dayy cases out of hospital.

Targeeting support
on those patients
with a higher
dependency on
health services, to
impro
ove the
manaagement of the
indiviidual’s
condiitions and
contaain the use of
servicces

The Integrated Caare Pilot will examine innovative methods of reducing
emergency admisssions among aged 65 and over cohort and the redesign of
Community Nursiing and Therapy services will ensure patients arre proactively
case managed to avoid unnecessary pressentation at A&E.

Shift the delivery of
servicces from in‐
hospiital to out of
hospiital in order to
create a sustainable
Healtth and Social
Care System
Continually improve
the quality and
efficieency of
seamless care
servicces both in and
out of hospital

This will be deliveered through the extensiion of the scope of the effective
e
use of
resource policy fo
or procedures of limited clinical value along with
h appropriate
application of clin
nical thresholds for activvity. This will be supporte
ed by the
development of b
business cases as an outp
put of the acute contracct review where
day case and out patients activity was ideentified as an opportunity for delivery in
an alternative settting. Through collaborattive joint review of services with our
partners we have identified areas of service improvement and re
edesign where we
will work in partnership to design innovattive, high quality, value for money
services to optimiise the health and well‐b
being our population.

The implementation of our Integrated Caare strategy along with the
t
reconfiguration and re‐specification of co
ommissioned communitty services, which
will lead to the deelivery of an integrated community service led by
b primary care.
This will deliver reeduction in unscheduled
d admissions, reduction in unplanned
hospitalisation, and an increase in patien
nts being transferred bacck to their place
of residence and reduced length of stay aand Better Care for all of our patients.
Addressed througgh the introduction of ad
dvanced care planning to
t promote
coordination of caare and improve integraation of services for patients on an EOL
pathway. Our Meental Health services aree currently under review
w and we will add
the outcomes of tthe review, our plans an
nd strategy to the final version
v
of this
document in Junee 2014.

Ensuring Probityy:
Strong governance will be vital along this journey to ensure we aree able
to effectively deliveer our radical transformation plans over the nexxt 5
years. We have gained sign up from all parrtners across the system
m and
we all recognise that the only way we will deliver against our systeem
challenges is togeth
her. Each organisation has
h taken the vision and set
out the challenges with their board. The main
m forum that will overrsee
progress against fu
uture objectives is the Wigan
W
Leaders group, witth
representation at Executive
E
level from all organisations
o
(commissiioner
and provider) acrosss the Borough.

Measuring Succcess:








Improved pattient outcomes, quality, safety& safeguarding;
The residentss of the borough are cen
ntral to everything we do
o;
Primary care strategy fully implemen
nted;
Integrated care strategy fully implem
mented with all partners
playing an acttive role;
Delivery of ou
ut of hospital service traansformation priorities;
Reconfiguratiion of community servicces; and
Fully engaged
d provider market.

Princciples and Corporatte Objectives:
The high level valu
ues and principles thatt will support delivery of
o our
vision are: Equalityy – Excellence – Engagem
ment ‐ Integrity






Supporting our
o population to stay healthy and live longerr in all
areas of the Borough;
Commissioning high quality se
ervices, which reflectt the
population’ss need, delivering good clinical outcomes and patient
experience within
w
the resources avaailable;
Function as an effective commissio
oning organisation thatt puts
the patient first;
f
Function ass an organisation thaat consistently delivers its
statutory du
uties.
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1.

System Vision
What is the vision for the system in five years’ time?

1.1

Our shared vision is that “Health and social care services should
support people to be well and independent and to take control
of their own care, services should be provided at home, in the
community or in primary care , unless there is a good reason
why this should not be the case. All services in our Borough
should be safe and of a high quality and part of an integrated
sustainable system led by primary care”.

1.2

If we move forward to 2018/19 we will see a smaller local Acute
sector based on a reduced number of sites (currently 4 sites),
dealing primarily with those patients that cannot be seen in another
setting.

1.3

The Hospital will still provide acute medicine, some general
surgery, trauma services and other supporting services as
appropriate. It will mean that funding in the acute sector will be
reduced by between 35% - 40%.

1.4

This money will be invested in services provided outside of a
hospital setting. Services in the acute sector will be networked
across a Greater Manchester and North West footprint, providing
both in reach and outreach services.

1.5

Highly specialised services will be focused at centres of excellence
within Greater Manchester and the North West, reducing variety,
improving quality and safety and ensuring the future of Health and
Social Care services.

1.6

Services within the community will be focused around groups of GP
practices providing integrated Health and Social Care for the
patient. Patients will not see the different provider organisations as
separate; their care will be continuous and integrated.

1.7

Primary Care will be focused on managing the whole patient
experience, creating a complete picture of the patient and their
health needs. Services will be delivered across the Borough from
the excellent LIFT estate, delivering care closer to the patient from
good, well-resourced facilities.

Healthy People, Healthy Place

1

Wigan Borough CCG – Strategic Plan (2014/15 to 2018/19)

1.8

Services will be robustly monitored and able to demonstrate
excellence in all standards. This will facilitate a more proactive and
preventative approach to healthcare. The system will be high
quality, lean and sustainable for future generations, delivering
appropriate services to the local population.

1.9

The Wigan Health Economy is facing an unprecedented challenge.
Over the next five years we have identified a £50 million funding
challenge set against a background of delivering health and
wellbeing services to meet the needs of a deprived and ageing
population, it is paramount that we maintain our focus on improving
quality and ensure the future sustainability of our system.

1.10

In support of this we have a shared transformational agenda within
the local health system. Our Health and Wellbeing Strategy is built
on three pillars described as;
 Start Well
 Live Well
 Age Well

1.11

Only by working together will we meet the needs of the population
of our Borough and the £50m funding challenge of the coming
years. We have been transparent with our partners about the
challenge that lies ahead and we have a common understanding of
the radical transformation required and the shared responsibility we
have to jointly share and manage the associated risks this brings.

1.12

The safety and welfare of children and vulnerable adults is of
paramount importance to Wigan Borough Clinical Commissioning
Group.

1.13

We work closely with other CCGs and our partners across Greater
Manchester to ensure that all of the services we commission
ensure high quality safe effective care for our population.

1.14

We have a clear focus on preventing, protecting and minimising
harm, were mistakes do happen we are clear that as a system we
must learn from mistakes and embed change in practice to avoid a
reoccurrence.

1.15

Wigan Borough Clinical Commissioning Group work in partnership
with Wigan Council adopting a ‘life course’ approach to
safeguarding through our joint Safeguarding Lead under whom the

Healthy People, Healthy Place
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integrated team look after the needs of Children and Adults. This
ensures that quality, safety and safeguarding run through
everything we do.
1.16

We are very clear about our Corporate Objectives which are
aligned with the Objectives of NHS England and underpin
everything we do:






Supporting our population to stay healthy and live longer
in all areas of the Borough;
Commissioning high quality services, which reflect the
population’s need, delivering good clinical outcomes and
patient experience within the resources available;
Function as an effective commissioning organisation that
puts the patient first;
Function as an organisation that consistently delivers its
statutory duties.

1.17

We have established clear ambitions for our Borough that will
enable us all to drive the transformational agenda we have and
deliver innovative new services for our population, that meet their
ongoing and long term needs.

1.18

Our ambitions for the people of the Borough of Wigan over the next
5 years are:
 Addressing with others the wider determinants of health
and ensuring that they contribute to improving health
outcomes;
 Targeting support on those patients with a higher
dependency on health services, to improve the
management of the individual’s conditions and contain the
use of services;
 Shift the delivery of services from in-hospital to out of
hospital in order to create a sustainable Health and Social
Care System in the Borough of Wigan;
 Continually improve the quality and efficiency of
seamless care services both in and out of hospital.

1.19

Integration will be the key driver to deliver our vision; our ambitions
are aligned to our vision and will drive integration across the
Borough. As with all health and social care economies, Wigan
Borough is facing unprecedented demand upon its health and

Healthy People, Healthy Place
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social care services at the same time as funding levels are
reducing.
1.20

Our residents tell us that they want more joined up services
available in their communities and, at the same time, the analysis
we have done shows us that we cannot sustain the current
proportion of our expenditure that is spent on hospital services.

1.21

We therefore want to support people to be well and independent,
and to take control of their own care. When intervention is needed
we want this to be provided in people’s homes, in primary care or in
the community.

1.22

Only when there is a good reason why this should not be the case
should care be provided at the acute end of the care spectrum –
such as hospital, or a residential or nursing home. All services in
Wigan should be delivered in an integrated way, led by primary
care, and to the highest standards of safety, quality and
safeguarding.

1.23

Our vision for integrated care is a coordinated, care system that is
designed and delivered around the needs of the patient and is led
from primary care. As holder of the registered list of patients,
primary care is in a unique position as the coordinator of
comprehensive care records and health status, shaping services
around the patient, creating a joined up system and dramatically
reducing the fragmentation of services.

1.24

The co-ordination of services around patients will be led by GPs,
who have the greatest understanding of the ‘whole-person care
needs’ of their patients. GPs will play a lead role in ensuring that all
agencies in the Borough play their full part in delivering all of the
elements of patients’ care plans.

1.25

Supporting this will be a wider primary care system, including
pharmacists, optometrists and dentists, who will all play a role in
supporting people to be well and independent.

1.26

We see a local economy where all of our residents feel more in
control of their lives and more confident to draw on their own
personal resources, and those of their families and communities,
not only when health and social care problems arise but to prevent
them from happening.

1.27

We know that this means we will need to give greater priority to
prevention, early intervention, shared decision making and self-

Healthy People, Healthy Place
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care. Whe
en problem
ms occur that need the interventtion of hea
alth and
social care
e services,, our respo
onse will be
e integrateed and targ
geted
where mo
ost effective
e.
1.28

Where appropriate w
we see fully integrate
ed working between health
h
and social care servvices and organisatio
o
ns. This inncludes the
e
movement of large p
proportions
s of service
es from hoospital settings
into the prrimary and communitty sectors, and the reedesign of care
pathways to be integ
grated acro
oss primary, communnity and
secondary
y care.

1.29

To deliverr the transfformational change re
equired to progress a
sustainable health a
and social care
c
system
m we havee created 2
mes of workk underpinned by 4 workstream
w
ms:
programm

IN
N
HOSPITAL

HEALTHIER
TOGETHER
Gre
eater Mancchester
Acute Servicess
Reconfiguratioon
LOCAL ACUTE
SER
RVICE
RECONFIGURA
ATION
Serrvices deliveered in
a hospital
h
settting

1.30

OUT OF
HOSPITAL
PRIIMARY CARE
GP service delivery

LOCCAL COMMUNITY
SERRVICE
RECCONFIGURA
ATION
Serrvices delive
ered in
a coommunity setting
s

One exam
mple of how
w our share
ed vision and
a ambitioons will delliver
improvements for th e populatio
on of our Borough
B
is through our Out
of Hospital transforrmational programme
p
e. This proggramme will
w
enable us to:






Healthy Peo
ople, Healthyy Place

De
eliver an in
nnovative care
c
models;
Drrive joint w
working thro
ough innov
vative servvice design
n, resp
pecifying a
and new co
ontractual mechanissms;
Change the provider la
andscape with
w a preddominance
e of
se
ervices bei ng provide
ed in a com
mmunity seetting close
er to
ou
ur patients ;
Prrovide morre integrate
ed services
s to ensuree the syste
em
op
perates mo
ore effectiv
vely and efficiently;
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Remove duplication and improve the patient experience;
and
Drive competition and stimulate market development.

1.31

We know that health inequalities remain a key challenge within the
borough. Promotion of equality, valuing diversity and upholding
human rights are fundamental to providing good quality healthcare,
addressing health inequalities and promoting wellbeing.

1.32

We recognise the importance of reducing inequalities between
patients with respect to their ability to access health services, and
to reduce inequalities between patients in relation to the outcomes
achieved for them by the provision of health services. These
principles are fully articulated in our Equality and Diversity strategy.

1.33

To achieve our ambitions we will work together to develop the
provider market, focus on effective management of unplanned care
and ensure quality, safety and safeguarding are at the heart of
everything we do.

Healthy People, Healthy Place
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2.

Ensuring patients and citizens will be fully included

How does the vision include the six characteristics of a high quality and
sustainable system and transformational service models highlighted in the
guidance?
2.1

We have ambitious plans to redesign and integrate services. Over
the next few years Wigan Borough CCG wants to ensure that
patients and members of the public have the opportunity to
influence the planning and design of local healthcare services at
each stage of the process.

2.2

Our GPs are fundamental to this as they are frontline, face to face
with patients on a daily basis; the weekly GP master class allows
them to feedback their comments and suggestions.

2.3

The below table provides a snapshot of engagement events we
have scheduled during the first four months of 2014:

Service
Area

Description

Shaping
Your Local
NHS

A series of sessions to
explore in more detail some
of the proposals that the
CCG and its partners are
developing in response to
current challenges facing our
local NHS and to provide an
opportunity for discussion
and debate which will inform
wider public consultation.

Wednesday 5th
February, 4.00pm –
7.00pm at Wigan
Investment Centre

The CCG is undertaking a
review of current diabetes
services with a view to
improving quality, safety,
safeguarding and health
outcomes for local people.

Saturday 1st February
2014

Improving
local
diabetes
services

Involvement
Opportunities

Wednesday 12th
February, 1.00pm –
4.00pm at Leigh Sports
Village.

Diabetes Drop-In Event
10am-1pm Leigh Sports
Village
Opportunities to share
experiences of local
diabetes services and
influence the way that
services are developed

Healthy People, Healthy Place

Timescales/
Time
Commitment
Initial sessions
during February.
On-going
opportunities to
influence the
shape of local
NHS services.

One-off
commitments e.g.
attending the event
on the 1st
February.

Future
opportunities to get
involved in service
redesign panels.
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Service
Area

Description

Involvement
Opportunities

Community
Nursing
Services
Review

Wigan Borough CCG is
planning to undertake a
service redesign of
community nursing and
therapy services during
February- April 2014. The
review will include services
such as district nursing,
community matrons and
community therapy services.

We want to hear about
your views and
experiences of
community nursing
services. What makes a
good service?

Design of local campaigns to
raise awareness of a range
of health issues affecting
local people including antibiotic prescribing and
medicines wastage.
Supporting the development
of the CCG website and
design of interactive pages

Patient Panel to be
established in March
2014 to offer advice and
support on the
development of CCG
campaigns.

Meetings to be set
from March 2014

Shared decision making is a
process in which clinicians
and patients discuss together
which treatment, tests or
management options for a
particular condition are best
for the patient.

We want to work with
patients to get a better
understanding of the
ways in which we can
improve communication
and information to
support active
involvement in decisions
about treatment and
care. We would like to
hear from Patient
Participation Groups
(PPGs) who have an
interest in this area and
from individuals who
would work with us as
part of a task group.

Task Group
meeting to be
arranged February
2014

Local NHS
Campaigns

Shared
Decision
Making

Healthy People, Healthy Place

Timescales/
Time
Commitment

How could current
services be improved?
Focus group to be
arranged during
February 2014.

Group likely to
meet 4 times per
year
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Service
Area
Integrated
Care

Description

Involvement
Opportunities

The CCG is working with the
council and other health and
social care providers to
implement a programme of
integrated care pilots led by
local GPs.

The Extended
Integrated
Neighbourhood Teams
(EINT) programme will
need patient and public
involvement to shape
the design of the
service.

We are keen for patients to
be involved in designing the
services that will be delivered
through the programme.

Mental
Health
Strategy

Wigan Borough CCG is
organising a series of focus
groups as part of the
development of a new mental
health strategy. The focus
groups are part of a
comprehensive process of
listening to all our
stakeholders to find out what
people think about mental
health services in Wigan
Borough and how they
should be delivered over the
next five years.

Timescales/
Time
Commitment
February- March
2014

A working group is
being established to
consider shared
decision making, selfmanagement and
promoting
independence.
Work on a mental health February - March
strategy for Wigan
2014
Borough is to
commence shortly.

Listening to patients and
the public will be an
essential part of the
strategy’s development
and we will hold a series
of workshops in
February and March.

You do not have to be
directly involved in mental
health services to contribute
and we welcome feedback
from everyone who lives
and/or works in the borough

Healthy People, Healthy Place
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Service
Area

Description

Wigan Borough CCG designs
and distributes leaflets and
information to the public
regularly. The Reader Panel
would be sent any
documents that would be
made publically available to
ensure that it is accessible,
readable and in plain English.

Reader
Panel

Involvement
Opportunities

Timescales/
Time
Commitment

We want volunteers to
join the Reader Panel.
It will be done via
post/email.
All members will be
asked to agree to the
term/ condition of not
sharing the information
wider than the reader
panel until the final
version is agreed upon.

2.4

We have 60 Patient Participation Groups (PPGs) linked to GP
practices within Wigan Borough and a further 6 PPG Locality
Groups. In conjunction with the overarching CCG Patients Forum
this excellent network can be used to harness patient views and test
viewpoints on our transformational agenda.

2.5

The CCG works in partnership with community groups and voluntary
organisations to reach and understand the communities it is seeking
to work with. The CCG develops effective mechanisms to capture
patient and public insight so that it underpins and informs CCG
decision-making processes.

2.6

Complaints and patient feedback are used as an important indicator
of the quality and safety of services. All of the information received
through our engagement with patients informs our commissioning
strategy and we constantly strive to improve the ways in which we
engage our population, avoiding a one size fits all approach.

Healthy People, Healthy Place
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3.

Primary Care

3.1

There is evidence that demand for primary care has been rising
significantly over time, with the number of general practice
consultations having risen by 75 per cent between 1995 and 2009,
resulting in an increased clinical workload of over 40 per cent when
compared to 1998. Source (Office for National Statistics, cited by
Howard and others, 2013, p6).

3.2

The fact that GPs are experiencing increased demand is most clearly
borne out by the increased number of patient consultations provided.
Between 1995 and 2008, the number of patient consultations rose by
75%, from 171 million to more than 300 million.

3.3

GP consultations rose by 11% and nurse consultations rose by
nearly 150%. For the average patient, the number of consultations
per year rose from 3.9 in 1995 to 5.5 in 2008, with the biggest
increases taking place amongst those aged over 70 years

3.4

In the 12 month period from September 2010–11, consultant
numbers rose by 3.5% WTE. In the same period, GP numbers rose
by just 0.2% WTE suggesting inequity in resource allocation between
primary and secondary care.

3.4

In order to realise our vision we are aware of the need to develop our
investment in primary care. In the future Primary Care will have a
more significant role in the leadership, co-ordination and provision of
services in the Wigan Borough.

3.5

This will require investment in workforce development, investment in
technology to support innovative care delivery, improved utilisation
and development of our existing well established community estate
infrastructure and education and refocus of patient’s health utilisation
behaviour.

3.6

It will also require a step change in the way in which services are
designed, commissioned and provided.

3.7

Our Primary Care strategy proposes a series of reforms that aim to
put Primary Care at the heart of the Wigan health and social care
economy.

3.8

The aim is that not only will Primary Care continue to lead the design
of the healthcare system via GP clinical commissioning, but also
provide a greater range of services and improve the quality and
safety of the services delivered to patients.

Healthy People, Healthy Place
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3.9

The continued implementation of our primary care strategy will be
integral to delivery of our ambitions and ultimately our plans for
integration, moving care out of hospital and our reconfiguration of
community services.

3.10

The development of primary care is required due to a wide range of
national and local issues which include demographic pressures,
rising prevalence of chronic disease, rising demand for primary care
services, constrained funding growth and rising patient expectations.

3.11

The strategy has been developed using input and expertise from a
wide range of stakeholders attending the Wigan Borough CCG
Primary Care Strategy development group.

3.12

Invitations to comment and clinical interviews with a representative
number of GP practices across Wigan have also been undertaken.
Furthermore, the CCG’s Patient Participation Group (PPG) Network
was also used to gain feedback from patient perspectives.
Improving Access to GP Services

3.13

The focus on GP access is to provide greater consistency for
patients by developing access standards across the health economy.
The aspiration is for all patients to be clinically assessed or offered
an appointment even if they contact the practice the same day.

3.14

This includes all children less than 5 years of age being continued to
be offered an appointment. For patients who attend A&E who require
GP care a rapid access referral pathway will be created to their GP
practice.

3.15

We also aim to expand the range of media by which patients can
contact and receive care from their practice. GP practices will be
supported to explore offering patients the opportunity to contact their
practice via options such as web booking, automated telephone
booking systems and also video consultations.

3.16

The overall aim is to not only improve patient experience but also
improve the timeliness of patient diagnoses and treatment.

3.17

It is intended that the primary metric to measure the effectiveness of
these changes will be a reduction in Accident and Emergency (A&E)
attendances alongside improvements in the Patient Survey access
results.

Healthy People, Healthy Place
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3.18

The CCG will use its own clinical commissioning tools such as
contractual and engagement frameworks as delivery vehicles.
Collaborative work with NHS Greater Manchester’s Local Area Team
will be undertaken on areas of mutual priority as part of the Healthier
Together agenda.
Improving Primary Care Services and Clinical Outcomes

3.19

Primary care overall will be radically reformed with a shift of patient
care from an in hospital to an out of hospital setting.

3.20

There will be continued focus on enhancing care quality, safety,
safeguarding patient experience and clinical outcomes.

3.21

The range of services will be expanded by harnessing the existing
skills of the primary care workforce and also encouraging greater
collaboration and joint working with acute and community health
professional. Shared Decision Making and self-care will be essential
design components.

3.22

The CCG has continued to build upon its Integrated Neighbourhood
Teams by establishing an Integrated Care Pilot which has mobilised
during January 2014.

3.23

This includes dedicated GP Care Directors who will be responsible
for the overall care co-ordination of patients over 65 years old at high
risk of admission to hospital. The pilot will explore the development
of a single IT patient care plan to be accessible by all professionals
involved in the patient’s care.

3.24

Since the introduction of the Integrated Neighbourhood Teams
locally, there has been national developments.

3.25

These include changes to the GP Contract, the introduction of a new
Enhanced Service to support the avoidance of unplanned
admissions and the additional funding required to support improved
delivery of care to the patients aged over 75 years.

3.26

We believe that these will enhance the delivery of our Integrated
Care Pilot with additional funding and support to drive the agenda.

3.27

The new schemes interact and overlap to provide a more integrated
service for our patients who have co-morbidities and the highest risk
of attending hospital in an unplanned way.
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3.33

The CCG will measure its impact by the number of new services and
care pathways that the primary care system has the capacity and
capability to deliver as we begin the process of competing our
services in line with Monitors guidance relating to choice and
competition.
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4.

Healthier Together – The Greater Manchester Case for Change

4.1

The Healthier Together programme is part of the Greater
Manchester (GM) Programme for Health and Social Care (H&SC)
Reform, which aims to provide the best health and care for Greater
Manchester.

4.2

It is the largest and most ambitious health and care reconfiguration
programme in the country. The programme is responsible to the 12
Clinical Commissioning Groups across Greater Manchester, with the
CCGs exercising our statutory responsibility for commissioning
through a shared decision-making body, the Healthier Together
Committees in Common (formally a sub-committee of each CCG).

4.2

It is widely recognised that the different parts of the health and social
care system are inter-dependent, and that major changes to services
in the community are required before significant hospital changes can
take place.

4.3

The wider Healthier Together programme brings together the locality
programmes developing Community-based Care (Integrated Care and
Primary care) with the reform of “In Hospital” care across Greater
Manchester for the “in-scope” services (these are: Urgent, Acute and
Emergency Medicine; General Surgery; and Women and Children’s
services).
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4.11

As more people receive appropriate treatment at home or in the
community, those patients that do need to be admitted into hospital,
especially in an emergency, are likely to have more complex needs.

4.12

They are most in need of very specialist care and being assessed by a
senior doctor will improve their chances of recovery. Senior doctors
are not available in all specialities on site 24 hours a day, 7 days a
week due to the large spread of services across Greater Manchester.

4.13

This means that Greater Manchester has an inequity of provision out
of hours and at weekends often leading to poorer outcomes for
patients.

4.14

Over the last 24 months, over twenty clinical congresses involving
hundreds of clinicians have considered the issues facing our health
system.

4.15

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 and contributed to this case for change.

4.16

The proposals arising from these congresses are for services to be
shared across a number of defined hospital sites, with clinicians
working across those sites to provide seamless care, with the teams
delivering the “once-in-a-lifetime” specialist care on a designated site.

4.17

These “single services” are shared across the geographical footprint,
and the clinical teams benefit from being part of a wider, sustainable
and better supervised team.

4.18

This should raise standards in the “routine” work in the District
General Hospital as well as meeting the clinical standards at the
specialist site, a “win-win” for patients.

4.19

This should also significantly improve efficiency at all the sites (as
routine activity would no longer be interrupted by emergencies), and it
is expected that that the Trusts would share the financial risk to avoid
the perception of “winners and losers”.

4.20

The proposals to change hospital services will be subject to statutory
public consultation, and must pass the requirements of the NHS
Assurance process.
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4.
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4.23

Following extensive pre-consultation engagement, including with key
partners such as the Association of Greater Manchester Authorities
(AGMA) the Committees in Common of the CCGs will decide to
proceed to consultation in April 2014.

4.24

Subject to NHS Assurance, it is planned that formal consultation will
take place in the summer of 2014, with a final decision at the end of
2014.

4.25

There are considerable risks in a programme of this size and
complexity, and given the proximity of a general election there is a
possibility that the formal consultation and decision will need to be
postponed until 2015 – this would clearly delay the programme and
the delivery of the benefits expected to be realised.

Pre‐consultation
engagement
Complete modelling
and Options Appraisal

Jan – April 14

Healthy People, Healthy Place

CiC decision to
proceed

NHS Assurance

April 2014

Apr-May

Formal public
consultation

CiC Decision on
hospital
reconfiguration

June – Sept 14

Dec 14
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When problems occur that need the intervention of health and social
care services, our response will be integrated and targeted.
5.8

We see fully integrated working between health and social care
services and organisations. This includes the movement of large
proportions of services from hospital settings into the primary and
community sectors, and the redesign of care pathways to be
integrated across primary, community and secondary care.
The Difference to our Residents:

5.9

We want our joined up approach to make a real difference to all our
residents. This approach will be designed to address the concerns
from our communities about the current fragmented nature of some of
the care they receive.

5.10

These include:







5.11

We know what people would like to see from their health and social
care services





5.12

Reducing the repetition and duplication – “I don’t want to tell
people six times’’;
No one falls through the gaps - “We didn’t know who was
responsible for what”;
An end to revolving door syndrome – “Dad was in and out of
hospital and care homes more often that he needed to be”;
Coordinated home visits – “I wanted to be there to support my
mum as she is uncomfortable with strangers coming into the
house, but it meant I had to take time off work”; and
Discharge from hospital at the right time with the right support –
“Dad wanted to come home and we wanted him home, but it
took ages”;

To tell their story once;
For providers to join and co-ordinate services to create a chain
of support;
To open up their world and increase their choices; and
To be involved in their own care and for this to be centred on
their wants and needs.

We know the major challenges that we face in delivering more
integrated care:
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Too many individuals are trapped in cycles of unnecessary,
expensive emergency hospital admissions resulting in
increased dependencies on formal care;
We have fragmented and broken chains of care resulting in
gaps, escalations of response, inappropriate “hand-offs” and
limited on-going support; and
Too great a reliance on hospital-based care, and a need to
modernise our community and primary care infrastructure.
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6.

Access to the highest quality urgent and emergency care

6.1

WBCCG is committed to ensuring the delivery of high quality effective
urgent and emergency care services for our population.

6.2

Over the last 5 years the WBCCG health economy has been
undertaking a transformation of urgent care services and we are now
at a point where full implementation of our vision is being realised.

6.3

Our commitment is demonstrated in the WBCCG health economy
vision for urgent care published in 2012. The framework was
developed with GPCC leadership and in collaboration with service
users, Wrightington, Wigan and Leigh NHS FT, Bridgewater
Community Trust, 5 Boroughs Mental Health Partnership and Wigan
MBC.

6.4

The vision for urgent and emergency care was created following a
series of service reviews, audits and workshops to redesign Urgent
Care services for the Wigan Borough and to develop new best
practice care pathways and ensure patients receive care in the best
place, in the best possible time, with the best treatment along the way.

To develop a proactive, robust system for patients that redirects
current levels of urgent care into planned or managed care. This
requires the system to be simplified and have consistent and
coordinated approaches across the NHS, Local Authority and
voluntary sector organisations. Services access will be designed
around the needs of patients. More patient care will be available in
the community through locality based demand management teams.
There will be no inequity of access to service provision. Patients
should expect to receive high quality and appropriate levels of
urgent care that safely meets their health and social care needs
regardless of their clinical condition and where they live. The care
needs of vulnerable patients, such as the frail elderly and mentally
ill patients will be safely met within the local urgent care system.

6.5

Our vision segments unscheduled care into three categories of users:


Healthy People, Healthy Place

Those who require emergency care e.g. trauma, needing
immediate access to fully staffed hospitals with senior
clinical capability;

24

Wigan Borough CCG – Strategic Plan (2014/15 to 2018/19)





Those with urgent care such as minor trauma and
illnesses needing an experienced primary care response for
the initial assessment and treatment; and
Those with chronic illness such as mental health, elderly
care, end of life care and long term conditions.

6.6

To ensure the delivery of high quality care and clearly articulate our
patients needs from an urgent care service a comprehensive service
has also been developed, focusing on the sub-acute care
management of patients who are at risk of a hospital admission and
effective utilisation management through supporting admission
avoidance and early supported discharge of patients with sub-acute
care needs.

6.7

The service specification sets out the development of a sub-acute
care service compromising an interdisciplinary team, including
physicians, nurses and other relevant professional disciplines, who
are trained and knowledgeable to assess and manage complex long
term and sub-acute conditions and perform necessary procedures to
maintain the patient care in the community.

6.8

Over the last few years we have been working closely with our
providers to implement this service specification to enable our urgent
care service to be highly responsive and effectively meet our patient’s
needs.
System Resilience during Acute Pressure

6.9

To ensure high quality urgent care services are maintained during
acute system pressures for example winter, the CCG has developed
an annual health economy wide winter plan.

6.10

The winter plan sets out the steps that are undertaken across the
Wigan Borough health and social care community to ensure that
appropriate arrangements are in place to provide high quality and
responsive services over the winter period.

6.11

It is developed following a health economy wide winter debrief held in
the period following the previous winter. The winter debrief evaluates
the effectiveness of the previous winter plan and identifies system
improvements required to support resilience in preparation for the
following winter.

6.12

In this way the health economy ensures and promotes continuous
quality and resilience improvement.

Healthy People, Healthy Place
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6.13

The winter plan seeks to ensure:







6.14

Clear identification of the escalation process;
Key organisational contacts are identified;
Potential risks have been identified and contingencies
have been put in place;
Provision of high quality patient services are maintained
through periods of pressure;
That national targets and finance are managed during
pressured periods; and
That process is in place to meet the winter reporting
requirements of Boards and GM.

Key elements of the plan include







The establishment of a system to provide daily capacity
and performance monitoring of providers;
A weekly Emergency Care Operations Group (ECOG)
ensures Borough-wide agreed plans are fully operational
with any changes agreed across the system;
The monitoring of all work through the Wigan Borough
CCG (WBCCG) health economy Unscheduled Care Board
(UCB), which has the remit to develop robust demand
management strategies, promote best practice and
ensure that the whole system is aware of changes to the
levels of predicted activity, enabling the system to respond
accordingly; and
Agreement of a common escalation policy with each
organisation and an agreed definition set to aid
consistency and communications.

6.15

The Borough-wide winter planning approach builds on the whole
system approach which acknowledges the usual peaks in demand
over the Christmas and New Year period, plus unusual peaks in
demand as a result of adverse weather conditions.

6.16

Our commitment is to ensure that we have adequate ‘system wide’
resilience plans, to respond to operational difficulties in parts of the
system, such as delayed transfers of care, waiting times in accident
and emergency, ambulance delays, unplanned ward or home
closures.

6.17

During winter 2013/14 WBCCG implemented a winter resilience
incentive scheme to incentivise providers to deliver high quality care to
maintain system resilience during the winter period.
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6.18

The CCG invested in all providers with schemes being targeted at
specific points in the system known to be under pressure. These were













GP Out of Hours pilot to co-locate at the front of the
Emergency Department;
Enhanced services in primary care;
General Medical support to 5 Borough wards;
Enhanced transport cover;
Medical cover for additional ward rounds and additional
support in the Emergency Department;
Additional support to A&E - admin costs, therapist 7 day
working. Therapists, 7/7, ward support staff, dedicated
discharge porter to speed up the discharge process,
additional ward administration to aid patient flow to facilitate
quicker discharge;
Enhanced Complex Discharge Team;
End of Life Care, Education and Support;
Enhanced support to Care Homes;
End of Life Care District Nurse Liaison;
Social Workers triage in A&E.

6.19

The performance of each service was measured against a set of
agreed standards with key outcomes to support system safety and
resilience.

6.20

One of the key transformational enablers implemented by the CCG is
the development of outcomes measures for urgent care services. In
the 14/15 contracting round the CCG proposes to move from a block
contract to a payment on outcomes model for sub-acute services
thereby incentivizing more admission avoidance rather than the
current model of reducing acute length of stay.

6.21

The CCG will also test the following innovations:






6.22

social work triage in A+E;
rapid nursing home response and advanced care planning
in care homes;
7 day working;
GP triage / co-location of GP OOH with A+E;
Hospice at home.

One of the key transformational developments in realising our vision is
the transformational redesign of our community nursing and therapies
services. Our aspiration is to have a fully integrated community
service, led by primary care.
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6.23 The redesign will address current commissioning gaps and make more
efficient use of current resource, reducing duplication and focussing
provision of services around the needs of the patient in a more coordinated way.
6.24 The community service will support the WBCCG urgent care system by
providing innovative community services to enable patients to remain
in the community for as long as possible.
6.25 This will be achieved through the provision of effective case
management of patients in the community to reduce dependency on
acute services, provision of a co-ordinated integrated service
responding to patients escalating needs to promote admission
avoidance and the provision of proactive early supported discharge to
enable system resilience and effective patient flow.
Paramedic Emergency Service
6.26

The Paramedic Emergency Service (PES) Commissioning Intentions
for 2014/15 were produced in collaboration with the 33 CCGs in the
North West (NW), by utilising the governance framework agreed within
the Memorandum of Understanding between the CCGs and the NW
Ambulance Commissioning Team (ACT).

6.27

Consultation and engagement was carried out with each group within
a framework, the starting point being the ‘Clinical Development
Group’.

6.28

Following preparatory work and consultation, a NW workshop was
held in December 2013, which was well attended by both
commissioners and provider (North West Ambulance Service –
NWAS).

6.29

These outputs were then used to finalise the commissioning intentions
document, which was agreed by the Ambulance Strategic Partnership
Board (SPB) in January 2014.

6.30

The commissioning intentions document recognises the need for
whole system transformation in order to move towards the healthcare
system described by both the House of Commons Health Committee
‘Urgent and Emergency Services’ report (July 2013), and the Keogh
‘Urgent and Emergency Care Review’ (November 2013).

6.31

Both reports describe PES as having a changed role within an
enhanced system of urgent care; a role where conveyance to hospital
will be one of a range of clinical options open to ambulance services.
There will be incremental changes required over the coming years, in
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order to allow PES to become “mobile urgent treatment centres”
(Keogh, 2013). One of these key required changes is to achieve a
reduction in conveyance to hospital.
6.32 The commissioning intentions then informed the 2014/15 contract
negotiations. The contractual model for 2014/15 encourages a
significant step towards the required strategic change, by incentivising
through quality measures a reduction in conveyance.
6.33 This will allow NWAS to build on the progress they have already made
with commissioners over recent years; developing and implementing
initiatives such as the Urgent Care Desk, Pathfinder, Referral Schemes
into Primary Care, and Targeting Frequent Attenders, to name some
examples.
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7.

A step-change in the productivity of elective care

7.1

WBCCG is committed to the delivery of timely and effective elective
care services for our patients and we have been working with our
Acute Providers turnaround team to ensure performance is improved.

7.2

The WBCCG health economy’s acute provider has been significantly
challenged in the delivery of the national RTT performance standards
and has, for some time been working in conjunction with
commissioners to manage backlog clearance in Trauma and
Orthopaedics (T&O).

7.3

A turnaround plan was instigated during 2013 and WBCCG have
worked closely in partnership with the Acute Trust to support
clearance of the backlog to enable RTT performance and current
reports demonstrate the backlog clearance of RTT Non-Admitted has
been clearing at a slightly reduced rate to the trajectory since January
2014.

7.4

In January the non-admitted backlog was 96 against a trajectory of
199. This over performance continues to be driven by a higher than
expected throughput of patients from non-admitted / open pathway
onto their next decision (either admitted waiting list or closed
pathway).

7.5

The reported admitted backlog in January is 256 against a trajectory
of 308. However, of the 256 backlog, 22 are patients who have a
pause added to their pathway which will result in them becoming nonbreach when treated which gives the actual position of 234.

7.6

In order to achieve 18 weeks by the 31st March 2014 a minimum of
258 breaches were to be dated to the end of the week commencing
27th January 2014, to date 274 breaches have been dated in this time
period.

7.7

To support continued performance improvement we have developed
an incentive scheme whereby unsuccessful achievement of the T&O
backlog clearance plan in March will result in only 50% of all March
incentive payments for all targets achieved in month being paid.

7.8

This has brought the health economy to a well performing position
before we embark on 14/15 performance.

7.9

In order to further support the system and manage demand
commissioners have developed a Musculoskeletal (MSK) Clinical
Assessment and Triage (CATS) redesign business case to support
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achievement of the RTT and ensure patients timely access to the T&O
service.
7.10

We have supported two multi-agency workshops for T&O the outcome
of which has been a series of orthopaedic pathways. The project aims
to streamline referrals into acute Trauma and Orthopaedics
outpatients through a potential direct initial referral to the MSK CATs,
which will potentially result in a significantly higher proportion of direct
referrals triaged by the MSK CATs service.

7.11

The MSK CATs will provide an initial assessment and treatment
appropriate to the condition. This will potentially redirect
approximately 65% of the 3378 annual referrals to T+O and is
estimated to reduce outpatient referrals as a large proportion of the
activity is likely to be managed in a community setting through
specialist physiotherapy/podiatry.

7.9

Current direct GP referrals to WWL convert at a rate of 35% and
CATS referrals to WWL currently convert at a rate of 65%.

7.10

Referrals to MSK CAST will not be mandated as many GPs are
familiar with national pathways. The national pathways will also be
localised to assist GPs in referrals to our local T&O providers.

7.11

By promoting wider use of the MSK CATs for T+O referrals, it is
estimated that a large proportion of activity can be managed in a
community setting with an increased presence of WWL T&O
consultants which will increase the direct listing opportunities.

7.12

This will provide a better outcome for patients, better value for money
and care in the right setting.

7.13

The intended project benefits are:
 Evidenced based appropriate treatment in the correct care
setting;
 More effective use of acute services;
 Improved opportunities to deliver the 18 week T+O pathway
through effective demand management; and
 Improved value for money as care will be delivered at a local
price instead of national OP tariff price.

7.14

We plan to deliver a significant step change in elective care going
forwards following the identification of potential shift opportunities
highlighted as part of the CCG Out-of Hospital transformation
programme.
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7.15

This programme was initiated in response to our significant financial
challenge (£50m) over the next five years. We undertook an acute
contract review against a set of identified principles to identify potential
opportunities for the delivery of care closer to the patient’s home, in an
alternative setting at a reduced cost.

7.16

This review highlighted significant opportunities in elective care linked
to the movement of out-patient activity, simple and complex
diagnostics, out-patient procedures and simple day cases into a
community setting.

7.17

The CCG now plans to undertake significant transformation work
linked to these areas in 14/15 through the development of robust
business cases, engagement activities, feasibility studies and service
redesigns to determine the impact of shifting these services.
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8.

Specialised services concentrated in centres of excellence

8.1

The work we are engaged in around the Healthier Together
programme across Greater Manchester will support our plans for
transforming the way our populations care needs are met in the future.






Picture a health service that does all it can to help you stay
healthy and supports you to look after yours and your
family's health;
Picture a health service that is organised to provide care in
the most appropriate setting - for many; this will be at home
or in the community rather than in hospital; and
Picture a health service that is able to provide the very best
specialist care to everyone who needs it - 24 hours a day,
seven days a week.

8.2

Healthier Together is a review of health and social care and is part of
a wider public service reform, seeking to improve outcomes for all
Greater Manchester residents.

8.3

Healthier Together wants to improve the quality of treatment in and
out of hospital under integrated care, primary care and hospital care.
The programme is clinically led, and is managed by the Service
Transformation team which is accountable to Greater Manchester’s
twelve CCGs, of which we are one.

8.4

The Healthier Together programme aims to develop a model of care
that will help the NHS and other care providers in Greater
Manchester provide quality services that are safe, accessible and
sustainable for future generations. It will consider how best to
provide the right service, at the right time, in the right place to
achieve the best outcomes within the resources available.

8.5

In implementing the Specialist Commissioning 2 & 5 year plan, there
will be:
 Improved access and quality, reduced variation in clinical
outcomes and improved patient experience;
 Consolidated and developed sustainable services based in
fewer centres to create networks of excellence, aligned to
research and innovation;
 Affordable, value for money services which meet national
service specifications, thresholds and quality standards
ensuring appropriate cost effective care
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9.

Improving Mental Health Services

9.1

WBCCG is committed to ensuring that we deliver the best possible
outcomes for all our population. The mental health of our population
is regarded with equal measure.

9.2

We are currently in the process of developing a revised Mental health
Strategy that will outline our thinking about the delivery of an
integrated and sustainable mental health service.

9.3

We have adopted 6 unambiguous objectives of No Health without Mental
Health:







9.4

More people will have good mental health;
More people with mental health problems will recover;
More people with mental health will have good physical health;
More people will have a positive experience of care and
support;
Fewer people will suffer avoidable harm;
Fewer people will experience stigma and discrimination.

There is an shared vision already emerging around a new offer to and
from primary care linked to integrated teams:
 Four core ‘offers’, accessible via self-referral or through an
integrated gateway delivered by a range of organisations:
Practical

including debt management, housing and
employment support.

Social

connecting with communities, knowing what is out
there with support to get there

Psychological evidence based psychological therapies
Physical

9.5

access to and knowing about programmes and
opportunities as well as on going physical health
checks and access to other services.

There is an shared vision already emerging around a new offer to and
with people in crisis of all ages understood by and linked to primary
care, secondary care and community organisations:


Inclusive: whether someone is also being supported by another
expert or support worker;
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9.6

Responsive: for the people of the borough with agreed
response times in the right place;
Episodic and personalised: an agreed outcome that might
include access to an inpatient bed but is led by a 24 hour
community based approach;
Collaborative: led by one organisation but working with others
in the community.

There is an shared vision already emerging around:
 A recovery based approach and/or promoting independence
linked to choice, control and support when things get tough;
 A single care plan linked to emerging stepped care model,
recovery linked to homes, job, assets, relationships (the primary
care offer);
 On-going expertise and connections to other people;
 Quality care and support at home or as close to home as
possible;
 Recognition for some people choice and personalised support
will also mean on-going support including people with
dementia.

9.7

We are not waiting for the finalisation of the strategy before we make
some changes.

9.8

The CCG are currently in the middle of a procurement process to find
a provider to deliver another 1750 treatment episodes in 2014-15 for
the Improving Access To Psychological Therapies (IAPT) service. This
would increase the total capacity for over 7000 people to access
psychological therapies and achieve the 15% national target by the
end of 2015.

9.9

We have driven forward the implementation of the Rapid Assessment
Interface and Discharge Service (RAID) service outlined below and
this should have an impact on identifying new diagnoses of dementia
in the acute care setting.

9.10

The full implementation of the RAID model is now complete and
provides 24 hour cover to the Royal Albert and Edward Infirmary.

9.11

Response Times will be as follows:
 A&E referrals will be seen within an hour;
 All Assessment Unit referrals will be seen within 6 hours;
 All others wards to be seen within 24 hours.
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9.12

It is anticipated that there will be significant reduction in the number of
Occupied Bed Days especially in the over 65 frail elderly population
whilst also deflecting admissions to an acute bed from Accident and
Emergency.

9.13

The RAID is a two year pilot project and will be evaluated by
Professors George Tadros and Paul Kingston from the University of
Chester.

9.14

The CCG has commissioned a two year pilot project for a Care Home
Liaison service. This service aims to improve the care of people in
care homes who are experiencing mental health problems by
undertaking a fast response to referrals.

9.15

The service will also be making pro-active ‘unnamed’ visits to care
homes to discuss possible patients without the need for an actual
referral. It is anticipated that this service will be working closely with
the Integrated neighbourhood Teams and will reduce a unscheduled
admissions and readmissions to both acute and mental health in
patient settings.

Healthy People, Healthy Place

36

Wigan Borough CCG – Strategic Plan (2014/15 to 2018/19)

10.

Delivering a sustainable NHS for future generations
How does the 5 year vision address the following aims?

10.1

Our vision provides the CCG and partners with clear direction and
focuses us all jointly on the delivery of a sustainable system.

10.2

We have a significant financial challenge and have to put plans in
place to identify £50M of savings by the financial year 2018/19, we are
clear that this will only be delivered through radical change and
working together.

10.3

The key area of focus will be to drive the integration agenda and
incorporate the recent reviews of acute services ‘out of hospital work’,
the Community Services review. The transformational changes in
these three areas will deliver both our financial objectives and
ambitions for the people of our borough.

10.4

There is an acknowledgement that to do this will mean that our Acute
Hospital, Wrightington, Wigan and Leigh NHS Foundation Trust will
have to reduce the levels of activity and finance that it currently
receives significantly so that investment can be freed up to develop
the necessary infrastructure and services out of hospital to deliver this
vision and create the necessary savings to remain within our budgets.

10.5

The CCG will need to ensure that there is a managed process of
transition for all organisations impacted by the redesign of services to
maintain the clinical safety, quality, safeguarding and financial viability
of their remaining services to ensure long term sustainability is
achieved.

10.6

The rationalisation and appropriate use of estates will also be critical
to the successful delivery of our ambitions. In order to deliver our
ambitions we need excellent facilities in the right places to meet the
needs of the local population.

10.7

We have a number of significant challenges to overcome to enable
delivery of our ambitious plans, namely the shift of services from the
Acute Trust into the community, our existing Community Services
Trust application to achieve Foundation Trust status, achieving the
objectives of the Greater Manchester Healthier together programme
and the financial pressures under which all of our local partners are
working.
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Improving health outcomes in alignment with the 7 ambitions
10.8

The table below shows how our ambitions are clearly aligned to those
of NHS England and through our ambitions the outcomes we plan to
deliver for our patients over the next 5 years:

Wigan Borough
CCG Ambition

NHS England
Ambition

Outcomes

Understanding and
ensuring that the
wider determinants
of health contribute
to improving health
outcomes

Securing additional
years of life for the
people of England with
treatable mental and
physical health
conditions





Focussing on those
patients with a higher
dependency on
health services

Improving the health
related quality of life of
the 15 million+ people
with one or more longterm conditions,
including mental health
conditions
Increasing the
proportion of older
people living
independently at home
following discharge from
hospital.
Increasing the number
of people with mental
and physical health
conditions having a
positive experience of
hospital care
Making significant
progress towards
eliminating avoidable
deaths in our hospitals
caused by problems in
care.




Improving the quality
and efficacy of inhospital care
towards creating a
sustainable health
and social care
system in the
Borough of Wigan
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Seamless integration
Reduce duplication
Increase involvement of Social
Care
Improved Primary Care
At scale Primary Care
More efficient system across
the board
Care is fully Integrated
Increased and Improve primary
and community capacity
Improved clinical networks
across GM footprint
Increased patient satisfaction
Reduction in avoidable hospital
spells of high risk patients
Increased out of hospital care
within shared ownership

Better and clearer patient
journey
Improved patient:
o Experience
o Access
o Quality
o Safety
More specialist centres on GM
footprint
Improving self-care through
development of personalised
budgets, patient groups and
Telemedicine
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Improving the Quality
and Efficacy of out of
hospital care
towards creating an
integrated and
sustainable health
and social care
system in the
Borough of Wigan

Increasing the number
of people with mental
and physical health
conditions having a
positive experience of
care outside hospital,
in general practice and
in the community
Reducing the amount of
time people spend
avoidably in hospital
through better and more
integrated care in the
community, outside of
hospital












10.9

Improving self-care through
development of personalised
budgets, patient groups and
Telemedicine
Reduced spend on secondary
care
Reduced A&E attendance and
admissions
Reduced risk strategy
30% - 40% reduction in acute
contract
Reduced number of acute beds
Smaller Acute Trust
o More efficient
o Fewer sites
o Modernised
Delivering required
needs/services to patients

In preparation for the out of hospital shift of services we are currently
redesigning our community services to enable provision of coordinated, integrated fit for purpose care designed around the needs
of our patients.

10.10 Our emphasis will be on commissioning services to achieve outcomes
enabling our patients to stay well and live well for longer. Our
community providers will be tasked with providing services in an
integrated way, over a 24/7 period where this benefits the patient.
10.11 Services will have a case management focus and address the
management of long term conditions, admission avoidance and rapid
early discharge.
Reducing health inequalities
10.12 Health outcomes amongst our population are mixed, with inequalities
most prevalent amongst our most deprived communities. Life
expectancy is 11 years lower for men and 8 years lower for women in
the most deprived areas of Wigan than it is in the least deprived
areas.
10.13 Our plans will take account of these inequalities and we will take a
targeted approach to address them.
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10.14 By valuing mental health and physical health equally, and delivering
integrated services which are capable of tackling both these aspects
of health, we can jointly improve the outcomes our population receive
and achieve parity of esteem.
10.15 There are a number of other local challenges that we face:
 Locally 25.8% of adults are obese and despite a reduction in
the last 3 years (peak of 28.5%) this remains above the
England average of 24.2%;
 The proportion of over 18 year olds that smoke is higher in
Wigan (22.8%) than the national average (20.0%);
 Prevalence of diabetes is higher in Wigan (6.5%) than the
national average (5.8%); and
 It is estimated that 30.7% of Wigan residents aged 16 plus
(66,564 residents) are drinking at levels that are risky to their
health. This compares to 27.9% for England as a whole.
10.16 The diagram below shows the profile of Wigan if it was a village of 100
people and shows the high-level of health and care needs within the
population.
10.17 Of course, many of those who have one of the health conditions below
will also have another condition or more – particularly those with lifelimiting illness.
10.18 Our aim is to provide integrated services built around the needs of
these residents as individuals.

Healthy People, Healthy Place

40

Wigan B
Borough CCG – Sttrategic Plan (2014/15 to 2018/19)

Healthy Peoplle, Healthy Place

41

Wigan Borough CCG – Strategic Plan (2014/15 to 2018/19)

10.19 Whilst we are performing well in a number of areas, we do still have a
long way to go to deliver outcomes that are comparable with the bestperforming health economies.
10.20 Wigan, like many other Boroughs, is trying to 'square the circle' of how
to provide high quality, safe and efficient services to address the
needs of the population at a time of fiscal constraint and growing
demand for services.
10.21 Nearly ten years on, Wigan Borough is trying to move to a fully
engaged scenario. To achieve this we will need to adopt a health
focused approach. In other words, we will need to focus on the things
that enable us to survive and prosper.
10.22 Through delivery of our integrated care strategy and targeting those
areas of the Borough with higher deprivation, identified through
working with Public Health colleagues and the application of risk
stratification we will deliver a greater improvement to those members
of our population with a greater need and ultimately reduce pressure
on the wider system.

Healthy People, Healthy Place

42

Wigan Borough CCG – Strategic Plan (2014/15 to 2018/19)

11.

Delivering the vision together

Who has signed up to our strategic vision? How has the health and
wellbeing board been involved in developing and signing off the plan?
11.1

In order to maintain and improve the quality of services we must
radically transform the system in which they are delivered, this will
require changes from all Providers.

11.2

The need to improve outcomes and the experience of care is a
fundamental part of why we are pursuing this programme of change.
We also know that we must change to address the scale of the
financial challenge that is facing our health and care economy.

11.3

Across the Borough all partners fully accept that the way that they
deliver health and care has to change significantly and those services
have to move from a hospital setting to community settings and be
delivered in an integrated way that reduces cost, improves quality &
safety, removes duplication and improves a patient’s experience of
health and care through integrated delivery.

11.4

WBCCG and partners have been engaged in a system wide piece of
work facilitated by the Kings Fund to ensure we all recognise the
challenges, risks and opportunities that lie ahead. This work will
continue over the coming months and will provide a detailed summary
of the outputs.

11.5

Strong governance will be vital along this journey to ensure we are
able to effectively deliver our radical transformation plans over the
next 5 years, it will ensure joint ownership of the whole transformation
agenda.

11.6

We have gained sign up from all partners across the system and we
all recognise that the only way we will delivery against our system
challenges is together. Each organisation has taken the vision and set
out the challenges with their board.

11.7

The main forum that will oversee progress against future objectives is
the Wigan Leaders group, with representation at Executive level from
all organisations (commissioner and provider) across the Borough.

11.8

There are been a variety of engagement mechanisms used over the
past few months to fully engage all partners and drive the
development of a shared vision and agreed objectives to ensure we
are all working together to benefit the population of our Borough.
These include engagement with:
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11.9

CCG Governing Body – High level ownership of the long
term health challenge and agreement of sustainability
agenda;
GP Master class – Representatives of our member
practices come together weekly to drive clinical engagement
and input across our transformational agenda;
GP Localities – Our six GP localities;
Wigan Council – Our Local Authority Partner;
Wigan leaders – Executive leaders from commissioners and
providers across our Borough;
Patients and public – Passionate about our plans to
improve services of for the population of our Borough;
Health and Wellbeing Board – Linking to integration and
ensuring the public health needs are met;
NHS Bridgewater Community Healthcare Trust – Our
Community services provider;
NHS Five Boroughs Partnership Mental Health Trust –
Our main Provider Trust for MH Services; and
Wrightington, Wigan and Leigh NHS Foundation Trust –
Our main Acute Trust.

All partners recognise that we have to be transparent, share the
challenges ahead and equally share the associated risks to ensure we
are able to deliver against our vision and ambitions.

11.10 Our joint Health & Wellbeing Strategy (JHWS) is the mechanism for
the Local Authority and WBCCG to set a course of action, which will
address the priorities identified by the Board. It identifies the priority
issues to be tackled for local people.
11.11 We have invested at the outset in the new leadership relationship, with
local GPs and Councillors working together to define common
purpose and the vision and ambition of the Board.
11.12 We believe there is a real opportunity to transform our approach to
achieve better population health, at reduced cost to the public purse,
through the development of our Health & Wellbeing Strategy.
11.13 Alongside this, in order to meet the twin health and social care
challenges of improving quality and reducing cost, we recognise the
need to reform our health and social care systems.
11.14 This reform needs to speed up the integration of services in order to
transfer demand to lower cost services that intervene early enough to
impact on long term health outcomes.
Healthy People, Healthy Place
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11.15 Wigan CCG has reviewed its high-level assumptions and inputs as
highlighted in the Unify return circulated by NHSE GM Area Team. As
agreed we recognise these do not take into consideration the potential
effects of the following ongoing areas of work:

Healthier Together;

Provider strategic plans which are due to be sent to Monitor;

NHS England plans in relation to specialised Commissioning
or Primary Care; and

The Better Care Fund (BCF) which is co-terminus with the
local council and assumes no impacts outside of the
Borough.
11.16 Based upon these principles and reflecting the CCG’s narrative to
reduce activity with its main provider and shift the activity to a
community based care setting, Wigan CCG can confirm that their
planned assumptions do not include intended consequences for the
other two CCGs in the sector.
11.17 As agreed and due to the iterative strategic process for CCGs,
especially as the effects of actual in-year performance becomes
apparent, future sector wide meetings will take place, with September
provisionally agreed for the next meeting.
How does our plan for the Better Care Fund align/fit with our 5 year
strategic vision?
11.18 We see the Better Care Fund as a catalyst that will support our plans
for greater integration in the Borough. The Better Care Fund
represents an opportunity to further strengthen the work and deliver at
greater pace and scale the plans that we have, many of which have
been implemented and tested already.
11.19 We will be developing a full plan for the Better Care Fund that meets
the requirements set out nationally and describes the ways in which
we will use the fund to support delivery of our integrated programme
of work.
11.20 By working together we will establish mechanisms within the system
at allow our Social Care colleagues to provide services that improve
the overall care experience for our population and ensuring we have
shared standards of quality.
11.21 This approach will also ensure our Social Care colleagues deflect
unnecessary activity away from health. Integration will be the key
component in ensuring the whole system is able to deliver the vision.
Healthy People, Healthy Place
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11.22 Our plans for the Better Care Fund are completely aligned the shared
vision for improving and sustaining the long term health of the people
of the Borough of Wigan.
11.23 The Wigan Health and Well Being Strategy priorities of “start well, live
well, age well”, and will allow partners to tailor interventions
accordingly.
11.24 The Health and Well-Being Board has adapted and modified the life
course approach to ensure that locally we have 3 simple easily
understood strategic aims.
11.25 The strategic aims allow the co-ordination of work programmes to be
integrated across and integral to the full range of public service
functions and services in order to tackle the central issue relating to
disadvantage starting before birth and accumulating throughout life.
11.26 This meaning that action to reduce health inequalities must start
before birth and be followed through the life of the individual citizen to:

Ensure that they reach their full potential through getting
the best start in life (Start Well = pregnancy through to end
of formal education/training).

Ensure that they have healthy, productive working lives and
are empowered to be fully engaged citizens and parents –
reducing risk of premature avoidable deaths and long-term
limiting illness (Live Well = working age adults and teenage
parents).

Ensure that older citizens are empowered to maximise their
health, wellbeing and independence and, in so doing,
prevent or delay the need for more intensive or institutional
care, make a significant contribution to ameliorating health
inequalities (Age Well = retirement age to end of life).
11.27 Final plans for the use of the Better Care Fund are agreed via the
Health and Wellbeing board in line with the nationally determined
timescales. The priorities and associated projects will be aligned to the
delivery of our shared vision.
11.28 We will provide a full summary of our plans and priorities within our
final strategy document.
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12.

En
ngagemen
nt
Wh
hat key themes aros
se from th
he Call to Action
A
en
ngagementt
me that ha
ave been used to sh
hape our vvision?
programm

12.1

Th
he diagram
m below sho
ows our ex
xtensive routes for enngagement with
ou
ur patients, carers and
d wider po
opulation from the CC
CG board through
t
to the PPGs at practice
e level. We
e have bee
en consisteent in the
me
essages we
w have givven and us
sed the feedback receeived to sh
hape
ou
ur vision, am
mbitions a nd plans:

12.2

En
ngagementt with our p
patients an
nd population continuues at pace
e we
ha
ave clearly set out the
e case for change
c
an
nd continuee to be
completely trransparentt regarding
g current an
nd future cchallenges, at a
hig
gh level the
ese are de
escribed as
s:





12.3

Unpreced
dented dem
mand for healthcare sservices;
Reduced funding;
Ageing po
opulation; and
Increasing
g number of people with
w compllex long term
conditionss.

We
e have bee
en clear an
nd consiste
ent in our engageme
e
nt about th
he
current position, in thatt a majority
y of funding
g is spent w
within acutte
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hospital services, the majority of social care is spent on the care of the
elderly, we have gaps in services that could prevent admissions and
we have a lack of coordination across the system creating both gaps
and duplication.
12.4

To counter this and help to start and shape our vision we have shared
our ideas about the future state. Health and social care services
should be provided outside of a hospital setting, unless there is a good
clinical reason why this should not be the case and all services
provided outside of hospital should be part of an integrated system,
led by primary care.

12.5

We have been very clear about what we want to achieve both as a
CCG and a system:







12.6

Integrate health and social care services to provide a
seamless and coordinated experience of care for all our
residents;
Primary care led system;
Develop alternative service provision within primary and
community care;
Move services out of the hospital and into the
community;
Remove duplication within and across organisations; and
Commission more efficient and effective services.

Our vision and ambitions have been driven by the current and future
challenges we face but importantly shaped based on what our patients
and public tell us, some examples of which are below:
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Reducing the repetition and duplication – “I don’t want to
tell people six times’’;
No one falls through the gaps - “We didn’t know who was
responsible for what”;
An end to revolving door syndrome – “Dad was in and out
of hospital and care homes more often that he needed
to be”;
Coordinated home visits – “I wanted to be there to
support my mum as she is uncomfortable with
strangers coming into the house, but it meant I had to
take time off work”;
Discharge from hospital at the right time with the right
support – “Dad wanted to come home and we wanted
him home, but it took ages”;
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12.7

We have a very proactive and effective Healthwatch organisation
within the Borough of Wigan; it is the independent local champion for
people who use health and social care services.

12.8

Healthwatch Wigan help make sure local people's views are heard, so
that services can be better designed around the people who use them.
At present Healthwatch Wigan delivers three key services:
1.

2.
3.

12.9

Engagement and Consultation – promoting and supporting the
involvement of local people in the monitoring, commissioning,
provision and scrutiny of local services.
Influence and Involvement – obtaining views of people about
their needs and experiences of local care services.
Scrutiny and reporting - making reports and recommendations,
influencing local and national priorities.

We work closely with Healthwatch Wigan to ensure the views of the
community are considered within our plans and we develop services
that will meet the long term needs of the population.

Is there a clear ‘you said we did’ framework in place to show those that
engaged how their perspective and feedback has been included?
12.10 Our ‘you said, we did’ framework is currently under development and
will be set out in the next iteration of the five year Strategy.
12.11 An example of how we have listened to patients and incorporated their
requirements into our plans and strategy is the engagement work we
have done in relation to patients with Type 2 Diabetes. We ran a
number of focus groups to encourage patients to share their
experiences.
12.12 The themes outlined have been drawn from 2 focus groups
undertaken in September and October 2013:
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People taking part in the focus groups were diagnosed with
type diabetes in different ways including through routine tests
Participants talked about the way they felt when initially
diagnosed. Many felt that the emotional/ psychological
impacts of the diagnosis were not addressed by service
providers.
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Access to information about the condition was inconsistent.
Many patients were very resourceful and were able to use
their own contacts and networks to access information.
Information provided was often inconsistent and could be
confusing.
Patient education was seen as a priority. Many participants
felt that practical support e.g. on issues such as food and diet
was essential, but this was often lacking.
A number of participants were very proactive and confident in
managing their condition for instance by managing their
weight and increasing their levels of physical activity.
People talked about the importance of continuity of care and
access to a ‘single point of contact’ for queries
Signposting to lifestyle services was inconsistent. Some
people were given information about services such as Health
Trainers, Lose Weight, Feel Great and Active Living , but
other patients received no information
When asked where people wanted to access services, there
was a mixed response. Some participants felt that primary
care could not provide the same level of specialist service as
the hospital. Others were very happy with services provided
through their GP practice.
Many participants talked about a wish to access all checks/
screening through a single appointment

12.13 We will prioritise and consider our patient’s views as we produce plans
to improve our services. We continuously evolve our methods of
engagement with the patient and public working with our Patient
Forum, Patient Participation Groups (PPGs), running workshops &
learning events, working with Voluntary & community sector partners
and Healthwatch.

Healthy People, Healthy Place
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13.

Current Position

Has an assessment of the current state been undertaken?
Have opportunities and challenges been identified and agreed?
Does this correlate to the Commissioning for Value packs and other
benchmarking materials?
13.1

We are clear that our ambitions will be primarily delivered through
integration and we must start with the person as an individual and not
focus on the way that the current system operates.

13.2

Integrated Care in Wigan must span the wide range of issues that our
population faces – from social isolation through to acute medical care.
For our residents, Integrated Care will mean the following:
 An identified first point of contact for their health and care
needs;
 An integrated care plan, built around the individual,
covering health and social care, and drawing on all of the
assets available in the community;
 Full involvement in the development of this care plan,
including self-care elements; and
 Where appropriate, the option of a personal budget.

13.3

To achieve our vision of Integrated Care, health and social care
providers will have deliver services in new ways, and the key
components of this system are set out in the table below:

Healthy People, Healthy Place
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Key
Components of
the Integrated
System

What does this mean for
Wigan Borough Residents?



Support for
self-care and
independence
(invest in
prevention and
care closer to
home).





I will be supported and
empowered to take
ownership of my own care
and well-being so that I can
live independently.
I will be able to make
informed decisions about my
care.
I will be aware of my choices
and the consequences of the
choices that I make.
I will be encouraged to
maintain good health and an
active lifestyle.

Examples of what we want to
implement


















My GP will provide access to 
health, care and wellbeing
teams in an integrated way.
I will experience care

provided in a seamless way
with unnecessary duplication
avoided.
I will tell my story once.

I will have a “Care
Companion” to support me in
my journey.

Providers
working
together
(Mainstream
Integrated
Care)

Healthy People, Healthy Place





Patient education programmes
Accessible information
Expert patient programmes
Shared Decision Making
Systematic use of direct
payments, personal budgets
Increase use of assistive
technology
Development of a web based
Directory of health and social care
services.
Promote good health.
Build local assets to encourage
healthier, active lifestyles.
Resources will be targeted to the
most vulnerable

Integrated case management
across health and social care
directed by GPs.
Single holistic assessment
process and care planning
undertaken by a multi professional
team.
Integrated teams delivering
seamless health care & wellbeing
services from the right community
hubs, built around clusters of GP
practices.
An integrated service model
offering coordinated care with a
focus on healthy lifestyles,
education and prevention and
care closer to home.
Investment in a single information
system so that we have one care
record and all parts of the system
has access.
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Key
Components of
the new
Integrated
System

What does this mean for
Wigan Borough Residents?





I will be able to access
services in an easy and
timely manner.
I will be dealt with as an
individual.
My GP will act as my first
port of call.

Accessible &
Responsive
(easy access –
right first time)












Planned
Pathways of
Care

Examples of what we want to
implement



I will know what my care will
be and where when and how
it will be delivered.
My care will be of high
quality no matter who
provides that care.
I will only attend hospital
when absolutely necessary.
My care journey will be
planned and coordinated.
My care will be built around
me.











I will be able to get rapid
access and an appropriate
response when I have an
urgent need.

Quick
response to
urgent needs
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Development of the capacity and
capability of primary Care to
provide an increased range of
services.
Improved access to GP and other
primary care services including
reform of Out of Hour services.
Enhancing services within primary
care
Reducing variation in primary care
Primary care as the gateway and
manager of Integrated Care
Care organised around clusters of
GP practices
The development and
implementation of evidenced
based pathways of care
Remodelled outpatient follow up
services
Community clinics staffed by
integrated teams delivering a
range of out of hospital care.
Aligned to clusters of GP practices
A dedicated Care Planner and
Care Companion
Introduction of text messaging and
other technological solutions to
provide real time access for
patients and professionals to
appointment and waiting time
information.
Rapid Response /Intermediate
Care teams, aligned to reablement
Urgent Care centres
Joint urgent response services
across health and social care on a
24/7 basis.
Improved access to in and out of
hours primary care services and
responses to minimise the
necessity to attend A and E
53

Wigan Borough CCG – Strategic Plan (2014/15 to 2018/19)

Key
Components of
the new
Integrated
System

What does this mean for
Wigan Borough Residents?




Appropriate
specialist and
hospital care
only when
required





13.3

I will receive appropriate
specialist input in a timely
manner when I need it.
I will only spend time in
hospital if essential.
My discharge from hospital
and other care settings will
be planned as early as
possible.
I will be given choices and
options to remain as close to
home as possible.
My family / carer will be a
part of that planning.
My end of life care will be
delivered with dignity and
compassion and in
accordance with my wishes.

Examples of what we want to
implement









Early supported discharge service
with investment in step up and
step down care in the right
settings as a part of the integrated
care plan
A dedicated Care Planner and
Care Companion
Hospital at home teams, including
re-ablement
Integrated End of Life Care
Planned discharge at the point of
admission
Diversion scheme from A&E to
‘set aside’ GP appointments
across all practices.

So far, we have made good progress towards the greater integration
of care – for example, through our Integrated Neighbourhood Teams but we know that we need to go much further and much faster. There
are systemic barriers to the delivery of Integrated Care that cannot be
resolved by one organisation alone. The barriers include:
 Incentives are not aligned. Hospitals are incentivised to
perform more; expensive activity while primary and
community care have limited incentives to ensure that
care is properly coordinated across all settings;
 Organisational boundaries prevent coordinated decision
making. Budgetary decisions about the deployment of
healthcare resources are made by each provider in
isolation from its peers, rather than jointly determining
what is required;
 Information exchange is slow and incomplete. Very little
data flows between primary, community, acute, social
care, and other providers even though they work with the
same set of patients; and

Healthy People, Healthy Place
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 Multiple Assessments. People are subject to numerous
assessments from different agencies leading to
duplication, uncertainty and poor experience.
13.4

It is essential that these barriers are overcome if we are to deliver an
integrated care system for our Borough. We will do this through a wide
range of initiatives over the next five years.

13.5

Everything that we do will be aimed at supporting people to stay well
and independent and making sure that services are delivered in a
joined up way.

13.6

Over the past 12 months a number of reviews have taken place,
identifying a number of issues linked to quality, safety, safeguarding
and under performance. This has led to a programme of work to drive
improvements in these areas.

13.7

More recently as the reality of the financial challenge that the CCG
faces has come into focus, in-depth reviews of the Acute and
Community service provision have been undertaken.

13.8

These will build on work done to date and in conjunction with the
shared strategy for integration, contract reviews, quality reviews,
Primary Care strategy and mental health review will all deliver the
£50M financial saving required over the next 5 years, whilst ensuring
we have a sustainable system and improved health outcomes for our
patients.

13.9

Below are examples of the business cases now under development to
enable us to work with our partners to deliver this radical change in
the way we deliver care to our population:

Project Title

Planning Year

Delivery Year

Pain Management and
MSK CATS
Demand Management

Now to March 2014

Year 1 – 2014/15

Now to March 2014

Therapy Services (OutPatients)
Co-Location of OOH –
Reduction of
Readmissions

Year 1
2014/15
Now to March 2014

Year 1/2/3/4 –
2014/18
Year 2
2015/16
Year 1
2014/15

Diabetes

Year 1
2014/15
Year 1
2014/15

Diagnostics/OP/DC/OP
PROC
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2015/16
Year 2/3/4
2015/18
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Frailty Unit
Community Cardiology
Midwife
e Led Birth
h Unit
Community Spec
cialist
Rehabilitation
Derma
atology
Respira
atory
Readm
missions

Y
Year 2
2
2014/15
Y
Year 1
2
2014/15
Y
Year 1
2
2014/15
Y
Year 3
2
2016/17
Y
Year 1
2
2014/15
Y
Year 1
2
2014/15
N
Now to March 2014

Medicines Manag
gement N
Now to March 2014

Year 3
2016//17
Year 2
2015//16
Year 2
2015//16
Year 4
2017//18
Year 2
2015//16
Year 2
2015//16
Year 1/2
2014//16
Year 1
2014//15

13.10

The empha
T
asis of the A
Acute ‘out of hospital’ review w
was on bein
ng
a
ambitious
at
a this initia
al stage in terms
t
of sc
cale of chaange with a view
to
o identifyin
ng circa £5 0M of saviings over the plan peeriod.

13.11

The objectiv
T
ve of the p
programme
e of work is
s to deliverr care in a more
a
appropriate
e setting fo r patients, whilst imp
proving quaality, safety
y,
p
patient
experience an
nd cost. Th
he diagram below hass been use
ed
c
consistently
y within the
e Borough to describe our ambbitions:
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13.12

T programmes of w
The
work as dettailed earlier (Sectionn 1.29) are
e:

IN
N
HOSPITAL

HEALTHIER
TOGETHER
Gre
eater Mancchester
Acute Servicess
Reconfiguratioon
LOCAL ACUTE
SER
RVICE
RECONFIGURA
ATION
Serrvices deliveered in
a hospital
h
settting

OUT OF
HOSPITAL
PRIIMARY CARE
GP service delivery

LOCCAL COMMUNITY
SERRVICE
RECCONFIGURA
ATION
Serrvices delive
ered in
a coommunity setting
s

13.13 Wiith regard to
t the loca
al acute serrvice recon
nfiguration,, in order to
o
complete the
e project su
uccessfully
y, the follow
wing work streams were
w
de
etermined:
op review of
o activity ddata to iden
ntify
1) A high levvel desk to
opportuniities for shifting services into th
he commun
nity and
removing services from
f
the main acute ccontract on
na
phased b
basis over a five year period;
2) Developm
ment of a model
m
to de
emonstratee the impac
ct on
activity an
nd finances
s in relation to suggeested
opportuniities;
3) A high levvel desk to
op estates review in rrelation to the
t
suggested
d activity shift,
s
the po
otential imppact on pro
ovider
and comm
munity esta
ate of shifts in activityy and
identificattion of opp
portunities for
f potentiaal estates
solutions to accomm
modate shiifted activitty.
he following
g principless were utilised to eva
aluate eachh line of the acute
13.14 Th
contract to id
dentify elem
ments of ca
are that co
ould be del ivered
ap
ppropriately
y in a comm
munity settting:
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13.15 A number of
o key ste
eps were identified
d as criticcal to the
e future
successful delivery of tthe recomm
mended ch
hanges:

Obtain cliinical sign up from prrimary caree teams;

Engage w
with acute
e and com
mmunity prroviders an
nd with
the Local Authority;

a
prroposals aand assum
mptions
Sense c heck of activity
through th
he busines
ss planning
g process;

Ensure cllinical revie
ew of proposals;

Engage w
with patientts and care
ers;

Undertake
e review of
o existing admissioon avoidan
nce and
communitty suppo
ort services to ree-specify where
necessary
ry and ens
sure these have apppropriate capacity
c
and provi de a co-orrdinated ap
pproach;
Review th
he provider market fo
or identifiedd services;;


Develop b
business cases;
c
and

Develop detailed impleme
entation tiimetable, taking
account o
of consulta
ation and procuremennt timelines
s.
13.16 Th
he high lev
vel plan be low sets out
o the serv
vices that w
we are pro
oposing
to move from
m the Acute
e setting in
nto the com
mmunity, brroadly this means
tha
at there is an opporttunity to consider
c
the movemeent of £69
9 million
wo
orth of ac
ctivity from
m an Acute setting into a coommunity setting,
pro
oviding se
ervices in a more appropriate locationn and de
elivering
savings.
13.17 Th
here is an acknowled
a
dgement th
hat to do th
his will meaan that ou
ur Acute
Ho
ospital Trus
st, Wrighti ngton, Wig
gan and Le
eigh NHS Foundatio
on Trust
willl have to reduce the
e levels of activity and
a financee that it currently
de
elivers on an
a acute s ite and rec
ceives sign
nificantly sso that inve
estment
Healthy Peo
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can be freed
d up to devvelop the necessary infrastruct
cture and services
s
ou
er this visiion and cre
ut of hospittal to delive
eate the n ecessary savings
s
to remain witthin our bu
udgets.
13.18 Th
he CCG working
w
witth its partn
ners acros
ss the sysstem will need
n
to
en
nsure thatt there iss a mana
aged proc
cess of ttransition for all
org
ganisations
s impacted
d by the redesign of
o servicess to mainttain the
clin
nical safety, quality a
and financial viability
y of their reemaining services
s
an
nd ultimate
ely long te
erm sustaiinability off provisionn. The hig
gh level
ph
hased plan is set out below:

13.19 In this initial tranche off work we completed
c
a high leveel review of
o the
current provider estate s. This ide
entified opp
portunities for the imp
proved
utilisation of our existin
ng commun
nity infrastrructure aloong with an
n
ssment of a
activity shiifts on bed numbers in the acutte trust.
impact asses
13.20 Th
he review also
a
assesssed the effficiency and utilisatioon of comm
munity
estates from a patient ffacing cliniical perspe
ective and identified the
t
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possibilities for alternative solutions to the provision of care in the
community i.e. mobile diagnostic solutions.
13.21 Another major programme of work is linked to the review of
Community Services. Community health and care organisations will
have to be transformed so that they can provide the services that
move into the community in an integrated way, also providing services
seven days a week, as required to best serve the needs of the
population.
13.22 The transformation will not be able to take place overnight and as
partners we are committed to developing a plan to achieve our vision
in a planned and phased way over the next five years.
13.23 Following the completion of our acute review we then conducted a line
by line review of our contract with a view to identifying the following:
 Those services that are considered as representing value for
money and those that are not. Evaluated on the basis of
national benchmarks and reference costs and performance
issues and activity levels;
 Any service duplication, with opportunities to reduce this and
offer further value for money;
 Opportunities to develop services to reduce acute activity
both immediately and those that could be included in a
service development and improvement plan;
 Analysis of whether our community providers CIPs allowed
for a safe and effective service to be provided and that future
services will meet the needs of the Wigan population;
 Impact on care pathways; and
 Review of Bridgwater’s recent proposals for reducing activity
and appropriate levels of activity for the future.
13.24 Findings from this work were categorised into:
 Recommendations that result in a saving;
 Recommendations that result in further savings from
absorbing activity from the ‘in/out hospital’ project;
 Recommendations that will make resources available to
reallocate to other services, e.g. GP at A&E pilot;
 Recommendations that relate to investment required to
expand services; and
 Recommendations that will increase capacity at no additional
cost.

Healthy People, Healthy Place
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13.25 This section of our strategy begins to articulate our ambitious plans to
transform how the patients of the Borough of Wigan will receive care
in the future; we will expand more thoroughly on our plans in the final
strategy document. The CCG and our partners are fully committed to
delivery of our shared vision and ambitions.
Do the objectives and interventions identified below take into
consideration the current state?
13.26 Our plans have been built from our understanding and knowledge of
the current and historical state of the system.
13.27 Our primary focus is to achieve our ambitions whilst dealing with the
challenges of our changing demographics, inequalities in health
outcomes and our challenging financial position.
13.28 The transformational and radical change required will be driven by
system wide integration with the Out of Hospital and Community
Service reviews having been undertaken considering the current state
of the system and service delivery.
13.29 Both projects have had the objective of identifying opportunities to
transform the system and the way services are delivered to enable us
to bridge the £50M funding gap whilst providing excellent and safe
care to the population of our Borough.
Does the two year detailed operational plan submitted provide the
necessary foundations to deliver the strategic vision described here?
13.30 Our two year operational plan focuses on the transformational system
wide changes we plan to make, linked the recent reviews of acute and
community services. These combined with our plans for integration
and use of the Better Care Fund, underpin the operational strategy
and our five year financial plan.

Healthy People, Healthy Place
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14.

Improving Quality and Outcomes

At the Unit of planning level, what are the five year local outcome
ambitions i.e. the aggregation of individual organisations contribution to
the outcome ambitions?
14.1

WBCCG is coterminous with Wigan Council and along with other
partners within the Borough we have come together as a planning unit
for joint schemes through the governance of the Wigan Leaders
group.

Ambition area

Understanding and
ensuring that the
wider determinants
of health contribute to
improving health
outcomes

Metric






Focusing on those

patients with an higher
dependency on health 
services




Proposed attainment in
18/19

Delivery of integration
strategy
Delivery of Primary Care
strategy
Effective use of Better
Care Fund
Delivery of the out of
hospital transformation
programme
Delivery of more care in
the community enabling
increased access to
health care services





Delivery of the Healthier
Together strategy
Development of specialist
centres across GM
Delivery of the WBCCG
Integration strategy
Delivery of LTC integrated
pathways for WBCCG
Targeted care at high risk
groups utilising risk
stratification













Improving the quality
and efficacy of inhospital care towards
creating a sustainable
health and social care
system in the Borough
Healthy People, Healthy Place





Maintain high level of
focus on Quality and
Safeguarding
Commissioning for
outcomes
Delivery of acute trust




Seamless integration
Reduce duplication
Increase involvement of
Social Care
Improved Primary Care
At scale Primary Car
More efficient system
across the board

Care is fully Integrated
Increased and Improve
primary and community
capacity
Improved clinical networks
across GM footprint
Increased patient
satisfaction
Reduction in avoidable
hospital spells of high risk
patients
Increased out of hospital
care within shared
ownership
Better and clearer patient
journey
Improved patient:
o Experience
o Access
o Quality
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of Wigan



Improving the Quality
and Efficacy of out of
hospital care towards
creating an integrated
and sustainable health
and social care system
in the Borough of
Wigan








urgent care & elective
care improvement plans
Delivery of urgent and
elective care plans
Reconfiguration of
secondary care services
Achievement of CQUIN
Shift of care out of
hospital
Reconfiguration of
community services
Integrated community
service incorporating
health and social care
services
Redesign of care
pathways














o Safety
More specialist centres on
GM footprint

Improving self-care
through development of
personalised budgets,
patient groups and
Telemedicine
Reduced spend on
secondary care
Reduced A&E attendance
and admissions
Reduced risk strategy
30% - 40% reduction in
acute contract
Reduced number of acute
beds
Smaller Acute Trust
o More efficient
o Fewer sites
o Modernised
Delivering required
needs/services to patients

How have the community and clinician views been considered when
developing plans for improving outcomes and quantifiable ambitions?
14.2

Our vision and ambitions have been created in conjunction with
clinicians across the system, we are clear that both will only be
achieved if we take a clinically led approach.

14.3

From the CCG Governing Body, including our nominated clinical leads
from GP practices in our six localities, we have clinical leadership
which has helped us evolve our thinking about the approaches we will
take to deal with the challenges ahead and the services we will put in
place to provide a high quality, integrated and sustainable health
system for our population.

14.4

We run a weekly ‘GP master-class’. This is an informal session with
the CCG clinical leads which allows our Executive management team
to test and refine ideas with clinical colleagues. This is very much a
safe environment for all and we encourage an open and honest
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approach to these discussions creating a constructive challenge and
confirm environment.
14.5

We have established strong clinical relationships across the system,
establishing peer to peer discussions aligned to a shared agenda. We
have a clear and common understanding across the system and run
regular board to board and executive to executive meetings with our
partners to share views and learn from others as we build momentum
to deliver our shared vision and ambitions.

What data, intelligence and local analysis was explored to support the
development of plans for improving outcomes and quantifiable
ambitions?
14.6

We put great emphasis on our sustainability and performance function
and recognise the important role that robust and accurate information
plays in effective and sustainable commissioning.

14.7

Our team provide our commissioners with commissioning intelligence,
information which is very specific to their needs and projects or
service areas. This helps commissioners formulate accurate plans,
projections and be clear about the expected outcome improvements
and financial efficiencies that will be delivered through the planned
change. The work of our team in support of QIPP delivery has been
recognised nationally by RightCare:

http://www.rightcare.nhs.uk/downloads/Casebook_wigan_AID_final8p.pdf
14.8

Our focus on sustainability and performance will be a significant asset
to the wider system as we work together to deliver our shared vision
and ambitions.

14.9

We have also developed our own in-house risk stratification tool,
which is continuously evolving, providing clinicians and commissioners
with robust stratification information across all care services to support
the delivery if our Integrated Care Pilot.

14.10 Within our intranet, which is accessible to all staff and all GP
practices, we have a significant repository of commissioning
intelligence, which includes:
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QIPP (Plans and progress updates);
NHS Better Care indicators;
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NHS Comparators (Local and National);
NHS Atlas of Variation;
Health and Social Care information;
Commissioning for Value Packs; and
AQuA Improvement Tools (Advancing Quality Alliance).

14.11 To inform the work relating to the out of hospital shift and community
services reconfiguration we pulled on multiple sources of information,
such as:











SLAM data;
SUS data;
Previous local service reviews and strategies;
Acute and community contracts;
Right Care analysis;
Best practice examples across the country;
Monitor: improvement opportunities in the NHS;
NHS Benchmarking comparators;
National reference costs; and
Local service reviews;

14.12 The quality of information used will help to ensure that the outputs and
recommendations of the work, although high level, are robust.
14.13 The CCG has an approved Strategy for Quality 2012-2015 in place.
We have quality standards in all of our contracts, against which Trusts
currently provide assurances.
14.14 Quality indicators are included within contracts in respect of patient
experience, complaints, patient safety incidents, serious incidents at
every stage of the commissioning cycle.
14.15 We monitor our Providers quality performance through a governance
route that feeds into the monthly Governing Body meetings. Progress
is reported through the respective Provider Quality Safety and
Safeguarding Groups (QSSG). Concern/risk will be escalated to the
Clinical Governance Committee or the Governing Body should the risk
be extreme.
14.16 To secure improvements in the quality of services and better
outcomes for patients, we are working with stakeholders to review the
incentives, rewards and sanctions within the NHS Standard Contract.
14.17 This will develop standards in key areas e.g. safe staffing, integrated
care, collaborative working and care and compassion.
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How are the plans for improving outcomes and quantifiable ambitions
aligned to local Joint Strategic Needs Assessments (JSNA)?
14.18 Northern towns like Wigan are often characterised by their deficits
without due regard to the assets of the borough. A better
understanding of our assets is essential if we are to redress the
imbalance of inequalities of the borough.
14.19 Health Inequalities across Wigan persist. Our top five health inequality
priorities are:
1) Socio economic stability – Deprivation and long term
unemployment generate the conditions for poor health. Nearly
100,000 people in the borough are living in the most deprived
quintile. Rates of homelessness are high at 3.63 per 1000
households. Over 8,000 people are currently claiming
Jobseekers Allowance. A further 16,000 people are in receipt of
Incapacity Benefit.
2) Positive Life Style Choices – We do not currently choose well
in respect of breast feeding, alcohol consumption, obesity,
teenage pregnancy, smoking and drug misuse. Wigan has a
higher than average prevalence of smoking, alcohol intake and
higher than average rates of obesity. 36% of Wigan Borough
CCG's population is drinking above the Department of Health
(DH) recommended sensible limits and over 60% of the Wigan
Borough CCG adult population is overweight or obese.
3) Reduction in Disease Prevalence – More people in our
communities live with disability and die sooner as a result of
conditions such as diabetes, cancer, heart disease and stroke
and other long term conditions. 23% of our residents have long
term illness and there are nearly 34,000 carers of which 3,000
are likely to be children. The population of Wigan Borough CCG
has a high incidence of cardiovascular disease (CVD).
4) Hospital Utilisation - Emergency hospital admissions for
mental health problems, unipolar depression, Alzheimer’s and
other forms of dementia are higher than they should be. Our
population aged 65+ will increase by 30,000 over the next 20
years and a high number of Wigan Borough CCG's population
already suffer with falls and fragility fractures.
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5) Outcomes – Rates of self-harm and suicide remain high.
Wigan Borough CCG's population present with Dementia at a
later stage in the care pathway.
14.20 The health profile for the borough illustrates that the population of
Wigan continues to experience health inequalities in respect of all of
the above. The resources of the borough, both people and place, are
rich assets which should be considered as integral in the
commissioning of services for the future.
14.21 Aspects of health within the borough which receive less attention
include:

child poverty;

homelessness;

violent crime;

tuberculosis;

sexually transmitted disease;

road accidents.
14.22 The JSNA will inform the prioritisation of areas of commissioning
activity. This will ensure that decisions are evidence based both in
respect of the clinical quality standards and socio-economic return on
investment. It will also help us to focus on addressing the inequalities
and to target interventions appropriately.
14.23 In tackling issues of inequality of poor health it is important that we
learn from areas of good practice, as it is from these that we can learn
more about ways of tackling the specifics of health inequality in
Wigan. For example, the commissioning of the homelessness service
has over the last decade demonstrated significant improvements in
individual’s wellbeing.
How have the Health and well-being boards been involved in setting
the plans for improving outcomes?

14.24 We have fully engaged the Health and Wellbeing board in the
development of the shared vision and ambitions.
14.25 The board is also clear about our plans for the integration and
movement of services to the community, elements of which will be
factored into the agreed priorities for the use for the Better Care Fund.
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We have clear outcomes we jointly wish to achieve for the population
of the Borough of Wigan.
14.26 The Health and Wellbeing board will play a strategic role, providing
support and leadership to some aspects of the delivery of our
integration strategy and Better Care Fund strategy over the coming
months and years.
14.27 The agreed key principles for the Health and Wellbeing board very
much support our strategic vision, these are set out below:













Use available resources effectively;
Interventions to be evidence based;
Seek out new investment models;
Integrate services effective across the health economy;
Promote public and patient participation;
Ensure clinical safety;
Ensure access is equitable for those in need;
Support people into independence and build self-reliance;
Avoid bureaucratic systems and act efficiently;
Ensure quality standards are met;
Take a holistic approach to service provision; and
Ensure coherence of staff and service user’s experience.

14.28 Wigan’s Health and Well Being Board is committed to making a real
difference to the health and wellbeing of the people of the borough of
Wigan.
14.29 This means taking action that will deliver practical improvements and
change that residents can perceive and appreciate and that narrows
the health inequalities gap.
14.30 The Board will focus on wellbeing, prevention and socio-economic
issues that impact on people’s lives. In order to do this, the Board will
identify needs and understand the Wigan story and Wigan residents’
experiences.
14.31 Some areas of Wigan experience greater levels of poverty and
deprivation, and higher levels of ill health. Some groups of people
within the community experience greater levels of inequality than
others, for example due to gender, age, disability, ethnicity, sexual
orientation.
14.32 Understanding the diversity of our population will help us plan and
deliver services better.
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14.33 The strategy provides a framework and a set of tools that aim to
encourage the innovative approaches that will be needed to address
the needs of the Borough given the current economic circumstances.
14.34 The aim of the strategy is to give all those working to improve the
health and wellbeing of the residents of the Borough of Wigan a strong
focus to drive the improvements needed.
14.35 For organisations it provides direction and a framework for them to
review their commissioning and service delivery planning. For
providers it acts as a framework for them to review their service
delivery plans and ensure they are aligned to deliver of our shared
vision.
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15.

Sustainability
Are the outcome ambitions included within the sustainability
calculations? I.e. the cost of implementation has been evaluated
and included in the resource plans moving forwards?

15.1

The WBCCG finance team have undertaken a thorough evaluation of
the Out of Hospital and Community Services review work, which took
place during December 2013 and January 2014, to ensure this is
robust.

15.2

These elements along with our plans for integration and effective use
of the Better Care Fund underpin our operational and strategic plans,
ensuring we meet our statutory duties, deliver a balanced financial
plan and ensure the long term sustainability of the system.

Are assumptions made by the health economy consistent with the
challenges identified in a Call to Action?

15.3

A Call to Action sets out clear challenges for the future health system,
we have set out below how our vision and ambitions will allow the
CCG and system wide partners to deliver against these challenges:
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Ageing Society – We are embarking upon huge
transformational change to ensure the services we
commission are fit for purpose and able to accommodate the
demands of an ageing population. We have a particular focus
on the management of Long Term Conditions and the
empowerment of patients to influence the care they receive
through self-management and shared decision making. We
are reviewing our end of life pathway to ensure patients can
die in their preferred setting.
Increasing expectations – Since formation we have
embarked upon a significant programme of engagement and
established a large infrastructure to enable the population’s
voice to be heard and views on commissioning challenges to
be incorporated into our plans.
Rise of long-term conditions – We are redesigning our
community services infrastructure to better meet the needs of
patients with Long Term Conditions. Our priority is the
ongoing development of the Integrated Neighbourhood Teams
and the use of risk stratification to appropriately target those
with the greatest need. We will empower patients through the
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implementation of a shared decision making programme of
work in conjunction with our partners across the Borough.
Increasing costs of providing care – We have undertaken
reviews of our existing contracts with our provider partners to
identify opportunities to achieve efficiencies to ensure the best
value for money and quality of care. The outputs of the
reviews form a major part of our strategy for the next 5 years.
Limited productivity gains – We are embarking whole
system change to ensure long term sustainability of the local
health economy. Our programme of transformational change
will ensure improved productivity whilst maintaining or
improving quality and value for money.
Constrained public resources – By working with our
partners across the Borough we will make the most efficient
use of the resources available to us to meet the needs of the
population. By taking joint ownership of the issues and
associated risks we will deliver the transformational change
that is required and create an effective and sustainable
system.

Can the ‘plan on a page’ elements be identified through examining
the activity and financial projections covered in operational and
financial templates?

15.4

Our operational and financial plans are completely aligned to the
plan on the page. These encompass the main themes from the plan
on a page linked to Integration, Out of Hospital care and the
reconfiguration of community services.

15.5

Other key drivers incorporated in our plans are the strategic
development of Primary Care, our plans for the use of the Better
Care Fund and our work with partners across Greater Manchester in
delivery of the Healthier Together programme.
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16.

Improvement Interventions and Projects

List of the material transformational interventions required to move
from the current state and deliver the five year vision.

16.1

We have a significant number of improvement interventions planned,
most of which are formalised via business cases. For the purposes of
this strategy we have set out one example from three of the main
areas, in detail, others are summarised.

16.2

These will deliver the improved outcomes for patients and the £50
million financial challenge over the coming years.
Extended Integrated Neighbourhood Teams

Overall aims of the
intervention and who is
likely to be impacted by the
intervention

Expected outcome in
quality, activity, cost and
point of delivery terms e.g.
the description of the large
scale impact the project
will have

Delivery of an intensive case management system
for patients aged 65 and over within a group of
practices in the Borough. Patients to be identified
through risk stratification. 21 practices have come
forward to giving population coverage of 131,000
and a patient cohort of 2,900.
30% reduction in acute activity for patient cohort;
Very high levels of patient satisfaction and
feedback that care is more co-ordinated (to be set
out in patient surveys to be carried out within pilot);
An improvement in patient’s reported ability to
manage their conditions ;
Reduction in care home transfers;
Net saving target of £568,073 (to be refined based
on actual patient cohort)
Plus saving target of £460,836 for Medicines
Management element.

Investment costs (financial
& non-financial – e.g. time,
money, workforce)
Implementation timeline

Staffing Costs: £736,891
Evaluation of Programme: £100,000

Enablers required

Medicines Optimisation included in business case.

Barriers to success

Staff Time; provider engagement.

Confidence levels of
implementation

High

Healthy People, Healthy Place
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Operational Design: February 2014
Patients seen under new system: March 2014
Formal monitoring and operational
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Out of Hospital - Shift of Outpatient Activity, Day Case Activity, OPPROC
and Diagnostic Activity
The aim of this transformation projects to secure
Overall aims of the
the delivery of patient services in these areas in a
intervention and who is
likely to be impacted by the more convenient location for our patients, utilising
our existing infrastructure and exploring innovative
intervention (specifically
referencing the 7 ambitions care solutions through the commissioning of mode
cost effective value for money care.
and 6 characteristics)
Expected outcome in
quality, activity, cost and
point of delivery terms e.g.
the description of the large
scale impact the project
will have

It is anticipated that in shifting this activity quality
will be maintained as a minimum and improved
where there is opportunity to do so.
Activity will be undertaken in a setting closer to the
patient’s home in a more cost effective setting. It is
also anticipated that this shift will generate
significant savings.

Investment costs (financial
& non-financial – e.g. time,
money, workforce)

We have identified a high level potential
opportunity linked to this scheme of work as a
result of the initial out of hospital work potential
commissioning options and determine a more
accurate picture of this. We are now developing a
more robust business case to explore the true
benefits and impact of commissioning care in this
way and the true savings potential.

Implementation timeline

High level implementation timescale has been set
at 12-18 months

Enablers required – e.g.
medicines optimisation

Utilisation of existing community estates, LIFT,
outpatient clinics, LIFT minor surgery suites,
mobile diagnostic solutions.

Barriers to success

Market existence
Provider resistance
Level of infrastructure investment required
Management resource
Clinical engagement
Change fatigue

Confidence levels of
implementation

We are confident an alternative solution can be
agreed. This may be commissioning and provision
in a radically different way or may result in more
competitive pricing and alternative contractual
mechanisms with existing providers. More accurate
measures of confidence will be established as the
business case is further developed and the project
progresses.
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Community Services - Integration of Community Nursing and Therapies
Overall aims of the
intervention and who is
likely to be impacted by the
intervention (specifically
referencing the 7 ambitions
and 6 characteristics)
Expected outcome in
quality, activity, cost and
point of delivery terms e.g.
the description of the large
scale impact the project
will have

Investment costs (financial
& non-financial – e.g. time,
money, workforce)

The aim of the community redesign is to design coordinated, integrated services around the needs of
our patients. Patient who have community nursing
and therapies needs and who may have only be
able to access services in an acute setting
previously will be impacted.
The focus of this scheme of work is around coordination of services, removal of existing
duplication, improving patient experiences of care
and significantly raising quality of services provided
in the community. It is anticipated that a saving will
be generated in year 1 from the removal of
duplication however we anticipate a growth in
investment in community services in subsequent
years to complement the shift of activity from the
acute care setting into the community
Current investment costs are linked to project
management and commissioner resource to
support the redesign project along with clinical time
to input to the redesign. In terms of service
investment we anticipate this service will generate
a saving for commissioners the size of which will
be determined from the redesign. Initial savings
may be off set against addressing existing
commissioning gaps and commissioning 24:7
provision of service in areas where this benefits
our patients

Implementation timeline

We anticipate an initial service specification
outlining our ambition for the community service to
be completed by April 2014, following which an
implementation timescale of 12-18 months to allow
providers to respond and remodel services. This
timescale may be impacted by our use of
competition in the system.

Enablers required – e.g.
medicines optimisation

Provider resistance
Level of infrastructure investment required
Management resource
Clinical engagement
Provider market existence

Barriers to success
Confidence levels of
implementation

Healthy People, Healthy Place

We are highly confident that an integrated
community service will be established in WBCCG.
The pace and scale of which will be determined by
local processes and challenges.
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Summary of projects
16.3

Below is a brief extract from individual business cases that are
included under the heading of commissioning intentions & demand
management.

QIPP Theme 1

2014/15
£000's

2015/16
£000's

2016/17
£000's

Transforming Community Services £3,700
ACTS
ACTS – to convert more activity to admission avoidance from early
supported discharge and to discharge from A+E 5 patients per day rather
than the current 3. The service costs £640k and comprises 15 staff. The
service should also target readmission reductions in cardiac and COPD, as
there is a large infrastructure of community alternatives available.
QIPP Theme 2

2014/15
£000's

2015/16
£000's

2016/17
£000's

Transforming Community Services £288
Excess Bed Days
Flexible intermediate care bed criteria application, additional winter step
down beds and impact of SW domiciliary care beds and implementation of
the 24 hour psychiatric liaison service (see evidence under this section).
Enhanced recovery will also be rolled out in emergency medicine and
general surgery. The impact of the admission avoidance work with TCS will
also impact on the excess bed days POD. The impact of the social work
triage programme avoiding lengthy admissions for social reasons will also
impact significantly on achievement of this target
QIPP Theme 3

7 day working impact

2014/15
£000's

2015/16
£000's

2016/17
£000's

£900

WWLFT the local Acute Trust have become a pilot for the 7 day working
national project group.
QIPP Theme 4
Enhanced Recovery

2014/15
£000's

2015/16
£000's

2016/17
£000's

£390

Enhanced recovery will also be rolled out in emergency medicine and
general surgery. The impact of admission avoidance work with TCS will also
impact on the excess bed days POD. The impact of the social work triage
programme avoiding lengthy admissions for social reasons will also impact
significantly on achievement of this target. The CCG aims to target a 40%
reduction through improved discharge support.
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QIPP Theme 5

Nursing home anticipatory care

2014/15
£000's

2015/16
£000's

2016/17
£000's

£250

The CCG has piloted a nursing home care home project this winter in EMI
care homes. The business case summarises an estimated saving of £500k
to £2m, but a conservative impact has been added for the QIPP planning
assumption for 14/15. There is a risk that this could be significantly
understated.
QIPP Theme 6

End of life care

2014/15
£000's

2015/16
£000's

2016/17
£000's

£250

The hospice have launched in December a programme of hospice at home
to deliver more complex hospice care in an alternative care setting to acute.
QIPP Theme 7

24 hour psychiatric liaison (RAID)

2014/15
£000's

2015/16
£000's

2016/17
£000's

£1,200

In December 2013, the CCG invested £1.2m in the 24 hour psychiatric
liaison service, which was due to be launched in January 2014. The
evidence based business case demonstrates that a saving of £3m to £8m
saving is likely to be achieved through roll out of the model. However,
commissioners have targeted a year 1 saving of £1.2m.
QIPP Theme 8

Social work triage

2014/15
£000's

2015/16
£000's

2016/17
£000's

£1,000

In November 2013, the Local Authority implemented a Social Work Triage
service, that targeted admission avoidance in patients who presented with
social care needs only and who previously were admitted. The first month of
roll-out, the service achieved 2-3 admissions avoided per day. This will be
rolled out recurrently year effect from April 2014.
QIPP Theme 9

Readmissions

2014/15
£000's

2015/16
£000's

2016/17
£000's

£1,000

This project will draw on a whole system approach in order to reduce
hospital readmissions by 25%. This project coordinates the impact of other
schemes impacting on readmissions and explores / plugs gaps. Attain
figures factor out any double count.
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QIPP Theme 10

GP OOH located in A&E

2014/15
£000's

2015/16
£000's

2016/17
£000's

£500

The project will consist of the following:
I. GP OOH service to be co-located in A&E
II. Review of the outcomes
III. Review of savings made in year
The service will be opened daily from 6pm to 10pm, for all patients who
present at the hospital with a perceived urgent or emergency unscheduled
care need, but actually have primary care clinical needs.
A&E Triage will forward all appropriate patients to the GP OOH located in
A&E. Based upon clinical outcome of triage, the service shall offer either redirection to an alternative service (including Primary Care), self-care advice
or treatment. If patients are found to have clinical needs that can only be
delivered in the A&E department, the service will re-direct them back to
A&E. The service will also provide advice to patients and their families on
when and where to access further care if necessary.
QIPP Theme 11

2014/15
£000's

2015/16
£000's

2016/17
£000's

MSK CATs Expansion
£1,180
MSK 1st OP Surgical Appliances
£190
MSK 1st OP tariff for T&O
£242
There have been three multi-agency workshops for T+O, the final workshop
took place on 29th January 2014. The outcome of the workshops has been
developed as a series of pathways linked to the following business case
summary around delivery mechanisms. Alongside a revision of 4 limb
group pathways, the project aims to streamline referrals into acute Trauma
and Orthopaedics (T+O) outpatients through a potential direct initial referral
to a community interface service, such as MSK CATs, which will potentially
result in a significantly higher proportion of direct referrals triaged by MSK
CATs.
The MSK CATs will provide an initial assessment and treatment appropriate
to the condition or direct onward referral to the appropriate service. This will
potentially redirect approximately 65% of the 3378 annual referrals to T+O
and is estimated to reduce outpatient referrals as a large proportion of the
activity is likely to be managed in a community setting through specialist
physiotherapy/podiatry.
QIPP Theme 12

2014/15
£000's

2015/16
£000's

2016/17
£000's

Surgical Procedures to be undertaken
£2,507
£2,114
in a Community Setting.
The movement of minor ENT surgery to LIFT minor surgery premises and
the re-specification to move from tariff to local pricing.
Healthy People, Healthy Place
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QIPP Theme 13

Effective Use Of Resource

2014/15
£000's

2015/16
£000's

2016/17
£000's

£1,000

The project involves making better uses of resources and stopping
secondary care undertaking procedures that may not have any benefit to the
patient.
If the CCG is to improve the clinical effectiveness of the services it both
provides directly and commissions for its population, it will be necessary to
ensure there is a systematic process for assessing current and new
resources.
The CCG has devolved responsibility for ensuring that services that improve
physical and mental wellbeing are provided and commissioned in
accordance with best practice and effectiveness guidance.
The most cost-efficient and least bureaucratic way to fund a wide range of
accessible, appropriate and effective health care for the local population is
through service agreements that are agreed in advance, which cover a
period of at least one year.
The CCG existing agreements allow access to a comprehensive and
geographically convenient portfolio of services, and the need to seek referral
to a service, which is not covered by a service agreement, should therefore
be minimal.
QIPP Theme 14

2014/15
£000's

First to Follow-Ups

£1,200

2015/16
£000's

2016/17
£000's

High first to follow-up ratios are expensive, provide a poor patient
experience, unnecessary in some instances and direct care away from
patients who need acute out-patient care. The intention is to reduce overall
acute based outpatient care.
So even though we have seen a percentage drop the cost of the savings will
have been reduced due to the increase in the number of first and follow-ups.
So this project will ensure that these increases in secondary care are
addressed in secondary and primary care.
The project aims to achieve the BCBV indicators for first to follow up ratios in
WWLFT by 2013/14. GP practices will ensure and monitor that secondary
care admissions are appropriate for follow-ups.
The WBCCG will ensure that secondary care providers put in the necessary
mechanisms in place to reduce the number of first to follow-ups. The project
will be delivered through a contractually agreed ratio target and nonpayment where the target cannot be achieved.
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QIPP Theme 15

2014/15
£000's

2015/16
£000's

Community Cardiology

2016/17
£000's
£634

The aim of the project is to develop an Integrated Community Cardiology
Service (ICCS) for Wigan Borough CCG. The ICCS will provide an efficient
service closer to home for local patients, avoiding unnecessary cost, travel,
waiting times, hospital admissions and secondary referrals.
The service will reduce outpatient attendances in an acute setting and,
through increased self-management, reduce A&E attendances and nonelective cardiology admissions. It is anticipated that this will result in a
saving to the CCG, which will be explored in detail in the full business case.
QIPP Theme 16

2014/15
£000's

2015/16
£000's

Community Specialist Rehabilitation

2016/17
£000's
£2,462

The redesign of Specialist Community Rehabilitation pathways is part of the
Borough’s strategy for services to be provided outside of acute settings and
delivered in an integrated way. This is essential in order to create a delivery
model that is financially sustainable.
Community rehabilitation services and access to equipment can play a
significant role in avoiding unnecessary admissions and supporting timely
hospital discharge. Community rehabilitation services play a key role in
integrated care planning, thus the interface with adult social care will be
important in developing the full business case.
QIPP Theme 17

COPD/Respiratory

2014/15
£000's

2015/16
£000's

2016/17
£000's

£873

This project will draw together the services that are required to provide a
seamlessly integrated network of specialist multi-disciplinary clinicians
across all healthcare settings. NICE quality standards will be used as a
benchmark to ensure that achievements of health outcomes are optimised.
The project will include the following:
I.

II.

III.

IV.

Full patient engagement events utilising patient support groups
such as Breatheasy (Associated with the British Lung
Foundation)
Clinician engagement events to ensure that all opportunities
and expertise is utilised prior to formation of service
specification
A full pathway mapping of all current respiratory services
illustrating service provision, performance, activity, expenditure,
clinicians, patients and locations. Bespoke risk stratification of
the respiratory cohort.
Development of a Primary/Community focused provision of care
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V.

with integration to secondary care service when needed
Reconciliation of the current service against the new model
culminating in a full Service Specification, implementation and
procurement plan finalised on 1 Sep 2014

QIPP Theme 18

2014/15
£000's

2015/16
£000's

2016/17
£000's

Community Nursing and Therapy
£1,000
£1,000
Services Project
The aim of the project is to produce a single service specification for existing
community nursing and therapy services in order that they are delivered in
an integrated way, accessible for patients (24/7) and provide care
proportionate to patient’s clinical needs.
The targeted efficiency gains will support the services develop the
necessary capacity to respond to the movement of patient care from an in
hospital to an out of hospital setting.
The project will also support reducing overall unnecessary hospital
admissions by providing a timelier, less fragmented and co-ordinated service
response for patients with nursing and therapy needs.
QIPP Theme 19

Diabetes Redesign

2014/15
£000's

2015/16
£000's

2016/17
£000's

£370

£504

The project will contain the following:
I. A Diabetes UK led Patient Engagement Project – providing a
foundation of Patient input into the form of the future Wigan Borough
Diabetes Service.
II. A full pathway mapping of all current diabetic services illustrating
service provision, performance, activity, expenditure, clinicians,
patients and locations. Bespoke risk stratification of the Diabetic
cohort.
III. Clinically led development of a community based primary care led
model through a sequence of five major Service Design panels and
several minor Service Design meetings.
IV. Design of a Diabetes exemplar of Shared Decision Making and SelfManagement.
V. Reconciliation of the current service against the new model
culminating in a full Service Specification, implementation and
procurement plan finalised on 1 Sep 2014.
The outcome improvement will be a robust patient engagement-led
integrated community service which provides better outcomes at a lower
cost.
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QIPP Theme 20

2014/15
£000's

2015/16
£000's

2016/17
£000's

Community Paediatrics Re£125
commissioning
To enable an integrated system for children services in Wigan it is essential
to develop a model for community paediatrics that works seamlessly with all
primary care and community care services to ensure best outcomes for
children, young people and their families in the borough.
In order to reduce demand on acute services, we need to build self-care and
self-management for those children and young people with long term
conditions. Wigan is an outlier an A&E attendances and admissions for long
term conditions. Reductions target is £250,000.
QIPP Theme 21

Dermatology Redesign (based on 20%
cost reduction)
The project will contain the following:

2014/15
£000's

2015/16
£000's

£0

£297

2016/17
£000's

I.

A full pathway mapping of all current Dermatology services,
based in acute, community and primary care settings. This will
be in the context of the aim that around 95% of the new
pathway is provided in the community and that the redesigned
pathway must be delivered at a significantly lower cost on a
recurrent basis;
II.
A full programme of patient and public engagement;
III. Inclusion of shared decision making and self-management
approaches within the integrated pathway;
IV. The main output will be a single, integrated service
specification for Dermatology. This will have clear outcomes
and quality and performance metrics;
V. This single, integrated service will also include the existing
Community Dermatology service;
This will lead to a contractual adjustment with providers that will deliver
significant savings for the economy.
QIPP Theme 22

Mid wife led birth unit

2014/15
£000's

2015/16
£000's

2016/17
£000's
£542

The resources available for maternity care are optimised. The current
service represents a lack of patient choice and an obligation to use hospital
based services. The intention is to improve outcomes for Wigan families by
developing an effective maternity pathway that ensures that all women
receive the best possible maternity care.
With the current planned development of primary care and community
services, there is an opportunity to develop an integrated model for
maternity care giving particular consideration to the antenatal and postnatal
Healthy People, Healthy Place
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stages of the pathway. A community model of care will involve community
midwives working alongside other early years professionals to deliver an
integrated model of care in the perinatal phase. Community care will be
supported and enhanced by one or more of the following options:





Midwifery-led birth unit (standalone)
Midwifery-led unit (on hospital site)
Obstetric-led unit on hospital site
Consultant-led outpatient clinics held in the community.

The project will contain the following:I. A full clinical and financial feasibility study, including analysis of
different models of maternity care across the North West.
II. Coordinated patient engagement.
III. Coordination of clinical design panel.
IV. Delivery of service specification and implementation plan.
QIPP Theme 23

Extended INT

2014/15
£000's

2015/16
£000's

2016/17
£000's

£1,405

The Integrated Care Pilot for Adults will test the delivery of a system of
integrated, intensive case management of a cohort of 1,000 to 1,500
patients aged 65 and over who are defined as at high risk of utilising hospital
resources through a predictive risk tool. The pilot will serve as a proof of
concept in determining the model of Integrated Care that works best for
Wigan in future.
It aims to reduce hospital activity and improve the quality of care provided to
patients through a more co-ordinated approach based on multi-disciplinary
care plans and shared decision making. The system will be built around
clusters of GP practices and will draw upon the resources of all major
partners, including healthcare providers, social care and the third sector.
The pilot will contribute to the development of a model of ‘Out of Hospital
Care’ and test whether it will run at a lower cost than the existing system
whilst ensuring that the quality of care is continually improved. The pilot will
build upon, and enhance, the existing Integrated Neighbourhood Teams
within the pilot practices.
QIPP Theme 24

Children’s Integrated Care Pilot

2014/15
£000's

2015/16
£000's

2016/17
£000's

£250

There is a national drive for integrated services and the need to develop a
sustainable model for children services improving efficiency and supporting
the achievement of the fiscal efficiency savings which need to be made.


Children, Young people and families are able to access care
and support that this co-ordinated, seamless, person centred,
empowering and effective.
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Early intervention is targeted at the right families at the right
time based on evidence of what works.
Improved integration of information systems across agencies
and the removal of data sharing barriers for the benefit of
children, young people and families.
Identification of work around children and young people with
long term conditions and redesigned acute and community
delivery.

It is our intention to do this by developing an integrated approach to service
delivery that establishes:


A new structure for key paediatrics services in the Local
Authority and the NHS system this will include:o Locality-based community paediatric outpatients.
o A new way of working with locality based GP leads that
support the vision for integrated care.
o The development of a single service offer for universal
and Early help services (services in the scope of this
include maternity, health visiting, family nurse
partnership, children centres, school nursing, gateway
and schools).

QIPP Theme 25

2014/15
£000's

2015/16
£000's

2016/17
£000's

Nutrition - e.g. sip feeds, enteral feeds,
£250
Gluten Free foods
The procurement of a Dietician for a fixed term to review the prescribing of
nutritional supplements across the CCG and to support the review of
currently procured dietetic services.
The aim of this project would be to ensure that nutritional supplements are
only prescribed where clinically appropriate and that they are monitored and
reviewed correctly.
By the development of pathways, guidelines, formularies, patient
information, training programmes and current service review and re-design;
a legacy will be developed to ensure the benefits of this project persist
beyond the 12 month duration
QIPP Theme 26

2014/15
£000's

2015/16
£000's

2016/17
£000's

Frail & Elderly (Wigan Leaders
£1,629
Programme -TBA)
Later years economy wide schemes to address the health economy priority
of dealing with the financial and quality impacts of an aging population.
Currently Bridgewater is running a falls programme as part of this initiative.
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QIPP Theme 27

2014/15
£000's

2015/16
£000's

2016/17
£000's

Children's Asthma Pathway Redesign
The aim is to develop a community based model for children and young
people with Asthma. This will be led by a paediatrician working with a range
of primary and community professionals with a view to reducing acute care,
including both scheduled and unscheduled episodes.
This is predicated on developing a model for paediatric acute care which is
situated in community based hubs. Hospital admissions for some children
and young people will still be appropriate. However, it is the intention of the
project to ensure that we increase capacity in community and primary care
to deal with children and young people with Asthma in a seamless way.
An underpinning principle of this work will be to empower children, young
people and their families to self-manage their condition.
QIPP Theme 28

Care Home Pharmacists

2014/15
£000's

2015/16
£000's

2016/17
£000's

£300

Employment of 2Pharmacists for a fixed term to review prescribing in
nursing and residential homes across the CCG. The Pharmacists would be
employed by and report to the Medicines Management Team.
The Pharmacists would work with GP Practices, Nursing/Residential Homes,
Community Pharmacies and others providing services to the Care Homes
e.g. District Nurses, Integrated Neighbourhood Teams, to review prescribing
and implement medicines optimisation for the Care Home residents. They
would provide education and training to homes to support them in the safe
administration of medicines and would also work with homes and
pharmacies to reduce waste.
QIPP Theme 29

Stoma Nurse

2014/15
£000's

2015/16
£000's

2016/17
£000's

£300

The Stoma Nurse would liaise with current stoma services providers (WWL)
but focus on primary care prescribing. They would review patients in GP
Practices to ensure that stoma appliances are appropriate for the patient,
that they meet the patients’ needs and are being used correctly.
They would develop processes to ensure requests for new items were
assessed for appropriateness prior to issue of prescriptions and also to
identify patients who may need review from prescription requests.
They would provide education and training to patients and their carers,
practice staff, care home staff and the Medicines Management Team as
necessary. They would liaise with suppliers (Community pharmacies and
Dispensing Appliance Contractors (DACs)) where necessary. They would
Healthy People, Healthy Place
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ensure that no contractors are able to request back dated prescriptions, a
current issue within the CCG.
The aim of this project would be to ensure that stoma appliances are only
prescribed where clinically appropriate, that quantities prescribed are
appropriate to meet the individual patient’s needs, that requests for new
items are assessed for clinical appropriateness and that prescribing that
indicates there may be a problem is identified enabling patient review. By
the development of pathways, guidelines, formularies, patient information
and training a legacy will be developed to ensure the benefits of this project
persist beyond the 12 month duration.
QIPP Theme 30

2014/15
£000's

2015/16
£000's

2016/17
£000's

Sub-Acute Alcohol Prevention
The principal component of this initiative is for a multidisciplinary Alcohol
Care Team in each district hospital, led by a consultant with designated
sessions, who will collaborate across hospitals and primary care, to develop
a coordinated alcohol treatment and prevention programme.
Each health area can establish a hospital-led, multi-agency Assertive
Outreach Alcohol Service (AOAS) to move the most frequent attendees and
biggest consumers of hospital resources into a more appropriate, supported
& community environment.
QIPP Theme 31

2014/15
£000's

2015/16
£000's

2016/17
£000's

MIG System (Health Economy wide
information system)
Already introduced - The Medical Interoperability Gateway (MIG) is a
brokerage service which allows for the secure, audited and consent driven
exchange of data between NHS systems. MIG is based currently on a
number of templates, defined by the local health economy to create a
number of views that can be used to view data from different systems.
QIPP Theme 32

Medicines Optimisation
Generics - increase prescribing of
drugs that do not require to be brand
prescribed
Respiratory review - To include
corticosteroids, step down from high
dose, mucolytics, leukotriene
antangonists
GM Do Not Prescribe List - reduce
prescribing
Scriptswitch
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£000's

2015/16
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£000's

£120

£300

£100
£300
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Ezetimibe - decrease prescribing;
following locally agreed guidance
Product Formulation Changes
Specials - decrease prescribing of
unlicensed specially formulated
medicines
Individual Prescribing Reviews e.g.
PPIs, analgesics, pregabalin, ED drugs
Oxygen
Appliances - e.g. incontinence
products, stoma care, dressings
GM - RED Drugs
Obesity Drugs

£150
£250
£300
£350
£150
£100
£100
£100

Other Schemes
QIPP Theme 33

Ring Pessary

£2,000
2014/15
£000's

2015/16
£000's

2016/17
£000's

£70

NHS Wigan Borough CCG is looking to provide a cost effective alternative to
secondary care for the fitting and changing of pessaries that meets the
needs of the local population and provides value for money.
The service will maximise the number of patients managed appropriately in
a community setting and will contribute to the sustained delivery of referral to
treatment waiting time standards. The service would also reduce the time it
takes for patients to move from GP referral to treatment for the identified
procedures.
QIPP Theme 34

Lower Back Pain-Keele STartBack Tool

2014/15
£000's

2015/16
£000's

2016/17
£000's

£200

The project will involve using the Keele StarTback screening tool to reduce
the number of patients who are being referred to the pain management
clinics when other pathways would improve the condition of the patient.
The Keele StarTback project involves allocating patients to different
pathways based on their Prognosis (low, medium and high risk poor
outcome). There is a 9 item tool which is designed to classify these patients
into the three subgroup categories and aid primary care management. A
shorter 6 item tool version has been devised for general practioners to use
which categories the prognosis into 2 categories (low, Medium/High).
The expected outcome would be to reduce the number of referrals into pain
Healthy People, Healthy Place
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management clinics and also improve pathways for patients around MSK
services so there is more self-management and the appropriate pathway is
chosen to deal with the patient’s condition
QIPP Theme 35

BNP Testing

2014/15
£000's

2015/16
£000's

2016/17
£000's

£150

To assist the primary care providers to implement Serum Natriuretic Peptide
(BNP) testing as part of the primary care diagnostic pathway for heart
failure.
Heart failure referrals to outpatients currently cost the NHS more than £35
Million. Heart Failure is the most common condition in the industrialised
society at around 900,000 people per annum.
The most common cause of heart failure in the UK is coronary heart
disease. Heart Failure has a poor prognosis, with just fewer than 40% of
patients diagnosed dying within a year. This suggests that prompt diagnosis
and treatment would be beneficial in reducing morbidity and mortality in
those patients who do not have heart disease
Reduce the number of patients being admitted into secondary care for heart
failure. This will be done by educating primary care in the benefits of using
BNP testing. Ensuring that serum NP testing is made available for all
primary care clinicians referring patients for assessment of possible heart
failure symptoms
QIPP Theme 36

Fracture Liaison Service Plus

2014/15
£000's

2015/16
£000's

2016/17
£000's

£60

The elderly population is set to increase annually as is the number with
osteoporosis. By 2022 we predict the population in the Borough aged over
65 years will increase by 17.4% with around 65,000 people aged over 65
years. Falls are strongly associated with future falls and poorer health
outcomes. In the current Borough population of 317,000 there were 1,226
first fragility fractures in 2011/12 and 377 people were admitted with
fractured neck of femur. During 2011/12 the overall costs for treating falls
and fractures was £9.4 m. Our aim is to reduce the human and financial cost
of falls for the Borough of Wigan through a Fracture Liaison Service Plus
(FLS+) which includes an extended role to work alongside GP Practices to
actively case manage people with risk factors for osteoporosis.
QIPP Theme 37

Breathlessness Service

2014/15
£000's

2015/16
£000's

2016/17
£000's

£130

3 year programme to reduce COPD related illness in Wigan Borough CCG
and reduce inequality in the service provided to the residents in Wigan
Borough CCG. Improve the mortality rates and reduce the expenditure on
the COPD spend. The business case will improve:
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•
•
•
•

Improve the accuracy of diagnosis of people presenting with
COPD, Heart failure and asthma
Improve the on-going care of patients with COPD, asthma and
heart failure in Primary Care
Reduce unplanned admissions to hospital and Outpatient
Referrals.
Educate and support practices in the on-going management of
patients with moderate to severe disease in order to reduce
unnecessary follow-ups.

QIPP Theme 38

Activity Reduction Via SCEOS

2014/15
£000's

2015/16
£000's

2016/17
£000's

947

The Single Commissioning Engagement and Outcome Scheme (SCEOS)
was designed to replace locality payments to practices and to support
engagement in commissioning activity during 2013-14. Practices will
engage in attending meetings, Peer reviews, and Budget management and
participate in integrated care meetings.

QIPP Theme 39

Grants Reduction

2014/15
£000's

2015/16
£000's

2016/17
£000's

£190

Grant funding enables the CCG to make partial contributions towards
charitable organisations for the purpose of providing services supporting
patients’ healthcare needs in Wigan. A full review of this area has been
agreed via Finance & Performance Committee, and as part of the review
new criteria for issuing grants will be established. It is expected not all
current grant funding will meet the new criteria; hence a reduction of £190k
will be applied to the current commitment of £1,652.

16.3

The CCG has demonstrated a clear requirement for return of prior
year surpluses in every financial year within this financial plan. This is
required to support the transformation agenda through BCF and
Healthier Together Programmes, as non-recurrent contingency each
year to mitigate financial risk, and non-recurrently to pump prime the
achievement of QIPP schemes.
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17.

Governance Overview

What governance processes are in place to ensure future plans are
developed in collaboration with key stakeholders including the local
community?

17.1

We believe the aspiration behind the Health and Social Care Act 2012
will drive a shift in commissioning philosophy from the application of
an approach based on an aggregation at a population level to one that
is more integrated and individualised.

17.2

We want patients to have more ability and control to prevent illness
and retain wellness, increased opportunities to have informed selfcare for both acute and chronic illness, timely access to care at an
appropriate level of complexity and location to needs, more
personalised healthcare choices when accessing that care along with
support and empowerment where needed to make the best choice for
patients.

17.3

There will be “no decision about me, without me” and GP’s and their
practices will be a key advocate in supporting this individualised care.

17.4

If we are to bring about the changes required to meet our objectives
and deliver our ambitions, then we will need to have the support of our
stakeholders and in particular our membership.

17.5

We will demonstrate our accountability to our members, local people,
stakeholders and the NHS Commissioning Board in a number of
ways, including by:
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publishing our constitution;
appointing independent lay members and non GP
clinicians to our Governing body;
holding meetings of our Governing body in public (except
where WBCCG considers that it would not be in the
public interest in relation to all or part of a meeting);
publishing annually a commissioning plan, developed
through the practices and locality groups;
complying with Local Authority health overview and
scrutiny requirements;
meeting annually in public to publish and present its
annual report (which must be published);
producing annual accounts in respect of each financial
year which must be externally audited;
having a published and clear complaints process;
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17.6

complying with the Freedom of Information Act 2000;
providing information to the NHS England as required.

In addition to these statutory requirements, WBCCG will demonstrate
its accountability by:











holding public engagement events;
encouraging public and patient involvement both through
localities and borough wide;
meeting regularly with the Local Medical Committee;
ensuring that WBCCG website is kept up to date;
making documents and the governing body agenda and
papers available to the public; (except where WBCCG
considers that it would not be in the public interest in
relation to all or part of a meeting);
ensuring that the view and comments from patients and
the public are evidenced in all service reviews and
developments;
ensuring that the CCG complies with its statutory
obligation with regard to public consultations;
taking all reasonable steps to ensure that all members
are apprised of decisions and developments using a
variety of communication methods including but not
limited to:
• Membership communications;
• Clinical leadership model;
• Briefings; and Surveys.

17.7

The CCG will have statutory responsibility for ensuring that the
organisations from which it commissions services provide safe
systems, safeguarding both children and vulnerable adults.

17.8

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

17.9

The governing body of the CCG will regularly review its governance
arrangements to ensure that WBCCG continues to reflect the
principles of good governance.

17.10 The Governing body is accountable for setting overall CCG strategy
and monitoring delivery; supporting and co-ordinating the
commissioning work undertaken in localities through the Locality
Healthy People, Healthy Place
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Groups; ensuring the CCG operates within its financial allocations
through good financial management operated at practice and locality
level; ensuring statutory and regulatory obligations are met.
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18.

Key Values and Principles
An outline of how the values and principles are embedded in the
planned implementation of the intervention?

18.1

The high level values, principles and ambitions that will support
delivery of our vision and ambitions are:
Equality – Excellence – Engagement – Integrity
 Addressing with others the wider determinants of health
and ensuring that they contribute to improving health
outcomes.
 Targeting support on those patients with a higher
dependency on health services, to improve the
management of the individual’s conditions and contain the
use of services


Shift the delivery of services from in-hospital to out of
hospital in order to create a sustainable Health and Social
Care System in the Borough of Wigan.



Continually improve the quality and efficiency of seamless
care services both in and out of hospital

18.2

These values, principles and ambitions will run through everything we
do going forward, as we build in more detail regarding the
interventions we plan to undertake in our final five year strategy
document we will expand further on how our values and principles
underpin our plans.

18.3

Employees, members, committee and sub-committee members of the
CCG and members of the Governing Body (and its Committees) will at
all times comply with the Constitution and be aware of their
responsibilities as outlined in it.

18.4

They should act in good faith and in the interests of the CCG and
should follow the Seven Principles of Public Life, set out by the
Committee on Standards in Public Life - the Nolan Principles.

18.5

They must comply with the CCG’s policy on business conduct,
including the requirements set out in the policy for managing conflicts
of interest. This policy will be available on the CCG’s website at
www.wiganboroughccg.nhs.uk.

18.6

Individuals contracted to work on behalf of the CCG or otherwise
providing services or facilities to the CCG will be made aware of their
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obligation with regard to declaring conflicts or potential conflicts of
interest.
18.7

The Nolan Principles set out the ways in which holders of public office
should behave in discharging their duties. The seven principles are:
 Selflessness – Holders of public office should act solely in
terms of the public interest. They should not do so in order to
gain financial or other benefits for themselves, their family or
their friends.
 Integrity – Holders of public office should not place themselves
under any financial or other obligation to outside individuals or
organisations that might seek to influence them in the
performance of their official duties.
 Objectivity – In carrying out public business, including making
public appointments, awarding contracts, or recommending
individuals for rewards and benefits, holders of public office
should make choices on merit.
 Accountability – Holders of public office are accountable for
their decisions and actions to the public and must submit
themselves to whatever scrutiny is appropriate to their office.
 Openness – Holders of public office should be as open as
possible about all the decisions and actions they take. They
should give reasons for their decisions and restrict information
only when the wider public interest clearly demands.
 Honesty – Holders of public office have a duty to declare any
private interests relating to their public duties and to take steps
to resolve any conflicts arising in a way that protects the public
interest.
 Leadership – Holders of public office should promote and
support these principles by leadership and example.
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19.

Risks to Delivery

19.1 Using the Risk Management Matrix adapted from the Australian Risk
Management Scheme (AS/NZS 4360 1999 Risk Management – Revised
ED.2004), we have identified a number of risks to the transformation agenda.
Here are the highest scorers and the Risk Matrix for Risk Managers 2008.

Risk
Patient Engagement
opportunities and facilitator
availability inadequate for the
needs of the overall programme

Plan
Overarching schedule for engagement
planning has been developed to maximise all
opportunities. Audit of engagement progress
and content within individual projects and
programmes. Increase resourcing where
necessary

Estates have not been reconciled An estates enabling group is likely to provide
against the strategic programme
part of the reconciliation process increased
liaison with NHS Property Services
Project overlap which has not
been incorporated into service
design or activity and finance
models

The process of reconciling the programmes is
underway but currently hampered by the
emergence of new projects. Reducing new
content will allow existing content to be
reconciled

The strategic plan is not
aligned with the provider
strategic plans

WWL currently revising their strategic plan
with reference to the CCG plan, risk to be
reviewed on completion

Critical advanced procurement
options remain theoretical and
have not been negotiated with
partners

CCG procurement strategy planning
underway, further activity to follow.

Feasibility studies for individual Feasibility study outputs (phase one of most
projects have not been
projects) are due in June/July
completed, verified and audited to
prove the strategic plan
Demand for IM&T 'change'
resources within the projects will
exceed availability

Existing requirements need to be carefully
vetted and prioritised. Additional resources
will be required.

Demand for data and data
analysis within the projects will
exceed availability

Requirements will need to be vetted and
prioritised.
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Risk

Plan

Pace of projects may exceed the
pace of adjustment for senior
stakeholders resulting in
discomfort and 'blocking'

Borough Event in June 2014. Use of the
Wigan Leaders forums.

Success within projects which is
not adequately planned for by
providers may causing critical
risks to services

CCG to work closely with providers to explore
possible solutions and viability of service
changes to minimise impact on service
sustainability.

Risk that the cost of moving and
re-establishing services will
dramatically offset efficiency
savings

Ensure that projects comprehensively map
the implementation costs. Share the costs
with providers.

The strategic plan is vulnerable to
various negative disruptions
(media, JR/Legal) until all of the
supporting data is adequately
developed and stakeholders have
been successfully engaged

Comprehensive and transparent provider and
patient engagement aligned with a responsive
PR system. Additional staff engaged for PR
role.

Commissioner staff capability
and capacity to drive the agenda
forward.

Senior leadership monthly planning meetings
to ensure that the programme is on line for
delivery with opportunity for mitigating actions

Provider staff disruption with the
wrong staff in the wrong place to
deliver the transformation
agenda.

Workforce planning for the providers is
required, particularly around primary care.

Healthier Together
Proposals will impact on the
system – these impacts are not
fully understood.

The impacts when understood should be
considered as soon as they are known

Election May 2015 the potential
change of government and
possibly policy would disrupt the
organisation and progress.

The impacts when understood should be
considered as soon as they are known
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