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Meeting of Wigan Borough Clinical Commissioning Group Governing Body
Held on Tuesday 25th June 2013 at 1.30pm in Meeting Room 17, Wigan Life Centre

Present:
Dr Tim Dalton, Chair (TD)
Dr Ashok Atrey, Clinical Lead, TABA (AA)
Dr. Mohan Kumar, Clinical Lead, Patient Focus (MK)
Dr Pete Marwick, Clinical Lead North Wigan (PM)
Dr Sanjay Wahie, Clinical Lead, United League (SW)
Dr Tony Ellis, Clinical Lead, Wigan Central (TE)
Trish Anderson, Chief Officer (TA)
Mike Tate, Chief Finance Officer (MT)
Dr Gary Cook Secondary Clinician Governing Body Member (GC)
Frank Costello, Lay Member (FC)
Canon Maurice Smith, Lay Member (MS)
Helen Meredith, Nurse Governing Body Member (HM)
In Attendance:
Julie Southworth, Director of Quality & Safety (JS)
Tim Collins, Assistant Director of Governance (TC)
Steven Hargreaves, Committee Secretary (SH)
Angela Cullen, Executive Assistant to Chief Officer/Minute Taker (AC)
Alexia Mitton, Head of Communications (AM)
Martin Kent, Assistant Director, Strategy and Collaboration (Localities) (MK)

Minutes
1.

ACTION

Chairman’s Welcome
The Chairman opened the meeting at 13:30 formally welcoming all
attendees to the June meeting of the Wigan Borough Clinical
Commissioning Governing Body.

2.

Apologies for Absence
Dr Deepak Trivedi (Clinical Lead, Atherleigh).

3.

Declarations of Interest
Other than the recorded declarations of interest there were no additional
declarations of interest for any items contained within this agenda.
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The Chairman reminded Governing Body members that apart from the
standing declarations of interest individuals must declare any interest
that they have, in relation to a decision to be made in the exercise of the
commissioning functions of WBCCG, in writing to the Governing Body,
as soon as they are aware of it and in any event no later than 28 days
after becoming aware.
Where an individual is unable to provide a declaration in writing, for
example, if a conflict becomes apparent in the course of a meeting, they
will make an oral declaration before witnesses, and provide a written
declaration as soon as possible thereafter.
4.

Minutes from the Previous Meeting
Approved as a true and accurate record of the meeting.

5.

Actions/Decisions Log/Matters Arising
Progress on actions from the May 2013 meeting were noted and the
updated log should be read as part of these minutes.

6.

Questions From Members of the Public

777
7

No questions raised by the members of the public.

7.

Key Messages
7.1

Chair’s Key Messages
TD indicated that as he and TA had together attended a number
of events since the previous meeting of the Governing Body he
would ask TA to present a summary in her report.

7.2

Chief Officer’s Key Messages
TA circulated the June Chief Officer’s report giving a detailed
update on the current National, Regional and Local areas.
National Update
Monitor
Monitor and NHS England have published three documents on
proposals for the 2014/15 National Tariff:
Tariff Engagement Document
Proposals for Local Payment Variations
2
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Proposals for Enforcement of the Tariff by Monitor and
the NHS Trust Development Authority.
There are three questionnaires seeking views by 09 July 2013.
Public Health England
A ‘Longer Lives’ website has been established which allows
people to easily compare data sets on areas such as mortality
performance against similar populations, incomes and levels of
health aiming to give local areas better information to
understand their own position and improve the populations’
health.
Whilst some progress has been made locally there are still some
areas which require significant improvement.
Urgent and Emergency Care Services
A detailed review on transforming urgent and emergency care
services in England has been undertaken. From the evidence
base being developed there are 4 emerging principles for future
service and 12 objectives to shape any new system around and
suggested implementation solutions. TA noted that this area is
receiving high press interest and confirmed that the CCG would
contribute to the consultation by the 11th August 2013.
Integrated Care
A document ‘Integrated Care and Support, Our Shared
Commitment’ was issued in May and is forming the basis of
work with the Local Authority and other health partners on the
development of a Local Integrated Care Plan.
‘Towards Commissioning Excellence’
As part of the NHS Reforms implemented as a result of the
Health and Social Care Act, Commissioning Support Units were
established to provide a range of commissioning services to
groups of CCGs, the idea being that it would bring together
expertise and would deliver economies of scale. During the
course of authorisation, CCGs were required to outline how they
would secure their commissioning services “by make, buy or
share”. Commissioning Support Units were established across
the country to provide those services that CCGs elected to buy.
As part of their establishment there is a requirement within the
legislation that these services should be market tested during
2014 as most CCGs signed initial SLAs for an eighteen month
period. NHS England has now issued “Towards Commissioning
Excellence – A Strategy for Commissioning Support Services”,
which outlines the requirements on CCGs to “market test” the
services they commission, the freedoms that CCGs have and
the requirements that CCGs will need to meet. The 12 Greater
Manchester CCGs have agreed to work together on this
3
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procurement exercise and a detailed briefing on the process and
requirements will be brought to a future Governing Body
meeting.
Greater Manchester Update
Integrated Care Guidance
Following the issue of the Integrated Care Guidance, a Greater
Manchester wide event (as part of the Healthier Together
Programme) took place in Manchester at the beginning of June
to enable all 12 CCGs and 10 Local Authority partners to share
their outline Integrated Care Plans for their local areas. Work is
continuing to develop our plan following discussions and
consultation with all our Member Practices, a first draft will be
shared at the Members Convention on 26 June 2013.
Greater Manchester Quality Surveillance Group (QSG)
The Greater Manchester Quality Surveillance Group (QSG) met
during this last month. The QSG has a broad membership from
across the Health Economy.
It will focus on quality issues
across the Greater Manchester Health care system by sharing
information, reducing geographical variations in quality
performance and will prevent avoidable repetitions of quality
related incidents across the system through the effective use of
early warning systems and shared intelligence. The group is still
at a formative stage but the last meeting focussed on a
presentation from the local Coroner in relation to lessons to be
learnt from Rule 43 letters. The group agreed that in future such
lessons would be shared across all participants.
Local Update
WBCCG Induction Day
The WBCCG held its first formal induction day with all staff. The
session focused on the organisation structure, the corporate
objectives and the national/local challenges. The sessions were
well received and feedback was positive from all who attended.
Health & Social Care Scrutiny Committee
TD and TA attended the Health & Social Care Scrutiny
Committee (H&SCSC) where they presented a report outlining
the CCG’s authorisation and our key priorities. Members of the
committee were particularly keen to hear about the development
of patient engagement and involvement and would be keen to
provide support for any local initiatives.
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Health & Wellbeing Board
The Health & Wellbeing Board met at the beginning of June in
its statutory capacity. The agenda focused on finalising the draft
Health & Wellbeing Strategy and on a detailed discussion of the
outline Integrated Care Plan for Wigan, which is currently being
developed and consulted on.
Safeguarding
A meeting was held with Professor Paul Kingston – the
Independent Chair of the Adult Safeguarding Board. The Care
and Support Act will place adult safeguarding on a statutory
footing with clear responsibilities for all agencies. As the Board
lead for Safeguarding TA is keen to ensure that the CCG is well
placed to, and can, demonstrate commitment to deliver its
responsibilities. The CCG participated as part of the joint
arrangements for safeguarding of Children in a local OFSTED
Inspection on neglect. Formal feedback is awaited.
FC welcomed TA’s report and the interest shown by the
H&SCSC. He confirmed there was an inaugural meeting of the
Patients Forum on 13 June 2013. The next meeting will be on
15th August 2013 and he would ask that the H&SCSC be
represented.
In response to a question from TD, TA added further comment
to the Public Health England figures in that it was a good
opportunity for us to look at what is in place, scrutinize the
figures and identify how we may look to make differential offers
which are more targeted to need. MK also pointed out that the
CCGs QIPP Working Group examines Public Health England
figures when designing programmes to have optimum clinical
impact.
Resolved:
The Governing Body received the report and requested
that;
• The Lay Member leading on patient engagement
invite a representative of the H&SCSC to the August
meeting of the patients forum.
• TA return with a briefing on the Commissioning
Support Service Procurement exercise.
8.

FC

TA

New Business Items
8.1

Procedure for CCG Constitution Changes
Guidance was issued by NHS England on 24 May 2013 around
5
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the procedures for making changes to CCG Constitutions. The
changes will be approved by NHS England twice a year on 01
June and 01 November following an application from CCGs
which should be subsequent to Governing Body approval. Due
to the timing of the guidance the first deadline has been
postponed to 28 June to allow CCGs to process and changes
since authorisation.
The Governing Body was asked to approve the amendment to
the Constitution on recommendation from the Corporate
Governance Committee at its meeting on 11 June 2013.
Resolved:
The Governing Body accepted the formal adoption of the
statement and approved the following insertion to the
CCG’s Constitution:
“The CCG recognises and confirms that nothing in or
referred to in this constitution (including in relation to the
issue of any press
release or other public statement or disclosure) will prevent
or inhibit the making of any protected disclosure (as
defined in the Employment Rights Act 1996, as amended by
the Public Interest
Disclosure Act 1998) by any member of the CCG, any
member of its governing body, any member of any of its
committees or sub-committees or the committees or subcommittees of its governing body, or any employee of the
group or of any of its members, nor will it affect the rights
of any worker (as defined in that Act) under that Act.”
8.2

JS

Health and Safety Policy
The Health and Safety Policy and Manual were presented to the
Governing Body for approval following recommendation from the
Corporate Governance Committee on 11 June 2013.
Resolved:
The Governing Body approved formal adoption of the policy
and manual and requested that it also be circulated to GP
practices for information.

8.3

JS

Finance Update
MT shared a newly composed dashboard and executive
summary to report progress to date against primary financial
indicators from the NHS England interim CCG Assessment
Framework. The 3 reports presented under items 8.3, 8.4 and
8.5 of this agenda had all been scrutinized by the Finance &
6
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Performance Committee and would be subject to further
refinement as the year progressed.
Surplus – Full year forecast
At month 02 the CCG has total allocations of £420m and is
forecasting to achieve its statutory duties in 2013/14 and
achieve the planned 1% surplus of £4.073m.
Surplus – year to date performance
The year to date surplus of £679k is in line with the plan.
Underlying recurrent surplus
The CCG is also on target to achieve a 2% recurrent surplus at
the end of 2013/14.
Running costs
The running cost in year should not exceed £25 per head and at
month 02 the actual costs and forecast outturn are reported at
£23 per head.
QIPP Savings
The forecast QIPP saving for the year is reported at £18.167m.
There remains a QIPP gap of £2.9m yet to be identified at month
02.
In conclusion MT reported that all important indicators were at
green on the RAG rating and no areas were overheating.
However, there were risks, the only red rated item relating to an
issue around access to SUS data via Commissioning Support
Unit (CSU).
GC asked if Christie Hospital is part of specialised
commissioning and subject to QIPP. MT confirmed that it was
and assumed the QIPP element would also apply.
SW raised a point regarding the repatriation of patients requiring
specialist drugs. MT confirmed that the baseline allocation from
the previous PCT has now transferred to the Local Area Team
(LAT) for specialist drugs adding that the CCG picks up no
specialist drugs costs, but that was no guarantee that NHS
England would not change the allocations in the future.
TD asked if there was any action for the Governing Body in
respect of the SUS data issue. MT confirmed that there was no
specific action at present but the Governing Body should be
aware of the risk presented. MT had informed NHS England
and external audit. If it is not resolved in 6 weeks it would
impact on performance.
7
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The Governing Body noted the risk highlighted in respect of SUS
data access and the difficulties with access to data following the
change in legislation.
Resolved:
The Governing Body received the report.

8.4

QIPP Report
The overall forecast as at month 02 is reported as £18,168k, an
adverse variance of £50k against the full year target of
£18,218k.
A report against all schemes included in the QIPP programme
for 2013-14 was presented to members. Due to a time lag with
information no exception reporting was included at month 02.
As data becomes more meaningful exception reporting on failing
schemes will be included.
MT talked the Governing Body through the report making
reference to the following points:
A three year QIPP plan is being delevoped.
Medicines Management is currently red RAG rated but is
expected to deliver against plan towards the end of the
year, as per previous years.
In order to meet the £18m target a further £3m is to be
found. There is a lot of work still ongoing.
MK requested support from other Clinical Leads in respect of
other schemes presently being worked on for example shared
decision making.
Resolved:
The Governing Body received the report.

8.5

2013/14 Month 02 Performance Report
MT requested that the Governing Body note the contents of the
performance report for 2013/14. This report is based on the
CCG Assurance Framework against which NHS England will
assess CCG performance on a quarterly basis. The report uses
a balanced scorecard of four key areas, each of which are
assessed against a range of key performance indicators, now
being marked quarterly as opposed to yearly.
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Providing Local People with Good Quality Care.
Promoting Patient Rights Under the NHS Constitution.
Improving Health Outcomes for Local People.
Commissioning Services within Financial Allocation.
The Chair welcomed the graphs showing trends and requested
that future graphs be clearly marked to identify monthly or
quarterly figures.
GC asked how we are currently managing the elective activity to
bring back into line with expectations.
MT explained that Kim Godsman’s team are currently using
Solis/SUS data packs to inform Clinicians’ meetings. A new
scheme called ‘SCEOS’ is also being utilised to allow us to
scrutinize referrals and patterns at GP practice levels.
MS made reference to page 2 of the summary stating that the
summary of objectives looks very similar to our corporate
objectives. JS confirmed that they are currently being worked
on to ensure alignment.
FC referred to page 3 of the summary, CCG Self-Assessment,
stating that it strikes him as subjective and possibly dangerous.
If other CCG’s are not as candid there is a risk of potentially
being disadvantaged. JS confirmed that she would look into this
further.
In respect of the self-assessed red RAG rating for Providing
People with Good Quality Care SW asked if this related to the
main provider (WWL) or did this include all providers? MT
explained it was highlighted as the main provider but would go
back and ask the question and report back. SW asked what
steps WWL were taking to rectify the Medicines Management
CQC enforcement action and would the CCG be informed of the
outcome? JS confirmed that action was triggered due to a
failure to respond to the CQC. We have a formal process of
performance management on healthcare quality with WWL
including interim and proactive updates being provided to us.
Resolved:
The Governing Body received the report and requested
that;
• The graphs be clearly marked as monthly / quarterly
performance.
• Page 3 of the summary, CCG Self-Assessment
objectives be reviewed particularly in relation to
Clinical Governance.

MT
JS
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•
9.

Clarification be sought on whether the provider
assessment covered the main providers only.

MT

Current Business Items - Committee Updates
9.1 9.4

Committee Updates for May 2013 were circulated as below:
9.1 Chairperson’s Report – Clinical Governance Committee
9.2 Chairperson’s Report – Corporate Governance
Committee
9.3 Chairperson’s Report – Finance and Performance
Committee
9.4 Chairman’s Report – Service Design and Implementation
Committee
MS pointed out that in the Clinical Governance Committee
Chair’s Report there was reference to the Diabetic Eye
Screening Programme (DESP) audit being agreed but not
executed since 2011. There was also a problem on data
sharing between 2 IT systems. Public Health England were
responsible for commissioning the work. JS stated that the CCG
is monitoring Public Health England in that area and a report
would come back through Clinical Governance Committee. In
response to a question to GC, JS agreed to report back to the
Governing Body on what sanctions were available to the CCG if
Public Health England failed to complete the work. TA added
that we need to track back through the last year of the PCT to
identify what other Bodies’ responsibilities were to the CCG and
then show that these have been completed.
Resolved:
The Governing Body received and noted all reports listed
and requested that;
• The Clinical Governance Committee report to the
Governing Body in November on the DESP audit.
• Management to look into potential sanctions for
Public Health England if agreed work is not
completed.
• A review be undertaken of external Body
responsibilities to deliver work in the year to April
2013.

JS

JS

JS
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10.

Locality Updates
10.110.6

Locality Updates for May 2013 were circulated as below:
10.1 Atherleigh
10.2 Patient Focus
10.3 TABA
10.4 WCC
10.5 Wigan North
10.6 United League Consortium
Resolved: The Governing Body received and noted all
reports listed.

11.

Any Other Business
There were no items of any other business.
Part 1 of the meeting closed at 14:50.
The Chairman closed the meeting and thanked all, including members of
the public, for attending.

12.

Date and Time of the Next Meeting
Tuesday 23rd July 2013, 13:30
Room 17
Wigan Life Centre
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Actions from Part 1 of the WBCCG Governing Body Meeting held on Tuesday 25th June 2013

Item
8.1

Description

Action By

Deadline

•

JS to check with NHS England, that the HCAI strategy was in line with its
expectations.

JS

August 2013

•

Progress report on implementation of HCAI strategy.

JS

November 2013

•

Response to Mid Staffordshire NHS Foundation Trust Public Inquiry:
Francis Assurance/Action Plan to be brought to the July Governing Body.

SF

July 2013

•

MK pointed out that the response did not appear to include Primary Care and
that a unified response should be made. SF agreed that the NHS England
Local Area Team (LA) should be consulted before finalising the response.

SF

July 2013

•

Annual report to be published on progress against action plan.

SF

July 2014

•

Providers asked to present their action plans to CCG Clinical Governance
Committee.

SF

December 2013

•

Engagement events delivered and Healthwatch invited.

SF

March 2014

May 2013
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8.2
May 2013

•

The Lay Member leading on patient engagement invite a representative of the
H&SCSC to the August meeting of the patients forum.

FC

August 2013

•

TA return with a briefing on the Commissioning Support Service Procurement
exercise.

TA

August 2013

•

The Governing Body accepted the formal adoption of the statement and
approve the following insertion to the CCG’s Constitution.

JS

June 2013

8.5

•

The graphs be clearly marked as monthly / quarterly performance.

MT

July 2013

June
2013

•

Page 3 of the summary, CCG Self-Assessment objectives be reviewed
particularly in relation to Clinical Governance.

JS

July 2013

•

Clarification be sought on whether the provider assessment covered the main
providers only.

MT

July 2013

•

The Clinical Governance Committee report to the Governing Body in November
on the DESP audit.

JS

November 2013

•

Management to look into potential sanctions for Public Health England if agreed
work is not completed.

JS

July 2013

7.2
June
2013

8.1
Page 14

June
2013

9.0
June
2013

2

•

A review be undertaken of external Body responsibilities to deliver work in the
year to April 2013.

JS

September
2013

Page 15
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MEETING:

Governing Body

DATE:

23 July 2013

Item Number: 8.1

REPORT TITLE:

Finance Report Month 3 (June 2013)

REPORT AUTHOR:

Mike Tate

PRESENTED BY:

Mike Tate

RECOMMENDATIONS/DECISION
REQUIRED:

Information

EXECUTIVE SUMMARY
Executive summary is contained within the Finance Report (Page 2)

FURTHER ACTION REQUIRED:
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Wigan Borough CCG Finance 2013/14 - Dashboard & Executive Summary
Primary Financial Indicators from the Interim CCG Assessment Framework

Surplus - full year forecast

Green

Underlying recurrent surplus

Green

Surplus - year to date performance

Green

Running costs

Green

Executive Summary:

Page 20

Performance against the CCG’s primary financial indicators
• At month 03, the CCG has total allocations of £421m, and is forecasting to achieve its statutory duties in 2013/14 and achieve the planned 1% surplus of £4.073m;
• The year to date surplus (£1,018k) is in line with the planned surplus;
• The CCG is also on target to achieve a 2% recurrent surplus at the end of 2013/14; and
• The running cost is £25 per head of population, at month 03 the actual costs and forecast outturn are in line with achievement of this target.
Key messages:
• At month 03 the CCG still has limited information on the key budget areas, including acute contracts and prescribing, and so the position reported is in line with the budgets set out in the
annual financial plan.
• Since April 2013 there have been well documented restrictions placed on CCG's with regard to Patient Confidential Data (PCD). The CCG continues to request pseudonymised data for
contract monitoring purposes from NHS Trusts and CSU colleagues. Limited data has been received to allow high level monitoring of the contracts with Wrightington, Wigan & Leigh NHS
FT, Royal Bolton Hospital NHS FT, Salford Royal NHS FT and Central Manchester University Hospitals NHS FT which represent some of the CCG's significant contracts. Due to the PCD
issue and high level data provided, forecast outturn breakeven is being reported;
• The CCG is planning to deliver £18,218k QIPP savings in 2013/14. Successful delivery of this target is critical to the achievement of the CCG’s planned surplus. The forecast QIPP saving
at month 03 is reported as £18,172k, an adverse variance of £46k against the full year target;
• There remains a QIPP gap of £2.9m, and the details of individual QIPP schemes are given in the separate QIPP report;
• There are a number of risks which could affect the achievement of the CCG’s planned surplus such as the impact of specialist commissioning in-year allocation amendments and growth in
non-specialist secondary care. Specialist commissioning adjustment is likely to take place before the end of Quarter 2 and a local risk share is being negotiated with regard to the impact of
Central Manchester University Hospitals NHS FT and Central Manchester CCG;
• There is a significant risk that the lack of robust contract monitoring data from NHS Trusts, co-ordinating CCGs, and CSU's will result in over-performance which the CCG will be unable to
validate but will be liable to pay following flex/freeze periods. This is being closely monitored and escalated to senior management where appropriate; and
• There are a number of issues currently being experienced with NHS Shared Business Services (SBS) and the new ISFE financial reporting system. These include loss of invoice imaging,
resulting in potential confidentiality issues, significant system downtime and lack of SBS response and engagement when issues are raised. This is being raised formally with NHS England
and NHS SBS.
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Wigan Borough CCG - Summary Financial Position at Month 3

Not Due

0-30 Days 31-60 Days 60-90 Days
overdue
Overdue
Overdue
£000
£000
£000

90+ Days
Overdue
£000

Total
Overdue
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Creditors
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NHS
Non NHS

601

45
33

8
1

-

-

-

37
34

Total Creditors

601 -

12

9

-

-

-

3

Commentary
Wigan Borough CCG has £27k worth of debtors as at the 30th June 2013 that are not overdue. The majority of debts are with NHS organisations and relate to
the recharge of the 11 GM CCGs for the set up and establishment of the CSU.
The CCG has £598k worth of creditors as at the 30th June 2013. The majority of the creditors are not yet overdue for payment and will be paid in July. The
NHS £45k credit relates to a credit from 5 Boroughs which will clear in July. The other invoices outstanding have not been paid due to the invoice imaging
system that SBS are still in the process of correcting.
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Wigan Borough CCG - Summary Financial Position at Month 3

Better Payments Practice Code (BPCC) – All NHS organisations are required to pay 95% of their valid invoices by value and by volume within 30 days of
receipt.
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Commentary
In June Wigan Borough CCG achieved the 95% requirement on the value of invoices. Due a system error at Shared Business Services, the CCG ledger
provider, the CCG did not meet the requirement in June on the volume of invoices. The system error related to invoice imaging which resulting in clients not
being able to view the invoices on the system and therefore could not approve the invoices. SBS are still in the process of correcting this issue.
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MEETING:

WBCCG Governing Body
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DATE: 23rd July 2013

REPORT TITLE:

Month 3 QIPP Report

REPORT AUTHOR:

Chris Melling

PRESENTED BY:

Mike Tate

RECOMMENDATIONS/DECISION
REQUIRED:

To note the contents of the paper

EXECUTIVE SUMMARY

The overall forecast as at Month 3 is reported as £18,172k, an adverse variance of £46k
against the full year target (£18,218k).
A report against all schemes included in the QIPP programme for 2013-14 is included for
information.

FURTHER ACTION REQUIRED:

Page 33

Page 34

• Risk Table
• Handover Log

Appendices

• Additional Information

Pages 5

• QIPP Scorecard

Page 3 & 4

• Dashboard & Executive Summary

Page 2

Month 3 (June 2013)
Chief Finance Officer

Mike Tate

Quality, Innovation, Productivity and Prevention

Wigan Borough CCG QIPP 2013-14 Programme
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£4,000

£6,000

QIPP - Full Year Forecast Against Plan

£2,000

£8,000

Green

Green

£10,000
£000's

£14,000

£16,000

£18,000

Local Indicator

Has a rolling three year QIPP plan been developed ?

Local Indicator

Has the value of schemes yet to be identified reduced in month ?

£12,000

£20,000

Amber/Green

Amber/Green

Full Year Plan

Plan To Date

Actual To Date

Future reporting – where schemes are significantly off plan exception reporting will be introduced, with owners giving detailed actions on how the adverse variance will be addressed.

Additional Workstreams – There are a number of business cases that have been approved by the QIPP Monitoring Group to deliver in year, these schemes are included in this section of the dashboard,
along with their estimated start time. In order to meet the full year target of £18,218k we still require additional schemes to the value of £2,923k, this has remained static in month

Internal Workshops – All workshops have been tasked with delivering £350k in year, these savings have been profiled in from September, hence working groups now need to develop robust business cases
to meet this challenge. Risk Raised

Medicines Management - Currently reporting month 3 of actual figures and month 3 of profiled (expected savings) figures, due to time lags in receiving information. Whilst this section is currently showing an
adverse variance of £46k against full year plan, at this stage it is too early to comment on the forecast for 2013/14, as there can be a large degree of fluctuation in delivery against the different targets from
month to month dependent on activity within the Practices. During July and August all Practices will be invited to attend a peer review meeting with the Senior Medicines Management Team and their
appropriate Locality GP Prescribing Clinical Champion. Each meeting will involve between 5 to 6 practices. The QIPP plan will be discussed fully at these meetings. The peer review will discuss and compare
the individual Practices. Best practice will be shared between the clinicians on how to make the appropriate prescribing changes to allow the CCG to achieve its Medicines Management QIPP plan

Commissioning Intentions - Where appropriate QIPP schemes have been deducted from the budget base line of contracts in Month 1 This includes Pathology - Full year Impact, Re-Admissions/Bed Reconfiguration, Diagnostics efficiency, Maternity Top Up & GP Triage. For the remainder of QIPP schemes under Commissioning Intentions we are currently using profiled figures based on what we would have
expected the scheme to achieve each month. We have adapted this approach due to current national issues regarding the use Patient Confidential Data (PCD). A paper has been circulated to the
Governing Body details potential actions, approval of any actions will be taken through Corporate Governance Committee.

The overall forecast as at Month 3 is reported as £18,172k, an adverse variance of £46k against the full year target (£18,218k).

Executive Summary

Primary Financial Indicators from the Interim CCG Assessment Framework

QIPP - Year to Date Delivery Against Plan

Primary Financial Indicators from the Interim CCG Assessment Framework

£Ͳ

QIPPProgressToDate.

WiganBoroughCCGQIPP2013Ͳ14ͲDashboard&ExecutiveSummary
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Commissioning Intentions

Medicines Optimisation

Apr

Rehab removal of one day coding

June

Apr
Apr
Apr
Apr
Apr
Apr
Apr
Apr
Apr
Apr
Apr
Apr

PPIs - increase low cost PPI Prescribing

Generics - increase prescribing of drugs that do not require to be
brand prescribed

Corticosteroids - Step down from high dose

Angiotensin Drugs - increase prescribing of the low cost drugs

GM Do Not Prescribe List - reduce prescribing

Scriptswitch

Ezetimibe - decrease prescribing; following locally agreed guidance

Product Formulation Changes

Sip Feeds

Analgesics (including treatment of neuropathic pain)

Specials - decrease prescribing of unlicensed specially formulated
medicines

Individual Prescribing Reviews

June

June

June

June

June

June

June

June

June

June

June

June

June

June

June

June

June

June

June

June

June

June

June

June

GP
Prescribing

WWL

WWL &
Bridgewater

WWL

WWL

WWL &
Salford

Reporting Organisation
Period End
Monitored

Total Commissioning Intentions

Aug

Apr

EUR

Other schemes agreed in Neog.

Apr

First to follow up

Apr

Apr

Impact of Audit Findings (C2C. Rehab etc.)

Long Term Conditions

Apr

Apr

Maternity Top Up

Joint Injections ( Full Year Impact)

Apr

Diagnostics efficiency

Apr

Apr

Re-Admissions/Bed Re-configuration

GP Triage

Apr

Pathology - Full year Impact

Wigan Borough CCG QIPP 2013-14 Scorecard

Start
Date

£450

£100

£100

£120

£100

£150

£300

£150

£100

£100

£200

£100

£9,534

£544

£4,000

£400

£1,000

£450

£225

£400

£50

£287

£328

£1,000

£850

£113

£25

£25

£30

£25

£38

£75

£38

£25

£25

£50

£25

£3,996

£136

£727

£100

£250

£113

£56

£99

£50

£287

£328

£1,000

£850

Full Yr Plan Yr to Date
£000's
Plan £000's

£38

£8

£8

£10

£8

£13

£25

£13

£8

£8

£17

£8

£615

£45

£364

£33

£83

£38

£19

£33

£0

£0

£0

£0

£0

£38

£8

£8

£10

£8

£13

£25

£13

£8

£8

£17

£8

£615

£45

£364

£33

£83

£38

£19

£33

£0

£0

£0

£0

£0

Current
Month Plan
Current
£000's
Month £000's



£86

£9

£20

£13

£49

£54

£79

£32

£8

£41

£50

£12

£3,996

£136

£727

£100

£250

£113

£56

£99

£50

£287

£328

£1,000

£850

£423

£84

£95

£103

£124

£166

£304

£144

£83

£116

£200

£87

£9,534

£544

£4,000

£400

£1,000

£450

£225

£400

£50

£287

£328

£1,000

£850

Full Year
Forecast
£000's

Current Performance
Yr to Date
Actual
£000's

-£27

-£16

-£5

-£17

£24

£16

£4

-£6

-£17

£16

£0

-£13

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

Forecast
Variance
£000's

Performance
Trend - Monthly
Variance
(Favourable Adverse)

Internal Workshops

Totals

Additional Schemes
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Sept
Sept
Sept
Sept

Minor Eye Condition Service-Pears

Ocular Hypertension and Chronic Glucoma

Shared Decision Making

Schemes under development

Surplus/(Deficit) £000s

Total

Sept

PBR Excluded Drugs

Additional Workstreams

Sept

Glaucoma Repeat Readings Service

June

June

June

June

June

June

June

June

Sept

Cataract Enhanced Service Pathway

June

June

Sept

MSK - Pain Management

June

Sept

Sept

Primary Care

June

June

Lower Back Pain - KEELE Startback Tool

Sept

Falls - Local Priority 3 Hospital admissions for fractured neck of femur
in the elderly (Age 65+)

June

Sept

End of Life, Dementia & Cancer

June

Internal Workshops Total

Sept

Diabetes & Podiatry

Sept

CVD, CHD & HF

June

June

Sept

COPD, Asthma & Breathlessness

June
June

Apr

Home Oxygen Co-ordinator

June

Various

Internal
Working
Groups

Reporting Organisation
Period End
Monitored

Total Medicines Optimisation

Apr

Monitored Dosage Systems - reduce fees for pharmacy enhanced
service

Wigan Borough CCG QIPP 2013-14 Scorecard

Start
Date

£18,218

£4,299

£2,923

£641

£65

£65

£100

£89

£216

£200

£2,155

£350

£350

£55

£350

£350

£350

£350

£2,230

£100

£160

£4,554

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£558

£25

£40

Full Yr Plan Yr to Date
£000's
Plan £000's

£801

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£186

£8

£13

£800

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£186

£8

£13

Current
Month Plan
Current
£000's
Month £000's



-£46

£4,507

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£511

£18

£39

Yr to Date
Actual
£000's

£18,172

£4,299

£2,923

£641

£65

£65

£100

£89

£216

£200

£2,155

£350

£350

£55

£350

£350

£350

£350

£2,184

£93

£159

Full Year
Forecast
£000's

Current Performance

-£46

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

£0

-£46

-£7

-£1

Forecast
Variance
£000's

Performance
Trend - Monthly
Variance
(Favourable Adverse)
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4

5

Months

6

7

8

9

10

11

12
£0
Apr

May

Table

Valuetobeidentified

Jun

Valuetobe
identified

The targets allocated to the working groups (£350k) are phased in from September, as are
schemes yet to be identified. It is important that we phase the anticipated savings in from this
period to allow sufficient time for delivery.

The profile includes the schemes applied to budgets at the start of the year, hence month 1
showing the achievement of £2,952k worth of schemes.

It is important that further schemes to address the shortfall are identified to allow the CCG to
meet its in year QIPP target of £18,218k. A log of all business cases passed to the PMO
(Programme Management Office) is being maintained and is included as Appendix B to this
report.

The value of the schemes waiting to be identified remains at the same value as the previous
month, £2.9m

3

£500

£1,000

£1,500

£2,000

£2,500

£3,000

£3,500

£4,000

The above table details the anticipated savings of the cumulative QIPP schemes through out the
financial year. It is this process we use to determine the monthly RAG status of individual
schemes.

2

Achieved

Comments

1

Table

Profile

Value of Schemes Yet to be Identified.

WiganBoroughCCGQIPP2013Ͳ14ͲAdditionalInformation



Comments

£0

£500

£1,000

£1,500

£2,000

£2,500

£3,000

Profile of Expected QIPP Achievement

QIPP Report as at Month 3

£000's
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Likelihood
(1-5)

5

3

3

3

3

2

2

1

Risk Description

A number of QIPP schemes require PCD information to validate savings,
at present we don’t have this facility due to the national issues
surrounding PCD (Personal Confidential Data) , hence we are currently
unable to monitor a number of the QIPP of the schemes. Therefore we
will be unable to identify potentially failing schemes.

Schemes to the value of £2.9m require identification to meet the full year
target

LTC programme is target driven, at present there remains uncertainty
over GP take up, impact time of case management and whether the
original cohort selected is large enough to meet the targeted savings of £4
million

Targets delegated to working groups may not be delivered in time Whilst a number of working groups have met , no business cases have
been produced for approval that will deliver in year targeted savings

Non-delivery of anticipated QIPP financial benefits

Insufficient capacity to delivery QIPP plans

Provider excesses

Lack of engagement of stakeholders may have an impact on the in year
delivery of QIPP in terms of both financial savings and patient quality

Appendix A QIPP Risk Register as at Month 2

3

2

2

3

3

3

3

3

Impact
(1-5)

0

3

4

4

9

9

9

9

15

Risk Score
(L x I)

Extreme Risk
High Risk
Medium Risk
Low Risk
Owner - Mitigation/Timescales

Immediate Action Required by Director – Reportable to the Board
Attention Needed By Senior Management – Reportable to Board Committee
Management by Line or Service Manager
Manage By Routine Policies/Procedures/Processes/Systems

Engagement of all stakeholders, though events, working groups and regular
communication.

Rigorous control of contract content

Matrix working and flexible management

Monitoring through QIPP group and senior management one to ones with the executive.

Monitoring through QIPP group and senior management one to ones with the executive.

Monthly monitoring of percentage of patients that have been risked reviewed required, and
the impact of the case management of cohort

Further schemes to be identified and worked up into full business cases to ensure validity.
All schemes to be identify by end of June

A paper has been circulated to the Governing Body details potential actions, approval of
any actions will be taken through Corporate Governance Committee.

15 - 25
8 - 12
4-6
1-3

WiganBoroughCCGQIPP2013Ͳ14ͲRiskRegister
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Lower Back Pain-Keele STartBack Tool

Ring Pessary

Fracture Liaison Service Plus

MIG System (Health Economy wide information system)

Shared Decision Making

Breathlessness Service

28/05/2013

28/05/2013

30/05/2013

18/06/2013

24/06/2013

24/06/2013

Pre- & Post - Operative Cataract

Not yet
identified

JM

£

180

£600£3m

-

55

Not yet
£
identified

£

66

Not yet
£
identified

SF

200

£

Not yet
identified

216

65

89

65

£

£

£

£

JM

JM

Glaucoma Repeat Readings Service and additional Visual
fields

29/04/2013

29/04/2013

JM

JM

Ocular Hypertension and Suspected Chronic Open Angle
Glaucoma (COAG) Monitoring

Minor Eye Conditions Service – MECS (aKa Primary Eye
care Assessment and Referral Service – PEARS)

Title of scheme

Oct-13

Sep-13

Oct-13

Sep-13

Sep-13

Sep-13

Sep-13

Sep-13

Sep-13

Sep-13

17

17

23

42

44

44

73

73

73

73

Potential
Number of
Scheme Value of Expected
days since
Sponsor Scheme Start Date
handover
£000s
Implementation
Date

QIPPBusinessCaseHandoverLog

29/04/2013

29/04/2013

Date of
handover

Appendix B

Comments

11/07/2013

Building on pilot of service in AL/PF. Need clarity on
intentions regarding broader development. PMO
recommends broader pilot with greater degree of scrutiny
on outcomes/benefits to justify full rollout.

Schemes requires promoting with GP's SharePoint site built
with all current Patient Decision Aids as single point of
reference. C Roberts will be taking this area forward.

Potential savings may be derived from the EPAAC system
that will use the MIG system. Due for next Wigan Leaders,
project plan ready (400hrs)

Whilst only modest part year savings in 13/14 second year
impact as per business case is £500k. Discussed with
BWHT 8 Jul, meetings scheduled to pick up work stream.

Prioritised as of CCG engagement event feedback. No
sponsor identified, PMO acting as Project custodian.

Not yet prioritised. Broader Pain Event 21 Aug.

As above

As above

As above

Finance, commissioning/contracting and procurement
scrutiny underway. On completion will engage provider &
action procurement.
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EXECUTIVE SUMMARY
The 2013/14 performance report is based on the CCG Assurance Framework, against
which NHS England will assess CCG performance on a quarterly basis. This uses a
balanced scorecard of four key areas, each of which is assessed against a basket of key
performance indicators.
As at Month 3, one area is self-assessed as RED, one is AMBER/RED and the other two
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Green

Red

Commissioning Services Within Financial Allocation

Improving Health Outcomes For Local People

Wigan Borough CCG Performance Report
Dashboard & Executive Summary

Green

Amber / Red

CCG Assurance Framework: 2013/14

Page 2

Commissioning Services Within Financial Allocation
The CCG is self-assessed as GREEN in this area. All primary financial indicators are currently achieving plan. More detail on financial erformance can be found in the CCG Finance and
QIPP reports.

Improving Health Outcomes For Local People
The CCG is self-assessed as AMBER / RED in this area. Many of the outcomes indicators against which the CCG will be assessed in 2013/14 are still under development and/or only
measured on an annual basis. Either way, CCG performance cannot currently be assessed. Therefore, most of the in-year assessment in this area (and Quality Premium) is measured
against emergency admissions to hospital and healthcare associated infections. Although admissions were higher than plan in 2012/13, there was a significantly reducing trend in the
second half of the year. However, the number of MRSA and CDiff cases reported remain significantly above plan. If one or more Quality Premium indicators are significantly worse than
target, this results in automatic amber/red status for the CCG.

Promoting Patient Rights Under The NHS Constitution
The CCG is self-assessed as GREEN in this area. All indicators, bar one, are assessed against quarterly results. The only indicators not rated Green at the end of Quarter 4, Ambulance
and Mixed Sex, achieved standard in May. The only concern in the latest results is that marginally more than 1% of patients waited more than 6 weeks for a diagnostics test during May.
This was caused by issues at Bolton FT, where 25 WB CCG patients waited more than 6 weeks for a test.

Providing Local People With Good Quality Care
The CCG is self-assessed as RED in this area. WWL FT are currently subject to enforcement action by the Care Quality Commission. A warning notice was issued on 7th May informing
WWL of a failure to comply with Regulation 13: Medicines Management. WWL have developed an action plan, which has been forwarded to the CQC. This has also been shared with CCG
quality and medicines management leads, who are monitoring implementation of the plan. Enforcement action against a key provider results in automatic red status for the CCG. More
detail on quality and safety performance can be found in the CCG Quality report. Page five of the report details the numbers of MRSA and CDiff cases.

The 2013/14 performance report is based on the draft CCG Assurance Framework, against which NHS England will assess CCG performance on a quarterly basis. This uses a balanced
scorecard of four key areas, each of which is assessed against a basket of key performance indicators.

Introduction

Promoting Patient Rights Under The NHS Constitution

Providing Local People With Good Quality Care

NHS Wigan Borough CCG Performance Report
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No
No
No
Yes
Yes
Yes
Yes
No

Is The Provider Subject To Enforcement Action By The NHS TDA Based On Quality Risk?

Does Feedback From The Friends & Family Test Indicate Any Causes For Concern?

Is The Provider Identified As A Negative Outlier For SHMI Or HSMR?

Are The Number Of MRSA Cases Above Zero In The Last Quarter?

Are The Number Of CDiff Cases Above Trajectory In The Last Quarter?

Are The Number Of Mixed Sex Accomodation Breaches Above Zero In The Last Quarter?

Does The Provider Have Any Unclosed Serious Untoward Incidents (SUIs)?

Has The Provider Experienced Any Never Events In The Last Quarter?

No
No

Does The CCG Have Any Concerns Around Being An Active Participant In Its Quality Surveillance Group?

Has The CCG Identified Any Areas Of Concern Relating To The Arrangements In Place For Dealing With An Emergency Event?

Has The CCG Identified Any Risk To Its Progress Against The Winterbiurne View Action Plan?

EPRR

Winterbourne
View

Page 3

No

Does The CCG Have Any Concerns Around The Arrangements In Place To Deal With And Learn From SUIs & Never Events?

No

No

No

Does The CCG Have Any Concerns Around Quality Issues Discussed Regularly By The CCG Governing Body?

Current
Performance

No

No

No

No

No

No

No

No

No

No

No

Yes

No

No

No

No

No

No

No

No

5 Boroughs

Does The CCG Have Any Outstanding Conditions Of Authorisation In Place Relating To Clinical Governance?

CCG Self Assessment

No

Is The Provider Flagged As A "Quality Compliance Risk" By Monitor; or
Are There Requirements In Place Around Breaches Of Provider Licence Conditions?

No

Current Performance
Bridgewater

Performance
Trend

Performance
Trend

CCG Assurance Framework: 2013/14

Does The CCG Have Any Concerns Around The Arrangements In Place To Identify Early Warnings Of A Failing Service?

Clinical
Governance

Provider
Assessment

Yes

WWL

Is The Provider Subject To Enforcement Action By The CQC?

Providing Local People With Good Quality Care

NHS Wigan Borough CCG Performance Report
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May 13
May 13

Cancer: Treatment Within 31 Days Of Decision To Treat

Cancer: Subsequent Treatment In 31 Days (Surgery)

May 13

Mixed Sex Accommodation: Breaches

Cancelled Operations

Mental Health: Care Programme Approach

Mixed Sex

Cancellations

Mental Health

Q4 12/13

N/A

May 13

May 13

Ambulance: Category A (Red 1) 8 Minute Response Time

Ambulance: Category A 19 Minute Response Time

May 13

Cancer: Treatment In 62 Days (Consultant Upgrade)

May 13

May 13

Cancer: Treatment In 62 Days (NHS Screening Referral)

Ambulance: Category A (Red 2) 8 Minute Response Time

Category A
Ambulance
Calls

Cancer Waits
62 Days

Cancer Waits
31 Days

May 13

May 13

Cancer: Breast Symptoms Seen Within 14 Days

Cancer: Treatment In 62 Days (GP Referral)

May 13

Cancer: Seen Within 14 Days Of An Urgent GP Referral

May 13

Jun 13

A&E Waits: Total Time In Department Within 4 Hours

A&E

Cancer: Subsequent Treatment In 31 Days (Radiotherapy)

May 13

Diagnostic Waits: Within 6 Weeks

Diagnostics

May 13

May 13

18W RTT: Patients Waiting Greater Than 52 Weeks

Cancer: Subsequent Treatment In 31 Days (Drugs)

May 13

18W RTT: Incomplete Pathways

Cancer Waits
2 Weeks

May 13

May 13

Period

18W RTT: Non-Admitted Pathways

Referral To
Treatment
Waiting
Times

18W RTT: Admitted Pathways

Promoting Patient Rights Under The NHS Constitution

NHS Wigan Borough CCG Performance Report

Page 4

Wigan Borough CCG

To Be Determined

Wigan Borough CCG

NWAS

NWAS

NWAS

Wigan Borough CCG

Wigan Borough CCG

Wigan Borough CCG

Wigan Borough CCG

Wigan Borough CCG

Wigan Borough CCG

Wigan Borough CCG

Wigan Borough CCG

Wigan Borough CCG

WWL FT

Wigan Borough CCG

Wigan Borough CCG

Wigan Borough CCG

Wigan Borough CCG

Wigan Borough CCG

Organisation
Monitored

95.00%

None

0

95.00%

75.00%

75.00%

None

90.00%

85.00%

94.00%

98.00%

94.00%

96.00%

93.00%

93.00%

95.00%

99.00%

0

92.00%

95.00%

90.00%

National
Standard

90.00%

None

10

90.00%

70.00%

70.00%

None

85.00%

80.00%

89.00%

93.00%

89.00%

91.00%

88.00%

88.00%

90.00%

94.00%

10

87.00%

90.00%

85.00%

Lower
Threshold

3

94.82%

75.20%

72.10%

94.69%

90.00%

92.37%

100.00%

100.00%

98.39%

98.07%

98.15%

98.69%

95.29%

99.40%

N/A

94.42%

97.57%

93.00%

N/A

96.50%

79.68%

76.61%

95.18%

90.48%

89.62%

100.00%

98.92%

100.00%

97.87%

96.96%

98.53%

95.29%

98.93%

N/A

94.93%

97.87%

93.52%

Performance
Trend

N/A

95.52%

96.11%

National Indicator & Standard To Be Developed

0

96.84%

80.80%

77.73%

97.83%

87.50%

90.63%

100.00%

97.87%

100.00%

97.96%

99.00%

98.18%

96.85%

98.92%

0

95.16%

98.13%

93.74%

Current Performance
Month
Quarter
Year

CCG Assurance Framework: 2013/14
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Other
Indicators

Domain 5:
Treating In A
Safe
Environment

Domain 4:
Experience

Domain 3:
Helping
People To
Recover From
Episodes Of
Ill Health

Domain 2:
Enhancing
Quality Of
Life For
People With
Long Term
Conditions

Domain 1:
Preventing
People From
Dying
Prematurely

2011
2011
Mar 13
Mar 13
Sep 12

Under 75 Mortality Rate: Liver Disease

Under 75 Mortality Rate: Cancer

Admissions: Chronic ACS Conditions (Adults)

Admissions: Asthma, Diabetes & Epilepsy (C&YP)

Long Term Conditions: People In Control Of Condition

May 13
May 13
Q4 12/13
Mar 13

Healthcare Associated Infections: MRSA

Healthcare Associated Infections: Clostridium Difficile

Mental Health: IAPT Treatment Rate

Admissions: Hip Fracture (Age 65+)

N/A

N/A

Admissions: Lower Respiratory Tract Infections (C&YP)

Friends & Family Test

N/A

Mar 13

Readmissions: 30 Days Of Discharge

Admissions: Acute ACS Conditions (Adults)

2011/12

2011

Under 75 Mortality Rate: Respiratory Disease

Dementia: Diagnosis Rate

2011

2011

Potential Years Of Life Lost: Female

Under 75 Mortality Rate: Cardiovascular Disease

2011

Period

Potential Years Of Life Lost: Male

Improving Health Outcomes For Local People

NHS Wigan Borough CCG Performance Report
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Wigan Borough CCG

Wigan Borough CCG

Wigan Borough CCG

Wigan Borough CCG

WWL FT

Wigan Borough CCG

Wigan Borough CCG

Wigan Borough CCG

Wigan Borough CCG

Wigan Borough CCG

Wigan Borough CCG

Wigan Borough CCG

Wigan Borough CCG

Wigan Borough CCG

Wigan Borough CCG

Wigan Borough CCG

Wigan Borough CCG

Wigan Borough CCG

Organisation
Monitored

Actual

Actual

Actual

Actual

Actual

Plan

Plan

Plan

Plan

Actual

Actual

Actual

Actual

None

Plan

Plan

Plan

N/A

79.80%

Plan

Plan

N/A

N/A

N/A

N/A

N/A

N/A

Green
Threshold

5.00%

1.00%

5.00%

1

None

5.00%

5.00%

5.00%

N/A

74.80%

5.00%

5.00%

N/A

N/A

N/A

N/A

N/A

N/A

Amber
Threshold

N/A

N/A

7

0

319

18

231

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

52

714

N/A
959

84.54%

967

51

693

N/A

252

3,068

3,593
3,732

49.60%

213

2,789

135.36

30.12

35.64

83.31

2,261.73

2,453.45

Performance
Trend

22

1
5

15

1
4
28
32
2.40%
9.00%
2.48%
9.44%
N/A
N/A
N/A
29
80
288

14

1

National Reporting To Be Developed

Reporting & Plan To Be Developed

Reporting & Plan To Be Developed

314

17

234

N/A

N/A

N/A

N/A

N/A

N/A

Current Performance
Month
Quarter
Year

CCG Assurance Framework: 2013/14
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Supporting
Activity
Indicators

Financial
Performance

May 13
May 13
May 13
May 13
May 13
May 13

Surplus: Full Year Forecast

QIPP: Year To Date Delivery

QIPP: Full Year Forecast

Running Costs Allowance: Within Limit

Risk Management: Clear Identification & Mitigation

Non-Recurrent Funds: Managed Within Agreed Processes

May 13
May 13
May 13
Jun 13

First Outpatient Attendances

Inpatient Admissions: Elective

Inpatient Admissions: Non-Elective

A&E Attendances

Period

May 13

Surplus: Year To Date Performance

General & Acute Activity

May 13

Period

Underlying Recurrent Surplus

Commissioning Services Within Financial Allocation

NHS Wigan Borough CCG Performance Report
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WWL FT

Wigan Borough CCG

Wigan Borough CCG

Plan

Plan

Plan

Plan

Actual

Actual

Actual

Actual

Green
Threshold

Organisation
Monitored
Wigan Borough CCG

Yes

Yes

Yes

95.00%

95.00%

1.00%

1.00%

2.00%

Green
Threshold

Wigan Borough CCG

Wigan Borough CCG

Wigan Borough CCG

Wigan Borough CCG

Wigan Borough CCG

Wigan Borough CCG

Wigan Borough CCG

Wigan Borough CCG

Organisation
Monitored

5.00%

5.00%

5.00%

5.00%

Amber
Threshold

N/A

N/A

N/A

80.00%

80.00%

0.80%

0.80%

1.00%

Amber /
Green

No

No

No

< 50.00%

< 50.00%

< 0.50%

< 0.50%

< 0.00%

Red
Threshold

Yes

Yes

Yes

99.72%

98.66%

1.00%

1.00%

2.00%

Current
Month

Current Performance
Month
Quarter
Year
9,268
25,828
17,470
8,477
27,008
17,411
4,554
13,621
8,911
3,999
13,873
8,278
3,178
8,910
6,239
2,854
8,984
5,710
7,753
23,936
23,936
7,423
22,963
22,963

N/A

N/A

N/A

50.00%

50.00%

0.50%

0.50%

0.00%

Amber /
Red

Performance
Trend

Performance
Trend

CCG Assurance Framework: 2013/14
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4
2

More than 1% of patients waiting longing than 6 weeks for a
diagnostic test.

4

Number of reported Clostridium Difficile cases significantly exceeds
plan.

Unclosed SUIs at key providers.

4

Number of reported MRSA cases significantly exceeds plan.
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3

3

4

4

4

Impact
1-5

Likelihood
1-5
5

To
25
12
6
3

From
15
8
4
1

CCG Assurance Framework: 2013/14

6

12

16

16

20

Score
LxI

WWL action plan has been shared with CCG quality and safety
leads, who are monitoring implementation.

Mitigation

Process
Immediate Action Required By Director: Reportable To Board
Attention Needed By Senior Management: Reportable To Committee
Management By Line Or Service Management
Manage By Routine Policies/Procedures/Processes/Systems

Wigan Borough CCG Performance Report
Risk Register

WWL subject to enforcement action by the Care Quality
Commission, regarding medicines management.

Description

Extreme Risk
High Risk
Medium Risk
Low Risk
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Strategy

EXECUTIVE SUMMARY
This paper describes the steps being taken to develop a Primary Care Strategy for Wigan
Borough CCG following the mandate provided at the Members Convention held in June
2013. Over 94% of GP practice respondents at the convention agreed that a Primary Care
Strategy should be developed and 87% that primary care needed to change.
The key themes and associated issues raised at the meeting have been collated and used
to create an overall development framework for the strategy. The strategy development will
be led by the CCG with the Commissioning Support Unit providing (under CCG direction)
specified support in areas such as benchmarking, survey development, market intelligence
and researching and collating best evidence.
The project has been divided into 3 stages with the aim of developing a first draft of the
strategy by the end of September 2013.
Integral to the development of the strategy will be the engagement of our member practices
through the establishment of a Primary Care Strategy development group.
A wider consultation period is planned for October 2013.
Contributing to the development and implementation of the strategy by member practices is
a requirement within the Single Commissioning, Engagement and Outcome Scheme.

FURTHER ACTION REQUIRED:

The board is asked to note the contents of the
report.

Page 49

Wigan Borough CCG Primary Care Strategy Development Update
1.0

Introduction

1.1

Primary and community care services are usually the first point of contact between
people and the NHS. Health care systems that are designed around primary care

1.2

produce healthier populations at lower costs.
An ageing population, the changing burden of disease and rising patient and public
expectations demand new models of care. Primary care should be at the heart of
these new models with much greater consistency in the standards of care provided

1.3

and closer integration with other health and social care services.
This paper describes how Wigan Borough CCG will develop a Primary Care Strategy
for 2013-2018 to meet these challenges.

2.0

Wigan Borough Clinical Commissioning Group Members Convention

2.1

The CCG held a Members Convention for its constituent GP practices on
Wednesday 26th June 2013 to listen to their views and opinions regarding primary
care. The event was attended by a variety of GPs, Practice Managers and Practice
Nurses from nearly all 65 GP practices in WBCCG. The event was structured to allow
practices the opportunity to provide direct clinical feedback to the CCG regarding key
primary care issues including:
•

Is there a need to change the way in which primary care is organised?

•

Is there a need for us to have a Primary Care Strategy?

•

Should practices be willing to get together with other practices to take forward the
development of primary care?

•

How does primary care support the integrated care agenda?

2.2

The responses from practices provided an overwhelming mandate for the CCG to
take forward development of its Primary Care Strategy. Over 87% of participates
stated that primary care needed to change, 94% that a Primary Care Strategy should
be developed and 93% thought that practices should get together to take forward the
development of primary care.

2.3

The event also allowed the opportunity for practices to feedback key issues that they
thought should be considered when developing the strategy. The four key themes
which were put forward by practices included:
Page 2 of 8
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•

Primary Care Service Developments

•

Improving Primary Care Clinical Outcomes

•

Patient, Public & Clinical Engagement

•

Primary Care Provider Market Development

3.0

Primary Care Strategy Development Framework

3.1

The feedback from the Members Convention has already allowed the CCG to set out
a draft framework with which to develop the strategy documentation – see
Appendix A. The following key headings for the strategy have been developed to
ensure the key themes and issues raised at the Members convention are taken
forward.
•

The Case for Change between 2013 -2018 (Why primary care needs to evolve
and develop?)

•

How Stakeholder Engagement has Shaped Development of our strategy (Who
has been involved and how they have participated?)

•

The Health Needs and Clinical Outcomes of Wigan Borough CCG (What we know
now about the health of Wigan’s population)

•

Overview of the Current Primary Care Landscape (Where we are now?)

•

Our Vision for Primary Care in the Future (How we will design our healthcare
system around primary care and deliver improved clinical outcomes?)

•

Implementing our Strategic Vision for Primary Care (How we are going to get
there?)

3.2

In addition to CCG officers writing and producing the strategy the CCG has
commissioned the Commissioning Support Unit (CSU) ,through our contract with
them, to provide (under CCG direction) specified support in areas such as
benchmarking, survey development, market intelligence and researching and
collating best evidence.

3.3

As a part of the Single Commissioning Engagement and Outcome Scheme
(SCEOS), which funds practices for engagement within specified commissioning
activity, member practices are required to contribute to the development and
implementation of a Primary Care Strategy

Page 3 of 8
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4.0

Primary Care Strategy Development and Stakeholder Engagement Timeline

4.1

The development of the Primary Care Strategy is to be divided into 3 key project
stages with the ultimate aim of developing a first draft of the document by the end of
September 2013 – See Appendix B. This target milestone is aligned with the
responsibility of the CCG to set out its acute commissioning intentions for 2014/15 by
September 2013.
Stage 1: Baseline Assessment of Wigan Borough CCG Primary Care Landscape
(July 2013)
Stage 2: National Review / Benchmarking of Primary Care Good Practice (July and
August 2013)
Stage 3: WBCCG Primary Care Strategy Development (September 2013)

4.2

5.0

Integrated into these project stages is a series of stakeholder engagement activities
which includes:
•

WBCCG Localities & WBCCG Governing Body Meetings (Members Convention
feedback and overview of the strategy development framework)

•

Formation of a Primary Care Strategy Development Group (Meetings in person or
virtually with representatives from member practices and other acute, primary
and community provider representatives)

•

Primary Care Provider Interviews – Telephone, survey and site based interviews

•

Patient and Public Engagement Meeting Updates/Feedback Sessions: Patients
Forum, Locality Patient Participation Groups and GP Practice Patient Groups

Next Steps
The key activities to be undertaken during phase 1 of the project in July 2013 include:
•

CCG to provide feedback to all WBCCG localities regarding the key themes and
issues which were raised at June’s Members Convention (what you said and what
we are doing)

•

Establish the Primary Care Strategy Development Group

•

Baseline assessment of the current WBCCG primary care landscape

•

Signing off the specification for the CSU to support development of the Primary
Care Strategy
Page 4 of 8
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Appendix A
Wigan Borough CCG Primary Care Strategy Development Framework
Primary Care Strategy
Document
(Section Heading

Overview of Proposed Contents

Names)
The Case for Change
between 2013 -2018

- Links with national policy (‘Equity and Excellence: Liberating the NHS’)

- Why primary care
needs to evolve and
develop

- Links with local policy (Healthier Together, Joint Strategic Needs Assessment)
- Integrated Care agenda
- Members Convention mandate for change
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- Background of economic austerity with growing demand for resources due to an increasing and ageing population (QIPP)
- Higher patient expectations
- Development of provider organisations and increased levels of procurement of health services
- Reducing variation in the provision of services and clinical outcomes
- Mortality rates and morbidity within WBCCG are some of the highest in the country
- Strategic vision of services and resources moving from hospital to primary care/community
- Need to align primary care with the move to integrate services around the patient and their health needs
- Workforce development to harness and further develop primary care skills

Page 5 of 8

How Stakeholder
Engagement has
shaped development

- Strategy developed in conjunction with local health and social care providers (Working Group)
- Strategy development group

of our strategy
– who has been
involved and how they
have participated
The Health Needs and
Clinical Outcomes of
Wigan Borough CCG
– what we know about
the health of Wigan’s

- GP member surveys, focus groups and telephone interviews held
- Patients and member of the public consulted with via GP practice, locality and CCG level groups.

- Overview of population make up and trends by CCG and localities
- Overview of socio economic deprivation within WBCCG (Health needs versus health outcomes)
- Public health priorities including Health and Well Being Strategy

population
- Mortality and morbidity data including Public Observatory Health Profile overview
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- Disease prevalence including observed versus expected and predicted changes in the future (LTC, Cancer, Mental Health, Falls, Dementia, Sexual
Health, Teenage Pregnancy)
- Lifestyle factors overview (smoking, alcohol, obesity, drug use, immunisations)

Overview of the
Current Primary Care
Landscape – Where

- Overview of existing providers e.g. 65 practices, x pharmacies, x dentists and x optometrist providers
- Overview of current organisational structures potential new entrants

we are now
- Overview of health professional and organisational skill mix
- Overview of services commissioned (Including LES/DES) and voluntary organisations
- Overview of clinical outcomes (QOF achievement)
- Programme budget statement of existing service expenditure mapped to services/care pathways and clinical outcomes
- Estates overview
- IT overview
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Our Vision for Primary
Care in the Future

Development of a suite of ‘high impact’ primary care outcome measures:

– How we will deliver
high quality clinical
outcomes

- Integration of acute, primary and community services
- Improving Access to primary care services
- Health Promotion and Prevention of ill-health
- Improving the management of Long Term Conditions (Prevalence and consistency of care)
- Integrated Care
- Identifying other illnesses earlier e.g. Cancer
- Ensuring patients are able to Self- Manage their conditions when clinically appropriate
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- Shared decision making
- Right Care/Right Place/Right Time Care Pathways Development e.g. Ambulatory care and links with Integration
- Developing support system enablers e.g. Provider Models development, skill mix development, IT, Estates, Patient Feedback and performance
mechanisms including ensuring timely availability of service and clinical outcome data.

Implementing our
Strategic Vision for

- Primary Care Strategy Group formed.

Primary Care
– How we are going to
get there

- Development of Operational Implementation Plan with key leads milestones documented.
- Links with stakeholder on going engagement

Page 7 of 8

Appendix B
Wigan Borough CCG Primary Care Strategy Development Timeline
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Phase 1

Phase 2

Phase 3

July – August 2013

Late July – August 2013

September 2013

Key Activities

Key Activities

Key Activities

- Locality Meetings x 6: Members Convention and Primary Care
strategy development feedback/updates. (16th July 2013)
- Primary Care Strategy Development Group established (w/c
16th July)
- Local baseline review of current primary care landscape
commences to include:
1.Service areas/Pathway overview

- Commence National Review/ Bench Marking / Good Practice
of existing and potential new primary care service
developments. Focus areas to include:

- CSU provide final Executive report – Key findings and
recommendations/action points
- Draft PC Strategy presented to SDI committee for update prior
to final consultation period
- Clinical Commissioning Intentions provided to contract leads
- Agree consultation period and processes for final PC Strategy
version sign off (October 2013).

- Service area commercial capability
- Workforce skills assessment
- Service area costs analysis (Programme Budget)
- GP Pathways
- IT System overview
- Clinical Area KPIs
- Patient Education

- High level estates requirements

2. Best Practice Primary Care Models

- Agreement of primary care strategy key clinical outcomes and
redesign areas (following benchmarking and stakeholder
engagement)

3. Issues / Gap Analysis
- Stakeholder Provider Engagement Commences: Focus
groups, interviews, questionnaires, telephone interviews
- Sign off of CSU specification
- CSU provide overview of research – key themes/findings

- LTC modelling (options appraisal)
- IT systems assessment

- Inter/Intra practice referrals options appraisal
- Patient education options appraisal
- Primary Care provider model options appraisal

- Service Design Implementation (SDI) Committee and or QIPP
group to consider clinical service or pathway changes
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MEETING:

Governing Body

DATE:

23 July 2013

Item Number: 8.3

REPORT TITLE:

Integrated Care in Wigan Borough

REPORT AUTHOR:

Trish Anderson - Chief Officer WBCCG
Donna Hall - Chief Executive Wigan Council
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RECOMMENDATIONS/DECISION
REQUIRED:

Governing Body to receive the paper and endorse
the contents of the report.

EXECUTIVE SUMMARY:
This report sets out a significant and ambitious plan for integrated care in Wigan Borough. It proposes
a set of key components for a new health, care and wellbeing system and how that will lead to a
transformation in population health for the borough.
The paper was prepared jointly by Wigan Council and the CCG for the Health and Wellbeing Board
(HWB) on the 5th of June 2013. The HWB approved the paper and recommendations.
The paper was approved by Wigan Borough CCG Service and Design Committee on the 18 June 2013.
On the 26th of June 2013 this high level vision for Integrated Care was presented at the Wigan Borough
CCG Members Convention and received significant support from members.
The recommendations within the paper were as follows:
• Health and Wellbeing Board to endorse the proposed model set out in the paper (subject to any
amendment’s the Board may wish to make) as the basis for the development of an Integrated
Care Plan for Wigan Borough.
•

Endorse this as the basis for subsequent presentations of Wigan’s outline Integrated Care Plan
at the June Healthier Together event and GM Leaders event.

•

Mandate the Health and Wellbeing Board’s Programme Delivery group to develop a
comprehensive Integrated Care Plan.

•

Receive at the next Health and Wellbeing Board an implementation plan to deliver the
Integrated Care Plan and a progress report.

The Governing Body is asked to receive the paper and endorse the content.

FURTHER ACTION REQUIRED:

None
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Integrated Care in Wigan
1.0 Purpose of the Paper:
1.1

This paper is a direct response to the Health and Wellbeing Programme
Delivery Group workshop on 10th April 2013 – and the mandate from the
Health and Wellbeing Board, to this group, to develop proposals for the future
health care and wellbeing system.

1.2

The paper reflects the requirements on health economies to develop
Integrated Care and Support systems as laid out within the May 2013
document published by the Department of Health “Integrated Care and
Support: Our Shared Commitment”

1.3

The paper is predicated upon a recognition of the essential role of GP’s and
primary care in accessing and coordinating the care journey for individuals
and carers and for more effective utilisation of health, care and wellbeing
resources through integrated teams covering primary, social and community
care with the appropriate integrated arrangements for specialist acute and
mental health requirements.

1.4

The Health and Wellbeing Board is asked to:

•

Receive this report and make comment on the content.

•

Endorse the proposed model (subject to any amendment’s the Board may wish to
make) as the basis for the development of an Integrated Care Plan for Wigan
Borough.

•

Support the presentation of the proposed model at the Healthier Together event
and Leaders event as Wigan’s outline Integrated Care Plan.

•

Mandate the Health and Wellbeing Board’s Programme Delivery group to develop
a comprehensive Integrated Care Plan.

•

Receive at the next Health and Wellbeing Board an implementation plan to deliver
the Integrated Care Plan and a progress report

2
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2.0 Proposals to Develop the Plan

2.1

What will be different because of this whole system reform?
•

The new commissioning model in Wigan Borough consists of the Council,
Wigan Borough CCG and the Local Area Team of the National
Commissioning Board. Commissioners are working together to set out a
clear direction, process and timetable for developing models of integration.

•

The development and organisation of primary care to act as the gatekeeper
to an Integrated Care System.

•

Fully adopted risk stratification model with targeted integrated care to (at
least) 30% of the highest risk individuals. This means a fundamental
scaling of this work with the care offer and outcomes specified for risk
groups.

•

Integrated health, care and wellbeing teams, carrying out a single holistic
assessment of the individuals requirements for out of hospital care (one
care offer). This process could be led by a “Care Companion” (could be a
direct employee of a range of community providers including clusters of GP
practices) as a transformational primary care system is developed.

•

Truly integrated care delivered in the community, on the basis of out of
hospital care, in the right locations with access to the right information and
range of skills –led through a practice cluster based “resource planning and
allocation team” – using the patient ‘care journey’ as the vehicle through
which the patient will exercise informed choice. Families, carers and
volunteers will be integral to the integrated delivery system with the make
up of the integrated team affected by the individuals’ risk level.

•

The introduction of “Care Planners” who will manage an individuals’
integrated health, care and wellbeing to ensure no duplication or ‘hand offs
in the system’ from the integrated teams – the make up of which will be
determined by the specific needs of the individual.

•

“Year of Care” budget for individuals within the highest risk groups, who will
proactively commission appropriate health, care and wellbeing services to
provide care options to reduce the risk of hospital admission and delayed
discharge.

3
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2.2

•

A single information system across health, care and wellbeing to ensure a
single care record is available.

•

Resolution of data sharing barriers for the benefit of individuals and firewall
systems to allow controlled involvement of third sector partners.

•

The introduction of an integrated financial system to monitor and track cost
for an individual across health, care and wellbeing.

•

Effective use of our current estate (including Lift buildings) to deliver
integrated care in the right locations in our community.

•

Planned investment in extra care housing and step up and step down care
in the right settings.

•

Development of a future health and wellbeing spatial master plan for the
Borough that is based on, future population demands and fully aligned to
the primary care development strategy.

We will deliver this by:
•

Developing a new primary care vision and strategy to build the necessary
infrastructure and organisation within primary care to lead and deliver
Integrated Care.

•

Refocusing and developing the integrated neighbourhood teams work to
ensure we deliver fully integrated and community based primary, social and
community care with the appropriate integrated arrangements for specialist
acute and mental health requirements; developing and implementing the
role of GPs and other integrated care staff as “Care Directors” within this
system.

•

Developing a pilot of Integrated “Care Centres” built around primary care
clusters.

•

Using existing teams and current work programmes to build on scale up
and deliver the key elements of QIPP (particularly LTC QIPP) and adult
social care transformation. Developing a joint view of the necessary
system wide change and resourcing accordingly.

4
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•

•

Shared leadership of existing teams through the Health and Wellbeing
infrastructure and Wigan QIPP Leaders providing the mandate and
conditions to deliver.
Building upon best evidence and practice.

•

Consulting with patient groups, the wider public and all key stakeholders.

•

Identifying future workforce needs as changes to delivery are agreed.
Investing in new skills such as resource planning and “Care Companion”
professionals.

•

Development of commissioning arrangements to create appropriate
contracting, reimbursement models, and risk sharing arrangements that
ensures investment follows outcomes and to explore options for
organisational models of integrated working.

•

Aligning the development of our local integrated care system to national
and regional initiatives including the Healthier Together Programme.

•

Our ambition is to have implemented this new integrated care system right
across within the period of the current Joint Health and Wellbeing Strategy
(3 years)..

3.0 Background
3.1

The Joint Health and Wellbeing Strategy (JHWBS) has two key aims:
•
•

To transform population level health.
To transform health, care and wellbeing systems

3.2

This paper describes initial proposals for the transformation of the health, care
and wellbeing system in Wigan and predominantly focuses on the needs of
the growing number of older people and individuals with Long Term
Conditions.

3.3

It is well understood that the health, care and wellbeing system in the borough
is under pressure from a significantly ageing population.

3.4

One in six of the borough’s residents are aged 65 or over, and this cohort will
drive 70% of the total population growth between now and 2021.

3.5

A significant proportion of the population experience Long Term Conditions
that disproportionately consume health, care and wellbeing resources.
5
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3.6

The more effective management of these individuals within an integrated
system is key to being able to manage future demand and rising expectation.

3.7

The Government has made the delivery of Integrated Care and Support a
priority, and in May 2013 published “Integrated Care and Support: Our Shared
Commitment”

3.8

The document outlines the Governments expectations and aspirations for truly
integrated care and reinforces the belief that with health, public health,
primary, community and social care and local authority all working towards an
outcomes based approach, they can design and support services to prevent
delay and meet the increasing needs of populations.

3.9

Integrated care is personal and the individual should be at the centre and
around whom services should be coordinated.

3.10

There is an expectation that the definition of integration is built upon the
following narrative:
“I can plan my care with people who work together to understand me
and my carer(s), allowing me control, and bringing together services to
achieve the outcomes important to me.”

3.11

3.12

“Putting People First – NHS England Priorities for 2013 – 14” emphasises the
following key principles related to Integrated Care.
•

People can expect services to support them and retain their independence
and be in control of their lives, recognising the importance of family and
community in supporting health and wellbeing.

•

People should expect improved access to GP and other primary care
services.

•

Where people need services provided in their home by a number of
different agencies they should expect them to be planned and delivered in
a more joined up way.

The direction therefore is clear, health, care and wellbeing services must
integrate and we are setting out a clear commitment to do that.
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4.0 Design Principles of the Proposed Delivery Model
4.1

The Health and Wellbeing Board is committed to transforming the health, care
and wellbeing system.

4.2

Discussions and considerations to date have led to the following key design
principles for a new model of service.

7
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Key Component of
our new system
(principles)
Support for selfcare and
independence
(invest in
prevention and care
closer to home)

What does this mean for Wigan Borough
Residents?
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.
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I will be encouraged to maintain good health and an
active lifestyle.

Examples of what we want to implement
•
•
•
•
•
•
•
•
•
•
•
•

Accessible &
Responsive (easy
access – right first
time)

•
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.
•
•

Patient education programmes
Accessible information
Expert patient programmes
Shared Decision Making
Systematic use of direct payments, personal budgets
Increase use of assistive technology
Significantly more extra care housing units – in the right
parts of our community
Mainstream investment in our local sporting
infrastructure.
Development of a web based Directory of health and
social care services.
Finalisation of a joint health, care and wellbeing risk
stratification system
Promote good health.
Build local assets to encourage healthier, active
lifestyles.
Resources will be targeted to the most vulnerable
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
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Key Component of
our new system
(principles)
Providers working
together
(Mainstream
Integrated Care)

What does this mean for Wigan Borough
Residents?
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.

Examples of what we want to implement
•
•
•

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

•
•
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•
Planned pathways
of care

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.

•
•

Integrated case management across health and social
care directed by GP’s.
Single holistic assessment process and care planning
undertaken by a multi professional team.
Integrated teams delivering seamless health, care and
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 have
access to that.
Investment in a joint health, care and wellbeing finance
system to support the development of “Year of Care”
budgets.
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.
9

Key Component of
our new system
(principles)
Quick response to
urgent needs

What does this mean for Wigan Borough
Residents?
I will be able to get rapid access and an appropriate
response when I have an urgent need.

Examples of what we want to implement
•
•
•
•
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Appropriate
specialist and
hospital care only
when required

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.

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
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 reablement
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

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.

10

Wigan Integrated Care Service Design Principles
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5.0 Conclusion
5.1

The proposals outlined earlier in this paper represent the most significant
change programme for health, care and wellbeing services in the Borough.

5.2

We do not underestimate the scale, pace and level of ambition that is needed to
deliver this whole system transformational programme.

5.3

The work carried out to date by the Health and Wellbeing Board infrastructure
has moved us from a position of agreeing principles to beginning to describe the
major changes that need to happen to deliver integrated care for our population.

5.4

There is already considerable work underway on aspects of the elements
needed in order to deliver integrated care. This provides a solid foundation on
which we can scale up our ambition and build. There are key whole system
features to this scaled up change programme that we need to deliver in order to
achieve our ambitions. These will cover:
•

People: The plan to scale up the important risk stratification work under LTC
QIPP to cover at least the highest 30%. Understanding our population
needs and risk levels is critical to delivering affective, targeted
integrated care.

•

Service Models: Having access to excellent hospital and specialist care
when required remains critical to the success of our future health, care and
wellbeing system across Wigan Borough. However, due to the scale of
financial and demographic pressures on the system, we are designing new
models of care - providing fully integrated and co-ordinated care with a wider
range of services available either in the home or as close to home as
possible – this mix of services in the integrated teams will cover primary,
community and social care with the appropriate connection and utilisation of
acute and mental health specialisms. It is envisaged that this will be led
through a practice cluster based “resource planning and allocation team” –
using the patient ‘care journey’ as the vehicle through which the patient will
exercise informed choice. Families, carers and volunteers will be integral to
the integrated delivery system with the make up of the integrated team
affected by the individuals’ risk level.

•

Primary Care: Developing a new primary care vision and strategy to build
the necessary infrastructure and organisation within primary care to lead and
deliver Integrated Care.

•

System: The Health and Wellbeing Board have agreed the need for whole
system reform in order to create a sustainable model of health, care and
wellbeing to meet the needs of an ageing population. Refocusing and
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developing the integrated neighbourhood teams work to ensure we deliver
fully integrated and community based primary, social and community care
with the appropriate integrated arrangements for specialist acute and mental
health requirements; developing and implementing the role of GPs and other
integrated care staff as “Care Directors” within this system.
•

Workforce: Transforming the service model and system of health and social
care in Wigan Borough, in order to provide the mechanisms for integrated
care, will not make any difference to patient outcomes and our wider
population level health if we do not take the appropriate steps to ensure that
our workforce is remodelled to deliver effective, co-ordinated, integrated
care. This will require a long term commitment and investment in leadership
and development of the whole health, care and wellbeing workforce, with an
increased emphasis on the importance of new roles like Care Planners.

•

Money and Contracting: It is agreed that we need to shift the flow of our
investment from acute services to primary, social, community and self care.
We need to develop our commissioning arrangements to create appropriate
contracting, reimbursement models, and risk sharing arrangements that
ensures investment follows outcomes.

•

Buildings and Assets: This is a key enabler to making integrated care in
Wigan Borough a reality and means ensuring effective use of our current
estate (including Lift buildings) to deliver integrated care in the right locations
in our community.

•

Information and Information Sharing: Equipment, systems and data are
another critical enabler to the development of integrated care across the
borough. We need to equip our workforce with the tools and information to
carry out their roles effectively and efficiently. This includes the introduction
of a single information system across health, care and wellbeing to ensure a
single care record is available and the resolution of data sharing barriers for
the benefit of individuals and firewall systems to allow controlled involvement
of third sector partners.

5.5

As such, whole system commitment and leadership is essential.

5.6

The Board is asked to endorse the recommendations outlined in section 1 of
this report.

Trish Anderson
Chief Officer
Wigan Borough CCG

Donna Hall
Chief Executive
Wigan Council
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MEETING:

Governing Body
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23 July 20013

REPORT TITLE:

Item Number: 8.3

Greater Manchester Health and Social Care System
EXPRESSION OF INTEREST TO BECOME A HEALTH
AND SOCIAL CARE INTEGRATION ‘PIONEER’
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Mike Burrows
Director, NHS England

PRESENTED BY:

John Marshall, Associate Director Strategy and
Collaboration

RECOMMENDATIONS/DECISION
REQUIRED:

For Information

EXECUTIVE SUMMARY
On 14th May, Norman Lamb Minister for Care and Support announced an invitation for local
areas to submit an Expression of Interest to be ‘pioneers’ in demonstrating an innovative and
ambitious approach to integrating care. Pioneer sites will receive bespoke support from Central
Government, including national and international expertise, for up to five years to help them
achieve their aspirations for integration and share learning.
This support will focus on removing the barriers to integrated care and allowing pioneers the
space and support to adopt new radical models and approaches.
Greater Manchester Health and Social Care System Reform Executive Advisory Group, and
the Greater Manchester Health and Well Being Board have submitted a pioneer bid on behalf
of the 10 Greater Manchester Health and Wellbeing Board Areas.
The attached paper details the bid.
It is anticipated that the results of the bids will be announced in September 2013

FURTHER ACTION REQUIRED:

None

Page 71

Greater Manchester Health and Social Care System
EXPRESSION OF INTEREST TO BECOME A HEALTH AND SOCIAL CARE INTEGRATION
‘PIONEER’

Version
Draft Version 1
Draft Version 2

Date
30th May 2013
12th June 2013

Change
Sketch of submission
For Consideration by EAG 13th June

Document Owner
Will Blandamer
Programme Lead, Greater Manchester Integrated Care Programme
w.blandamer@manchester.gov.uk
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Covering Letter
GM Integrated Care Programme
c/o GM Public Service Reform Team
Albert Square
Manchester
M2 5HD
Contact: w.blandamer@manchester.gov.uk
28th June 2013
Mrs Jennifer Dixon,
Chief Executive, Nuffield Trust
Chair of the Health and Social Care Pioneer Selection Panel
Dear Mrs Dixon,
Further to the Invitation for EXPRESSIONS OF INTEREST FOR HEALTH AND SOCIAL CARE
INTEGRATION ‘PIONEERS’ (Gateway Reference Number: 00079), please find attached an
Expression of Interest from Greater Manchester.
Greater Manchester is conurbation of 2.5m people. It is the UKs second city in economic
terms, playing a key role in the economic performance of the north of England. The city
region generates over £50bn of GVA representing 4% of the national economy. It is
characterised by long standing collaborative partnerships across the 10 parts of the city
region (Bolton, Bury, Rochdale, Manchester, Oldham. Salford, Stockport, Tameside, Trafford
and Wigan) that recognise the economic and clinical coherence of GM, and the way GM
wide work adds value to each. The GM scale enables all partners to focus collectively on the
strategic priorities of greater long-term economic growth and public service reform.
Greater Manchester has a strong track record of collaboration in the pursuit of economic
growth with a particular focus on tackling the endemic inequality of health, opportunity and
aspiration that blights many of our communities. GM also has a track record in delivering
substantial reform of health services where a GM planning footprint is required (for example
the Award winning reconfiguration of stroke services and the reconfiguration of maternity
services (“Making it Better”)
There is considerable joint work between the Association of GM Authorities (AGMA) and the
Association of GM CCGs, and other partners, to drive forward substantial reform of public
services, building on the successful contribution of GM to the national 1st wave Community
Budget programme. Central to the Health and Social Care element of public service reform
is the alignment of three programmes – the NHS England Area Team GM Primary Care
commissioning strategy, the work of the GM Integrated Care programme in supported local
models of integrated care, and the GM Healthier Together programme – one of the biggest
programmes of hospital reconfiguration ever undertaken.
All partners recognise and are committed to fundamental change to the health and social
care system across GM, understood from the perspective of local people and local
communities. We wish to be National Pioneer because we believe we can drive forward
integrated care at a scale and pace of a whole conurbation, and in the context of wider
health and social care reform.
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For Integrated Care particularly, all 10 localities have shared their proposals with each other,
and many have worked with other partners such as AQUA and Kings Fund. We have
therefore an opportunity create pace and scale across all 10 plans, recognising sharing the
strengths, collaboratively addressing the challenges, and provide single GM solutions to 10
local plans where that adds value.
We look forward to working with all partners as a national pioneer for integrated care
Yours sincerely,

Cllr Cliff Morris
Chair,
GM Health and Well Being Board,

Dr Hamish Stedman
Chair
Association of GM CCGs

Dr Mike Burrows
Director
NHS England (GM)

This submission is sponsored by the following leaders in Greater Manchester, representing
collaborative forums across the entire health and social care system – see Attached
Appendix 1
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Appendix 1 - Greater Manchester System Leadership Support for this Expression of
Interest
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Cllr Cliff Morris – Leader, Bolton MBC, on behalf of the GM Health and Well Being Board
Dr Mike Burrows – Director, NHS England (Greater Manchester Area Team)
Sir Howard Bernstein – Chief Executive, Manchester City Council on behalf of Association
of Greater Manchester Authorities (AGMA)
Mr Ian Williamson – Chief Officer, Central Manchester Clinical Commissioning Group,
and Lead CCG Officer for Healthier Together
Dr Hamish Stedman – Clinical Lead, Salford Clinical Commissioning Group, and Chair of
the Association of Greater Manchester CCGs
Mr Andrew Foster, Chief Executive, Wigan Wrightington and Leigh Foundation Trust, and
Chair of the Greater Manchester Acute Trust Chief Executives Group
Mr Steven Pleasant – Chief Executive, Tameside MBC and Lead AGMA Chief Executive
for Health
Mr Alex Whinnon – Chief Executive, Greater Manchester Centre for Voluntary
Organisations
Dr Martin Vernon – Consultant Geriatrician, University Hospital South Manchester and
GM Clinical Champion for Integrated Care
Mrs Melanie Sirotkin – Director of Public Health, Salford City Council, and Chair of the
GM Directors of Public Health Group
Mrs Pat Jones-Greenhalgh – Director of Adult Services, Bury, and Chair of the GM
Directors of Adult Services Group
Mrs Leila Williams – Director of Service Transformation, NHS England (GM Area Team)
Mr Rob Bellingham – Director of Primary Care Contracting, NHS England (GM Area
Team)
Professor Ian Jacobs – Dean of the Faculty of Medical and Human Sciences, University of
Manchester, and Director of the Manchester Academic Health Science Centre
Dr David Radcliffe – Medical Director, North West Ambulance Service

And by named leads for Integrated Care model development in each of the 10 parts of GM
•
•
•
•
•
•
•
•
•
•

Hemlata Fletcher (Bury MBC – on behalf of the Bury Integrated Health & Social Care
Partnership Board
Sean Harriss - Bolton MBC – on behalf of the Bolton Integrated Care programme
Diane Eaton (Manchester City Council)– on behalf of the Manchester Living Well Living
Better Partnership
Maggie Kuffeltd (Oldham CCG) – on behalf of the Oldham Integrated Commissioning
Partnership
Lesley Mort (Rochdale CCG) - on behalf of the Rochdale Integrated Care Programme
Jack Sharp (Salford Foundation Trust) – on behalf of the Salford Integrated Care
Partnership
Terry Dafter (Stockport MBC)– on behalf of the Stockport One programme
Martin Garnett Tameside (MBC) – On behalf of the Tameside Integrated Care
Programme
Joanne Wilmott (Trafford MBC) – On behalf of the Trafford Integrated Care Programme
Andrew Foster (Wigan Wrightington and Leigh Foundation Trust) – on behalf of the
Wigan Integrated Care Programme
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Greater Manchester Health and Social Care System
EXPRESSION OF INTEREST TO BECOME A
HEALTH AND SOCIAL CARE INTEGRATION ‘PIONEER’

A. What we are offering
Working with Greater Manchester offers the opportunity to make a significant contribution
to the implementation of scaled models of Integrated Health and Social Care across the
country. GM is the largest functional economic area outside of London, playing a key role in
the economic performance of the north of England, and benefits from coherent and
integrated governance structures which enable pragmatic and progressive decision making
across a range of partners. It is a clinical coherent and relatively self contained health
system. Delivering health and social care reform at this scale will have a significant impact
in its own right as well as providing robust evidence that can drive roll out in other places.
There is now no lack of theory about Integrated Care can work. What GM offers is
experience of putting the theory into practice and the opportunity to scale up to deliver
radical health and social care reform at the speed needed by government and all parts of
GM. We see therefore see the Pioneer Zone for Integrated Care as a special opportunity for
GM and national partners to work together over the next few years. Pioneer Status for
Integrated care will take its place as part of the broader place based settlement discussion
and City deal agreement GM has with Whitehall.
Greater Manchester is conurbation of 2.5m people. The city region generates over £50bn
of GVA representing 4% of the national economy. It is characterised by long standing
collaborative partnerships across the 10 parts of the city region (Bolton, Bury, Rochdale,
Manchester, Oldham. Salford, Stockport, Tameside, Trafford and Wigan) that recognise the
economic and clinical coherence of GM, and the way GM wide work adds value to each. The
GM scale enables all partners to focus collectively on the strategic priorities of greater longterm economic growth and public service reform.
Greater Manchester has a strong track record of collaboration in the pursuit of economic
growth with a particular focus on tackling the endemic inequality of health, opportunity and
aspiration that blights many of our communities. GM also has a track record in delivering
substantial reform of health services where a GM planning footprint is required (for
example the Award winning reconfiguration of stroke services and the reconfiguration of
maternity services (“Making it Better”)
There is considerable joint work between the Association of GM Authorities (AGMA) and the
Association of GM CCGs, and other partners, to drive forward substantial reform of public
services, building on the successful contribution of GM to the national 1st wave Community
Budget programme. Of £21bn of public service spend in GM, the health and social care
system accounts for £6bn and is therefore crucial to GM public service reform ambition.
Central to the Health and Social Care element of public service reform is the alignment of
three programmes – the NHS England Area Team GM Primary Care commissioning strategy,
the work of the GM Integrated Care programme in supporting local models of integrated
care, and the GM Healthier Together programme – one of the biggest programmes of
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hospital reconfiguration ever undertaken. GM therefore offers an opportunity to
understand from a local perspective the alignment of supra local drivers for health and
social care reform, including clinically led reconfiguration of hospital services across a 2.5m
population base.
The strategic vision of public service reform shared by partners in GM and informing a place
based budget settlement discussion with Whitehall, the strong collaboration between public
service partners at both a local level and GM level, the alignment of other key partners such
as the Manchester Academic Health Science Centre, and the track record of health and
social care reform, provides confidence that GM will deliver.
In addition, our track record of working collaboratively to create and disseminate evidence
is, we believe, second to none. On broader public service reform we have worked with
Treasury and ten other Government Departments to create Cost Benefit Analysis toolkit
which models expected returns on investment in a wide range of interventions, how those
returns benefit different agencies and what the payback periods are (such CBA underpinned
the 1st wave community budget business cases on integrated care (Manchester), Fuel
Poverty (Oldham), Falls prevention (Salford and Bury), and Dementia Care (GM wide). In
addition, GM is now a base for the new national public service transformation network
including Health and Social Care reform. For integrated care specifically we have already got
a track record of working with major leaders on integration across the GM footprint but
particularly in the sites that have worked with the Kings Fund and AQuA (a NW based
improvement agency).
B. Vision
Partners across Greater Manchester have a vision that is reflecting in the Greater
Manchester Strategy (GMS) and articulates intent to secure prosperity for all, through
greater long-term economic growth and reformed public services. We believe that
relationships between citizens and public services will change. People will have greater
optimism that their visions and aspirations for their own and their families' futures can be
achieved. People will be more resilient, economically productive and reconnected with their
communities. More people will be taking responsibility for their own futures, and
communities will be taking more responsibility for the quality of people's lives. ,
The refreshed GMS therefore places greater emphasis on the need to reform not just the
efficiency, but the effectiveness of public services. In addition to work on ensuring every
child gets the best start in life and can arrive at school ready to learn, and work on
transforming justice and securing improved access to work and skills to break the cycle of
poverty and dependency, the GMS confirms the intent to respond to the increasing pressure
on services for the elderly, frail and vulnerable by exploring radical and innovative models
for the provision of integrated health and social care, and securing the best outcomes from
acute services.
To create a sustainable health and social care system across Greater Manchester there
needs to be a transformational reduction in demand, not just for individual service
providers, but across the whole health and social care system. The opportunity for progress
starts with the fact that there are a large number of people in hospital that do not need to
be there, and there is still room to avoid admissions to residential care. Evidence to the
Health Select Committee in 2011 suggested about a third of hospital beds are occupied by
people with long term conditions, many of whom could be supported outside of hospital. A
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large number of people end up being taken to hospital by ambulance because there are
inadequate and inconsistent community based solutions.
Through investing in effective and more integrated community based solutions, models that
build primary, community health and care support and models that look to people and
communities to manage their own care more effectively, hospitals could return to their core
purpose of managing acute need.
Whilst the evidence base for prevention and integration is not yet robust, there is good
evidence that the patient/citizen experience is qualitatively better if services can be built
around the patient – rather than fragmented and built around organisations. On the whole
people want to have more control over their care. They do not want to go to hospital or
residential care. Greater integration and scaled prevention is the “right thing to do” as well
as being a financial necessity.
GM will demonstrate the collective and local leadership needed to meet the financial and
quality challenges faced by the health and social care system.
C. Our Approach
The focus of our work is to drive and support the development of local models of Integrated
Care in each of the 10 parts of Greater Manchester. These new and emerging models are
locally derived but have common elements and will be informed by the outcome of an
emerging GM Primary Care Commissioning Strategy. The creation, at a local level, of robust
out of hospital care models is inherently important as indicated in (B) above. But it also
provides context for the planned public consultation on the clinical led GM reconfiguration
of hospital services, due in November 2013.
Working with 10 sites within one designated pioneer zone provides an opportunity create
pace and scale across all 10 plans, recognising and sharing the strengths, collaboratively
addressing the challenges, and provide single GM solutions to 10 local plans where that adds
value. All plans are developing at pace with a scale of ambition that is about a substantial
(e.g. between 25% and 100% of the risk stratified cohort) shift of activity and finance from
hospital and other care institutions. But having 10 plans also allows us to use different areas
within GM as ‘test beds’ for different approaches and solutions (recognising that not all
solutions will be appropriate for all areas and places are at different stages).
Work is already underway to share, review and support the development of the 10 plans. A
whole GM practice exchange event was held on 6th June 2013 (supported by Andrew
Webster from the National Public Service Transformation Network), and on the 28th June
and 2nd July respectively the Association of GM Authorities and the Association of GM CCGs
will receive Executive Summaries of all 10 plans. This peer support and challenge has
created genuine pace in the system and an environment of learning and sharing.
While the focus is on 10 local plans they are bound together by a number of factors that will
determine the local service model, including:
• They need to each reflect and respond to the North West ambulance Service model
of out of hospital care
• There are substantial cross boundary flows of hospital admission and discharge
• The impact of the pan GM hospital service reconfiguration proposals.
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However an initial review of the 10 integrated care plans (in the sharing workshop on 6th
June and the submission of Executive summaries on the 12th June) also suggested that there
is considerable scope to design once together by deliver locally, particularly on some of the
key challenges to integrated care. Opportunities present themselves in at least the following
areas
•
•
•
•

A potential GM wide data sharing framework within which local protocols can be
sighted (and building on the work of GM as a national pilot site for new models of
data sharing)
A more consistent approach to the consideration of assets and estates management
(building on the GM footprint for the NHS property services company)
A shared approach to workforce development
Shared learning and development on new models of alliance contracting

We will use Pioneer status to drive forward at pace the resolution of these challenges across
all 10 of our partners, where necessary in a consistent manner, and in a way that partners
can learn from. We will do so backed by the best available national advice and guidance in a
way that is genuinely co-designed with national partners rather than revert to a sterile
debate on “asks of government”.
This is a GM bid. We would expect the outcomes of the zone to add significant value to all
parts of the conurbation, not just those either furthest ahead or furthest behind. We
believe therefore that the pioneer zone designation can provide GM wide consistent
support, advice and guidance from Whitehall, but can also deliver tailored bespoke support
to one or more of the local areas on a particular topic or issue of highest priority to them.
D. Outcomes
GM’s designation as a pioneer site for integrated care will make a substantial contribution to
the design and implementation of models of integrated care within GM and nationally.
All 10 parts of GM will be recognised as exemplars of new models of integrated care that
provide better experience for patients and people in a financial sustainable model.
Furthermore, GM will be recognised as an exemplar conurbation in the way it can reconcile
from a local perspective supra local drivers of health and social care form, including primary
care commissioning intent and hospital reconfiguration. The public consultation on hospital
reconfiguration in November 2013 will demonstrate this, and will build on excellent local
examples of involvement and engagement with population on the design of the new
services.
GM will produce 10 local service models which will share common elements but will also
reflect local circumstances and a range of approaches that can be compared and
contrasted. All parts of GM are committed to make rapid progress on their models of care –
this is pursued in an environment of constructive challenge and support. By April 2014 all
parts of GM will have new models of care in place for at least some of the target population
that can be assessed and evaluated and compared. Such models are broad in ambition and
therefore radical – mechanisms to move money around the system are in design in most
parts of GM.
As the new models of care come on stream we will review and evaluate impact on key
criteria in order to contribution to the national evidence base for integrated care.
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E. What GM brings to an Integrated Care Pioneer Designation
Greater Manchester brings the following to the pioneer zone.
E1) Unifying governance arrangements
GM benefits from a unifying vision and robust governance. GM local authorities, over the
past 25 years have demonstrated delivery through strong political and private sector
leadership focussed on the functional economic geography of GM. Their track record of
joint working and robust governance arrangements through AGMA and the GM Combined
Authority gives all private, public and civil society partners the confidence to take difficult
decisions swiftly and effectively. For CCGs, the establishment of the Association of GM CCGS
in April 2013 builds on the work of the Association of GM Primary Care Trusts (formed 2004)
and provides an authority at a supra CCG level to drive forward reform that requires a GM
footprint. The two Associations come together in a GM Health and Well Being Board, and
also at officer level in a Health and Social Care System Executive Advisory Group. The
Associations, and their joint work and work with partners, provides a focal point of
leadership for the national pioneer zone work.
The Coterminosity is further strengthened by a GM footprint for the Area Team of NHS
England, and for Public Health England. It is also considerably strengthened by the presence
of the Greater Manchester Centre for Voluntary Organisations, providing a focal point for
voluntary and third sector engagement in strategic frameworks at a GM
This coterminosity is reflected at a local level in GM with coterminous CCGS and PCTs
working with partners to design the local systems.
E2) Substantial Public Service Reform Experience at a local and GM level
On the basis of the work locally so far, and the outcome of the community budget
programme, we have a depth of knowledge and experience of what works to build upon.
We have made substantial progress across all parts of GM backed by a common leadership
narrative and framework. We also have experience of how early intervention and
prevention can be focused on those who most need it through integrated delivery of
evidence based interventions, and we have mechanisms to share and disseminate this
learning across GM.
All parts of Greater Manchester have developed local implementation plans for Public
Service Reform priorities around 5 themes - Early Years (a GM delivery model), transforming
justice, troubled families, worklessness and skills. The integrated health and social care
plans are an inherent part of that work.
E3) An understanding of how drivers for reform come together at the level of local place
The Community Budget work in GM has transformed the appreciation of a place based
approach to public service reform. The old solution of organisational or sectoral approaches
to efficiency is not sustainable. Rather, a whole system approach focus on targeted and
planned interventions and away from reactive spend, backed by investment agreements
that support the shift of activity and money, is informing all 10 public service reform
implementation plans in GM, of which Health and Social Care Integration are a part.
GM has described three programmes of work that substantially overlap and, in the case of
primary care and integrated care are on a convergent path.
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10 local models of integrated care with some commonality
Clinically led In hospital redesign across GM
Urgent, Emergency and Acute Medicine
Acute Surgery
Women’s and Children’s

Primary Care Commissioning Strategy
developed by NHS England working with
CCGs, AGMA and others

Joint Committee
of Association of
GM CCGs

NHS England

Primary Care Commissioning Strategy - With the establishment on 1st April 2013 of the GM
Local Area Team of NHS England, which has among many duties the responsibility for
commissioning of primary care services, work is progressing with partners and particularly
CCGs in developing for the first time a robust primary care commissioning strategy for
Greater Manchester. Crucially, although this is a GM strategy, this will explicitly support
local partnerships in developing the primary care element of their local out of hospital plans.
Local Models of Integrated Care Progress is being made on developing models of integrated
care locally, with all localities developing new service models and implementation plans, and
in a few areas working examples are commencing. Promotion of independence and
resilience are implicit in these models and they are beginning to demonstrate the way in
which local services will actually look and feel to patients/residents/carers.
Healthier Together - The reconfiguration of some hospital services in GM that need a GM
planning perspective has been at the heart of the work led by the NHS in GM and recognised
as “Healthier Together”. The driver for this work is that currently outcomes from some
hospital services for GM residents are not consistently delivering against highest quality and
safety criteria. Progress is being made in designing models of care that meet best practice
clinical standards, and in understanding current clinical interdependencies within hospital
sites that will inform the reconfiguration and influence the provision of services carried out
in the Primary Care and Integrated care programmes. The Healthier Together programme is
formally managed by the GM CCGs, who will lead the public consultation and (through the
formation of a ‘Committee in Common’) make a decision.
A place based and public/patient perspective to health and social care reform demands that
outputs and implications of these programmes come together at district/ CCG level. The
orientation of the three programmes must be about how this works locally, for example;
o
o
o

how does the integrated care programme support the delivery of the local plans,
how does the emergent primary care strategy inform the out of hospital services in 10
places,
What does the clinically led reconfiguration of hospital services across GM mean for the
role of the local hospital in a place?

Local Authorities and CCGs, working with the Acute Sector and other local partners are
creating the leadership narrative, governance structures, and resourced programme
management capacity to be able to knit together the programmers in a way that makes
sense locally.
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E4) Whole System Leadership Commitment to a common framework underpinning reform
A common leadership narrative is an essential precondition for delivering large scale change.
On February 22nd the AGMA Executive (political leaders), agreed with representatives from
all NHS organisations, the following broad framework of principles for health and social care
reform
“The future health and social care system will look substantially different and that
improved quality of health care for Greater Manchester residents will underpin the
following key principles of a new system:
•
•
•
•
•
•
•
•

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

This leadership narrative has acted as a golden thread through further iterations of the
healthier together programme, the primary care strategy, and the integrated care
programme, and an emergent public facing narrative supporting all three programmes.
E5) GM can be trusted to deliver.
Greater Manchester has a track record of innovation and delivery at both a local and Greater
Manchester level, on economic development, on wider public service reform, and on health
and social care. GM also has a Track record of delivery on substantial GM wide hospital
system reform – the reconfiguration of hyper acute stroke services, the reconfiguration of
women’s and children’s services (“making it better”) and consultation on local substantial
reconfiguration, such as that in the Trafford heath and social care economy.
On Integrated Care, all parts of GM have established programme management
arrangements to support the delivery of local models of care, and in addition GM has
created dedicated programme management (and clinical leadership) for a GM Integrated
Care programme.
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F. Meeting the Selection Criterion for the Integrated Care Pioneer Zone
On the basis of all the above we believe the bid from GM should provide confidence that all
criteria are being met
Primary criterion
Articulate a clear
vision of its own
innovative
approaches to
integrated care and
support

Supporting considerations
This should include how it will:
• adopt the Narrative developed by National Voices, aligned
with Making it Real;
• integrate around, and deliver better outcomes, including
experiences for, individuals, families, carers and
communities;
• align with outcome frameworks; and
• Identify potential financial efficiencies for reinvestment;
and identify potential measures of success.

Evidence
• National voices work is underpinning the common narrative across the three
programmes (currently under development by the HT combs and engagement team)–
and Jeremy Taylor – CEO has already been briefed and offered support to the GM whole
system reform
• Evidence from one or more of the 10 plans – e.g. Sally Ford in Salford
• Outcome frameworks – use of the AQUA/ADAS scorecard
• Reinvestment – draw from the Manchester community budget business case
deployment of CBA.
• Extent of pre consultation public engagement (inc media) from HT
Primary criterion
Plan for whole system
integration

Supporting considerations
This should encompass mental and physical health, social care and
public health, as well as other public services, such as education,
involving the community and voluntary sectors, as appropriate,
across their local areas.
The plan should include how the locality will deliver greater
prevention of ill health and deterioration of health and
personalisation through better integrated care and support.
The plan should include those who would benefit most from
person centred, coordinated care and support, such as intensive
users of services who repeatedly cross organisational boundaries or
who are disproportionately vulnerable.
It should also take into account how public services should be
integrated with the unpaid contributions of families and
communities.

Evidence
• Positioning of the health and social care psr work in the gm strategy – focus on
Worklessness, early years, place, life chances etc, and the alignment of related
strategies across the city region – planning, housing, education etc
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•
•
•
•
•

Local exemplar for mental health – Stockport’s engagement (Andrew Webb)
Prevention – demonstrate from examples – e.g. Bolton’s model of systematic use of
practice registers
Person centred – the Oldham 3am challenge
Families and communities – local examples of carer support, neighbourhood
working etc
That GM is submitted a national lottery bid around supporting older people

Primary criterion
Demonstrate
commitment to
integrate care and
support across the
breadth of relevant
stakeholders and
interested parties
within the local area

Supporting considerations
This should include local executive and political leadership, staff
groups, including clinicians, patient groups, people who use the
services, carers and families.
Areas will also need to demonstrate robust governance structures,
including for information sharing, to sustain the approach, as well
as a robust plan for engaging local Healthwatch, people who use
the services, all staff groups and the public in local service reform.
The involvement and support of Health and Wellbeing Boards (as
a minimum, by the end of the selection process) will be an
essential prerequisite for any area to become a pioneer.

Evidence
•
•
•

History of joint engagement across all partners at a gm level
GM Governance structure (see appendix 1)
Demonstration of role of GM Health and Well being boards, and the transit of
the integrated care programmes and indeed this submission through all 1o local
health and well being boards

Primary criterion
Demonstrate the
capability and
expertise to deliver
successfully a public
sector transformation
project at scale and
pace

Evidence
•
•
•

Supporting considerations
This might be evidenced by:
• a proven track record in this area, strong local leadership and
accountability; and/or
• demonstrable and robust plans to address key local barriers to
integrated care and support; and
• risk management mitigation strategies, to maximise the
likelihood of the area delivering its vision for integrated care and
support across its locality.

GM Health system reform – stroke, making it better,
GM community budgets programme (out of the 4 pilot sites, GM in total
regarded as the best)
Need some thought about risk mitigation

Primary criterion
Commit to sharing
lessons on integrated
care and support
across the system

Supporting considerations
This would be expected to include involvement in peer to-peer
(including clinicians) promotion, dissemination and learning
networks
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Evidence
•
•

Track record of peer to peer support within GM (through AQUA, 6th June sharing
event etc)
Shared learning with wider networks (e.g. Manchester presentation to kings
fund recently)
GM as foundation for northern hub of psr network

•
•
Primary criterion
Demonstrate that its
vision and approach
are, and will continue
to be, based on a
robust understanding
of the evidence

Evidence
•
•
•

Supporting considerations
This will include:
• plans that have taken account of the latest available evidence
understanding of the potential impact on the relevant local
providers and intended outcomes;
• • a commitment to work with national partners in coproducing, testing and refining new measurements of people’s
experience of integrated care and support across sectors; and
• a commitment to participate actively in a systematic evaluation
of progress and impact over time

evidence from local plans on extent to which local plans have taken account of
evidence
the financial modelling work that needs to take place to understand the
“push/pull” financial impact effect on HT proposals
commitment to evaluation – note Salford’s work and also a the potential role of
the GM academic health science centre (Ian Jacobs at University of Manchester
is a contributor)

G. What GM expects from pioneer zone designation
The GM programme is probably the most complex and large scale of all integrated care
programmes and so additional specialist input will value GM and through sharing learning
the wider system We need people here, alongside us, in the spirit of the co-designed
community budget programme, to work with us in addressing the challenges, particularly
o Competition and collaboration
o Contracting mechanisms
o Workforce redesign
o Deployment of assets/estate
We also need support to strengthen the GM Integrated Care Programme Management
Office by developing clear measures and reporting (based on a tried and trusted balanced
scorecard approach). A single common platform delivery, measurements and benefits
system will be critical for a programme of this scale and strategic importance.
More immediately we are seeking support to host a GM whole system leadership summit in
September. This is a hugely important milestone for GM as we need confidence in the
emerging models of out of hospital care in advance of the public consultation on healthier
together in November. Ministerial and Senior official support to this event in the context of
the pioneer zone for integrated care would add greatly to the leadership significance.
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H. Conclusion
All 10 parts of GM are committed to progressing models of integrated care at a scale and
pace, and are doing so in the context of wider work on primary care commissioning and
hospital reconfiguration. For GM to be a pioneer zone secures not only supports 10 areas
but creates scale and a potential evidence base that can inform wider dissemination.
GM has a track record of delivery, brings opportunity of scale, and demonstrably has pace to
its work. Because of its unique collaborative structures across the city region, Whitehall can
have confidence GM we will fully exploit the opportunity for local, GM and national benefit.
Via the Community Budget work GM has already substantially informed the proposal for the
development of pioneer zones, especially in the leadership meeting in January 2013 (with
Triboroughs) which was attended by representative of GM local authorities, GM CCGs, NHS
England Area Team, and Acute Trusts.
Greater Manchester are committed to sharing learning and best practice, and are well
placed to do so given the GM hosting of a hub of the Public Service Transformation

Network.
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MEETING:

Governing Body

DATE:

23 July 20013

Item Number: 8.3

REPORT TITLE:

Expression of Interest Childrens
Health and Social Care Integration ‘Pioneers’

REPORT AUTHOR:

Trish Anderson
Chief Officer WBCCG

Donna Hall
CEO Wigan Council

PRESENTED BY:

John Marshall, Associate Director Strategy and
Collaboration

RECOMMENDATIONS/DECISION
REQUIRED:

For Information

EXECUTIVE SUMMARY
On 14th May, Norman Lamb Minister for Care and Support announced an invitation for local
areas to submit an Expression of Interest to be ‘pioneers’ in demonstrating an innovative and
ambitious approach to integrating care. Pioneer sites will receive bespoke support from Central
Government, including national and international expertise, for up to five years to help them
achieve their aspirations for integration and share learning.
This support will focus on removing the barriers to integrated care and allowing pioneers the
space and support to adopt new radical models and approaches.
The following document sets out Wigan’s Expression of Interest (EOI) to become a ‘Pioneer’
for Health and Social Care Integration and to receive tailored support from the Department of
Health (DH) in order to realise its aspirations for integrated care for children and young people
(CYP) across the Borough

It is anticipated that the results of the bids will be announced in September 2013

FURTHER ACTION REQUIRED:

None
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Expression of Interest
Health and Social Care Integration ‘Pioneers’
The following document sets out Wigan’s Expression of Interest (EOI) to become a ‘Pioneer’ for Health and Social
Care Integration and to receive tailored support from the Department of Health (DH) in order to realise its
aspirations for integrated care for children and young people (CYP) across the Borough. The remainder of the
document has been structured in accordance with the selection criteria.
1) Vision to innovative approaches to integrated care and support
Vision
In Wigan, we are committed to delivering person-centred care and our vision for an integrated health and social
care system for CYP embraces this commitment. This vision builds on the strong foundation of partnership and
integration between the Local Authority and Wigan Borough Clinical Commissioning Group (CCG). Our ultimate
aim is to deliver a seamless care experience for CYP and their parents/carers.
We have identified some key areas for exploration as part of our on-going transformation journey and believe that
by choosing Wigan as a Health and Social Care Pioneer national partners would also benefit from the extensive
learning gained through these explorations. Our key areas are as follows:
•
•
•
•

Different levels of integration across a continuum from single line management to aligned/co-located;
Shared outcome frameworks that encompass learning from a range of sources and show a clear
understanding of strategic drivers;
The benefits of having a coordinated regional approach to hospital reorganisation which focuses on a
stronger primary care model;
Understanding what success looks like, what measures will evidence this, and how radical
transformational change can deliver efficiencies and at the same time improve outcomes.

Context
We consider that Wigan is ideally placed to be a Pioneer for Integrated Health and Social Care for CYP offering a
number of characteristics that will lead to a greater potential for enhanced learning and development of
transferable models of delivery. It provides an opportunity to understand how new models of delivery impact on a
large population with some specific challenges but also a wide range of needs that will be mirrored in many local
authorities across England.
Specific challenges within the Borough include:
•
•
•
•
•
•
•
•

•

Accident and emergency admissions for unintentional and deliberate injuries in under 18’s are high
compared to the England average;
Hospital related admissions in relation to drugs and alcohol are above the England average
Levels of smoking in pregnancy are high with 19.5% of mothers smoking at the time of delivery (13.5%
England average);
Child oral/dental health of young people is poor compared to the England average, with more than twice
as many decayed, missing or filled teeth in children aged 12;
Hospital related admissions in relation to self harm are above the England average
Rates of teenage conception stand at 34.7 per 1,000 women compared with 30.7 for England as a whole
(2011);
Domestic abuse is prevalent with 9,500 incidents recorded in 2012;
Early Years Foundation Stage scores in relation to Personal, Social and Emotional Development and
Communication, Language and Literacy are below average, 61% of pupils achieving a good level of
development compared with 64% in England respectively (2012);
Although improving, breastfeeding rates remain below the national average.
th

The Borough covers an area of 77 square miles and is the 9 largest metropolitan borough in England. It has a
th
population of 317,800 with 70,000 aged under 19. The Borough is ranked as the 65 most deprived local
authority in England, in the Index of Multiple Deprivation 2010.
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It has one coterminous CCG and there is a history of strong partnership working between the Local Authority and
the CCG – culminating in a joint commissioning and safeguarding unit with pooled budgets.
National voices
Our vision for integrated care is built on the narrative developed by the National Voices paper for the NHS Future
Forum, and Making it Real. The CCG and Wigan Local Authority believe that CYP and their families should have
access to care that has the following features:
•
•
•
•
•
•

Coordinated assessment, care planning and timely delivery;
Seamless transitions between services;
Parent and child engagement as part of core business for all partners;
Outcomes focused and person-centred;
An empowering model of delivery that offers families choice;
A consistent point of contact for families ensuring delivery of efficient ‘team around the child’ partnership
working.

National outcomes and strategic drivers
The Children and Young People’s Outcome’s Forum recommended that there was an increased focus on
children in the NHS National Outcomes Framework and the Public Health Outcomes Framework, which are
central to our EOI. It is our aim to bring partners together to address the wider determinants on health in addition
to addressing the health and wellbeing needs of CYP in the Borough. Our work will be focused on the following
outcome domains:
•
•
•
•
•
•

Preventing people from dying prematurely;
Enhancing quality of life for children with long term conditions;
Helping children to recover from periods of ill health or injury;
Ensuring that people have a positive experience of care;
Treating and caring for people in a safe environment and protecting them from avoidable harm;
Improving the wider determinants on health.

We recognise the importance of the Marmot Review (2010) and believe that life outcomes are often determined
by the care an individual receives in the early years of their life. In addition, the work of Graham Allen (2011),
Frank Field (2010), Eileen Munroe (2011) and Working Together to Safeguard Children (2012) have also been
considered, and we are committed to ensuring that:
•
•
•
•
•

CYP fulfill their potential;
Interventions are evidence based;
Early intervention and prevention is valued;
Services focus on improving life outcomes for CYP;
Safeguarding is integral to our work, particularly in its inter-agency context.

Healthier Together
It is important to recognise the changes proposed by the Healthier Together review of health and care in Greater
Manchester (GM). The consultation document puts forward that some GM services are not fit for purpose, and
that changes are needed to: improve health outcomes; ensure we are providing the right care, at the right time, in
the right place, and to make our services safe and sustainable for future generations.
Partners in Wigan recognise that this review follows ‘Making it Better’, which restructured the delivery of maternity
care in GM, and impacts on where families access hospital care in the region in the future. This EOI aims to put
forward a complimentary offer for community child health services that can realise the same outcomes identified
by Healthier Together for CYP and their families.
Our vision for integrated care is strategically led by the Health and Well Being Board who have made “starting life
well”one of their priorities. The strategic partnership ensuring that this vision is delivered is the Children’s Trust
Partnership. Importantly the Health and Well Being Board, the Children’s Trust and its contributing partners are

Page 89

2

held to account by Healthwatch to deliver high quality patient care to local families.
A model of integrated care for children in Wigan
Our vision for integrated care and support for CYP and families in the Borough is to establish an integrated,
locality based hub for children’s services with primary care. This will enable a holistic offer to be delivered to
families, focusing on improving health and wellbeing outcomes for CYP aged 0-19 years.
We aim to provide an entirely different experience for CYP and their families where care and support is
predominantly delivered in the community, at close proximity to and in partnership with GP practices, where a
range of services can be accessed in a coordinated, efficient and person-centred way. Professionals will be
focused on a broader range of health and wellbeing outcomes aimed at improving each child’s life chances that
may sit outside of their traditional boundaries.
Figure 1

Success measures and financial efficiency
It is envisaged that there will be a reduced need to access hospital based care, public care, the justice system
and educational support services through the implementation of a model that incorporates a coordinated,
multidisciplinary support mechanism for families. The model will ensure that families access the right services at
the right time in their community to improve their health and wellbeing. In order to demonstrate a positive impact
on health and wellbeing we will seek to develop an enhanced performance framework for the local economy of
services, this will need to focus on the following areas:
•
•
•
•
•

Reducing hospital admissions and readmissions;
Reducing attendances at Accident and Emergency departments;
Improving school attendance, attainment and readiness (including child health and wellbeing);
Reduced involvement of statutory services (Local Authority Care, the Youth Justice System, SEN:D and
educational support services);
Improved service user experience.

We believe that the successful implementation of our vision will realise significant efficiency savings through early
intervention and providing families with the right support, at the right time in their community will prevent the need
for families to rely on costly resources in hospitals, and the statutory Local Authority services (referenced above).
As such will contribute to the CCG’s Quality, Innovation, Productivity and Prevention (QIPP) programme and the
Local Authorities corporate efficiency saving programme.
2) Plan for whole system integration
Our aim is to deliver a seamless care experience for CYP and their parents/carers. Through our transformation
programme we aim to explore a continuum of integration in order to develop our understanding of where full
integration, with single line management, is appropriate and where alignment and/or co-location will deliver
against our desire to achieve improved efficiency and outcomes. In order to develop our transformation plan we
recognise we need to understand:
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•
•
•
•

The continuum of integration models to explore;
The cohort who might benefit and how they might benefit;
How the model will promote prevention and early help in order to develop healthier more resilient
individuals;
Taking an asset based approach that understands how to build on the strength of our CYP, families and
communities.

The Model
In our model all care that sits below the threshold for admission to hospital, or statutory intervention by the Local
Authority will be delivered from community hubs in five localities in the Borough. A full range of health and social
care services will be offered to families with governance, safeguarding and quality assurance being provided by
the presence of a locality based Community Paediatrician, and qualified Social Work professionals. Critical to the
models success will be forming key links with General Practice, Schools, Children’s Centres, the Voluntary and
Community Sector and ensuring referral pathways are robust and functioning.
Who will benefit from the model?
The model is designed to be comprehensive, incorporating universal and targeted services, and ensuring access
to specialist services, where appropriate. However, locality based hubs will focus on a holistic health and care
offer for particular families, including those impacted by the following:
•
•
•
•
•
•
•
•
•
•

Special Educational Needs and Disability (SEN:D);
Long term conditions (Asthma, Cystic Fibrosis, Epilepsy and Diabetes);
Enuresis and constipation;
Socially vulnerable families (Children in Need, Child Protection and Children in Care);
Youth justice system;
Emotional and behavioural difficulties (Conduct disorder, ADHD and ASC);
Child developmental delay, including Speech, Language & Communication;
Healthy child programme (0-5 and 5-19 years) (Health Visiting, School Nursing & Family Nurse
Partnership)
Healthy lifestyles (breastfeeding, healthy weight, drug and alcohol misuse, sexual health including child
sexual exploitation);
Common childhood illnesses (diarrhea, vomiting, respiratory tract infection and viral infections).

Prevention
Professional working within the integrated model will value health promotion and prevention, and actively promote
healthy lifestyles and a self care model. Professionals will work with families as partners, and empower them to
improve their own health and wellbeing. We are keen to explore the extension of the approaches used in the
SEN:D Pathfinder, in particular key working, and person-centred planning.
We will ensure families are able to access a seamless service offer, and seek to adapt the key working model so
the most vulnerable families have a consistent point of contact with our service. It is our belief that an integrated
assessment, care planning and delivery model will benefit families by recognising that families present with a
range of needs, and vulnerabilities, that a multidisciplinary service offer can efficiently respond to. The service
received should appear seamless to that received from across the disciplines, in that the same data and
information should be readily available to this professional and the care plan should be shared. Importantly any
professional working with the family should not consider the needs and outcomes associated only with their
professional discipline, but a holistic set of health and wellbeing outcomes attached to a single care plan.
Delivering this experience to families will require us to explore a range of options in relation to service integration,
and undertake a significant redesign of existing services. Challenging decisions will need to be made about our
structure across the partnership, and a redesign of services to deliver integrated locality based service hubs will
require us to test the following:
•

•

Establishing new functions and evidence based methodological approaches to working with families
mapped across a transparent threshold of ‘need’ and ‘risk’ framework (Key working, intensive Family
Support);
Combining professional functions (under a single agency governance framework);

Page 91

4

•
•
•

Aligning professional functions (with common assessment, care planning frameworks);
Co-locating services;
Developing strong relationships to, and robust pathways with, flexible, family centred specialist services,
and locality based universal and primary care services.

Robust testing will need to be undertaken of the models described above, all of which could be described as
being on a continuum of service integration. If our bid is successful we would like to assist with the development
of a national evidence base regarding these models working in partnership with government departments and a
research partner from a Higher Education Institute.
Flexibility and improved accessibility are also central to our vision. In conjunction with the development of locality
based community hubs we will continue to explore flexible opening hours for families and our existing outreach
offer (for specialist services like CAMHs) with the ultimate aim of the service becoming a point of self referral for
families.
We would also like to develop liaison, consultation and joint service delivery with local professionals, like GP’s,
Schools, Police, Children’s Centres and voluntary and community organisations. We will seek to build expertise in
universal services that promote healthy and fulfilling lifestyles. Utilising this model we also intend to facilitate
growth in the workforce by developing GP special interests and extended services in schools and Children’s
Centres.
Real Wealth
The SEN:D Pathfinder has already changed practice in the Borough in relation to personalisation. In accordance
with this we will seek to empower families to improve their own health and wellbeing utilising the “real wealth”
concept. Real wealth recognises that families can access a range of resources to improve their quality of life,
including but not exclusively statutory services. If Real Wealth is embedded in practice it supports, and
empowers, families to seek to identify support networks and resources that are already available to them, or are
available in the community. Furthermore, it is a means of developing and linking individuals to each other and
supporting the development of the voluntary and community sector, as demonstrated in Figure 2 below.
Figure 2

3) Com m itm ent to integrate care and support across the breadth of relevant stakeholders and interested
parties within the local area
This bid is submitted jointly by Wigan Local Authority and Wigan Borough CCG. Our vision is that this work will
be delivered on behalf of the Wigan Health and Wellbeing Board given the alignment to its “Start well”priority.
The Health and Wellbeing Board will need to formally consider and approve the intentions of the bid, but it is clear
that the work is strongly linked to our existing strategic direction of travel in Borough (there are strong
relationships between this work and our work around the SEN:D Pathfinder, the Life Programme, Multi Systemic
Therapy, Integrated Health Teams, Family Nurse Partnership and Health Visiting Call to Action all of which are
detailed in section 4 of this bid and illustrate Wigan’s innovative culture and experience of being at the forefront of
new programmes and ways of working as well as our willingness to share our experience through regional and
national networks).
It is proposed that the lead delivery partnership for the implementation of the model will be the Children’s Trust
Board, working closely with Healthwatch to support its development and delivery and ensure public engagement.
Our proposed governance structure, depicted in Figure 3, will also be underpinned by Wigan’s Safeguarding
Children’s Board (WSCB) whose inter-agency working protocols will be central to our integrated service delivery
model.
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Figure 3

We believe that it is important to engage communities as a key stakeholder in the development of our vision. In
order to ensure that this model is fit for purpose we recognise the importance of engaging with communities
through elected members at scrutiny committees within the local political process, and the Locality Boards of the
GP Consortiums that constitute the Borough’s CCG. Through robust stakeholder engagement we will establish a
service model that is fully invested in by the public that it serves, as well as the professionals that work within it.
Further, it is our belief that having commitment at the highest level politically and strategically in the Borough, as
well as from the member consortiums of the CCG, will enable us to create the will and determination to deliver
our vision and make this a sustainable change that will benefit future generations.
Voice and engagement
We are committed to engaging with the public to ensure the alignment of our vision to their needs, and have a
strong track record of embedding this in our work. We anticipate forging key links to Healthwatch to assist with
this aspect of the work; as a robust independent organisation locally it is our belief that it would provide the
appropriate challenge and support required for the delivery of an integrated care model that all stakeholders
could be proud of. We are already delivering a number of key work streams where this is a feature; including the
SEN:D Pathfinder, and children and young people’s IAPT where we have worked closely with parents, carers and
young people to begin to understand how we should structure mental health provision in the Borough. The
facilitation of the Children in Care Council is also a key driver in shaping our work around vulnerable CYP in (or
on the edge of) the care system. Accordingly we believe that we are in a strong position to utilise the skills to
engage CYP and their parents/carers in helping us shape a model of integrated delivery that will deliver improved
outcomes. In addition, Wigan Council has adopted and implemented the guidelines within the DH’s ‘You’re
Welcome’ quality criteria for young people which aims to help local health services put young people’s needs at
the centre of what they do.
Partnerships
Provider organisations in the Borough will have a substantial contribution to make to the implementation of the
vision; at a time when they face significant challenges in the NHS, including financial efficiency savings,
delivering high quality and safe care (in the aftermath of the Francis Report 2013), retaining and developing a
sufficiently skilled workforce as professional standards are reviewed by the Royal Colleges (in particular the
Royal College of Paediatrics and Child Health), obtaining Foundation Trust status and the Healthier Together
review and consultation in GM. Similarly significant challenges are also faced by the Local Authorities Children’s
Services including, service transformation to deliver financial efficiency savings, the conversion of Schools to
academies, welfare reform, child safeguarding, and an enhanced regulatory framework.
The integrated locality based service hubs offer our partners an opportunity to work within a model for children’s
services that puts high quality, coordinated and efficient care at its core. We believe that the model creates an
opportunity to improve outcomes for families, in addition to realising financial efficiency savings. Not only do we
believe that bureaucracy can be reduced and front line work be done more efficiently through enhancing
coordinated approaches, we also believe early intervention will reduce the flow of activity to secondary and
statutory services. We consider this a better way to meet the needs of families in the Borough, and as such the
model we propose will be more attractive to them as a critical stakeholder. Accordingly there is an opportunity to
increase the levels of satisfaction and engagement of people using services, which should be a strong feature of
any sustainable organisation.
In addition, this model offers an improved service offer to key stakeholder organisations, that is localised,
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enabling strong relationships to be forged with GPs, Schools, Police, Children’s Centres and the Voluntary and
Community Sector in each area.
Children’s Network Northwest
It is important to recognise it will be essential for partners to access impartial, expert advice when developing
clinical services. It is our intention to ensure that this happens by forging strong links to the North West’s Clinical
Network for Children and the Clinical Senate.
Robust governance structures for information sharing
We recognise that information sharing presents a significant challenge to integrated working and have
experienced this directly in our work around SEN:D and the development of integrated teams. We acknowledge
that this could create a barrier to a seamless and coordinated service offer to families and anticipate working with
partners on an inter-agency protocol regarding the sharing of information. This will ensure that the governance
arrangements of contributing organisations are adhered to, and that information and data shared about people
using services is appropriately protected.
Clearly a range of solutions will be required depending on how particular services engage with the model that will
require us to access legal advice, work with front line professionals in terms of their practice based experiences
and seek to learn from emerging best practice nationally. Our successes locally around the development of
information sharing arrangements across partners in the Integrated Health Model, and in the SEN:D Pathfinder,
give us confidence that we can find solutions. However, it is acknowledged that we will need to pay significant
attention to developing agreements on data protection and information sharing to undertake a piece of work on
this scale. In recognising the challenge we are part of a national data programme working with DH to explore an
integrated single database for vulnerable children which will utilise our systems to share information across the
health economy.
4) Capability and expertise to deliver successfully a public sector transform ation project at scale and
pace
Partners in Wigan can demonstrate their capability and expertise to successfully deliver a public sector
transformation project at scale and pace in a number of ways:
•
•
•
•
•
•
•

•

As one of few areas with a joint commissioning team for CYP with fully aligned budgets from the Local
Authority and the CCG, we have a strong track record of successful collaborative working;
We are part of the GM Whole Place Community Budgets programme;
We are leading the Early Years Public Service Reform (PSR) workstream for GM;
We were an early implementer authority for Health and Wellbeing Boards;
We have a strong history of local partnership working which was praised on our last OFSTED/CQC
inspection in May 2012;
We are a SEN:D Pathfinder area and have demonstrated considerable success in transforming services
for this cohort;
We have implemented significant transformational change in locality based services for early intervention
and prevention and gained efficiencies of circa £4 million across the economy alongside improved
outcomes;
Our robust Clinical Governance arrangements will ensure accountability of service providers for quality of
care.

Wigan Council and Wigan Borough CCG have strong partnership arrangements in place. A joint team is
employed to commission services for CYP with full control of all relevant budgets. Risk across the Borough is
managed through an Integrated Safeguarding Unit for Children and Adults. Wigan has been a trailblazer for
adopting a fully integrated approach to safeguarding CYP, adults and their families with our Safeguarding Unit
being commended by OFSTED. The system leaders for both the health economy and Local Authority sit within
the Integrated Safeguarding Unit which is part of a portfolio of a joint health and local authority post holder that
also includes the commissioning team. The joint nature of the team means they are clearly empowered to
overcome any local barriers that might delay the necessary pace needed for transformation.
As part of the GM Whole Place Community budget area, Wigan has had the benefit of substantial learning
around Public Service Reform and as a result Public Service Reform programmes are at the heart of Wigan’s
own transformational agenda. Developing integration of services around the family is clearly understood to be a
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key part of delivering both more efficient and more effective services.
Wigan leads the Early Years element of Public Service Reform for GM and has made considerable progress at
developing an integrated early years’ pathway based on creating a seamless experience of care for families
across health and care and education services. Wigan’s Chief Executive, Donna Hall, has strategic leadership
for GM around this theme.
As an Early Implementer authority, Wigan’s Health and Wellbeing Board has been meeting for two years. The
Health and Wellbeing Board built on a long history of effective partnership working across the Borough with a
series of Section 75 agreements and a plan for a single commissioning agency in place before the advent of the
Health and Social Care Act. The Joint Health and Wellbeing Strategy takes a life course approach, focusing on
how we integrate and improve services around Start Well, Live Well and Age Well. Local Health providers sit on
the Health and Wellbeing Board and a delivery group, with full health/local authority representation, sits beneath
the Board with a key aim of addressing any local barriers that might impact on the progress of integration plans.
We are the only Association of Greater Manchester Authorities (AGMA) Authority to get outstanding for
safeguarding and looked after children. We received outstanding for both the contribution of health agencies to
keeping CYP safe and Being Healthy. A quote from the report exemplifies these findings:
“The Ofsted joint report found that partnership work is outstanding. This is evidence in a range of
services, including the joint safeguarding and commissioning unit, the multi-agency work with missing
children and those at risk of sexual exploitation and in the leadership demonstrated by Wigan
Safeguarding Children Board.” CQC 2012
Our SEN:D Pathfinder is run as a partnership between the Local Authority, the CCG, NHS provider organisations
and local third sector organisations. We have been piloting the delivery of an integrated assessment, care
planning and delivery model that also offers families the opportunity to access a personal budget. In ten months
we completely redesigned the statutory system for SEN, successfully delivered this new model with twenty
families and began the Borough wide implementation of the new delivery model. The DfE has requested that this
model is now also piloted with other vulnerable groups, including Children In Need and young people in care.
A commissioner led system-wide approach to the prevention of Teenage Pregnancy, shifted focus from small
grant service development to structured system development. Looking at the evidence of ‘what works’ and
integrating services across the health economies to maximise impact and ensure sustainability and quality and
consistency of service delivery, wherever accessed by the local population. Rates have reduced at a faster rate
than the England Average and for the first time since data collection began, rates are now below the Northwest
average.
Breastfeeding rates have increased significantly following a commissioner-led system review. This led to
increased investment and improved collaboration across organisations. In November Wigan NHS Trusts received
full Unicef Babyfriendly accreditation. The Unicef inspectors described the changes to service delivery as
‘phenomenal’.
Over the last two years, partners across Wigan have transformed services taking a holistic approach to working
with families.
• Our Early Intervention and Prevention service takes a locality based model to work alongside families and
communities to improve outcomes. Redesigned and implemented at pace over a twelve month period, our
Gateway service is now well established and well respected by partners across the Borough. This model took
a radical approach to redesigning the way we work with families and merged six separate Borough wide
interventions, which worked in silos with families, into one team that provides a holistic family support service.
The transformation, along with a review of early years’ services, generated annual savings of £3.1 million.
• Our Child Health Service has restructured and aligned itself to the Early Intervention and Prevention locality
model, in order to ensure person centred coordinated community support is provided across the Health and
Local Authority Services. The restructure has also generated savings of £900,000.
• We have developed an Integrated Health Support Team, comprising of midwives, Family Support Workers
and speech and language therapists. This team is targeting the top 2% of vulnerable young mothers, taking a
team around the family approach. Qualitative analysis has revealed some real successes with children, who
would previously have been taken into care, staying with families.
• Wigan’s CAMHs Partnership has brought partners together to facilitate the redesign of the local CAMHs
service. A strong focus on responding to local need has resulted in a locality based outreach model where
CAMHs workers are co-located with Social Care, the Youth Offending Team (YOT), and Young Persons Drug
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and Alcohol Team (YPDAT). This model is building on a robust existing partnership between the LA and
CAMHs.
• A far reaching review of Children in Care placements led to a new commissioning model focused on ensuring
placements both improve outcomes for children and evidence value for money. This review included the CCG
and the Local Authority co-designing an enhanced health care offer for looked after children. As a result of the
new delivery model there is a year on year reduction in the budget for the service with savings of £300,000 in
2012/13.
• Wigan is currently piloting the LIFE project as part of its approach to Troubled Families. This intense multiagency family intervention focused on deeply embedded issues of unemployment, domestic violence, criminal
activity, child protection, poor school attainment and housing, in two areas within the Borough. The team
consists of skilled staff from housing, health, police, youth work and social care who are seconded from their
council and partner organisations demonstrating a commitment to working together and ‘doing things
differently’. Whilst this project is not working at scale, there are clear plans in place to understand lessons
learned and how these can be addressed to larger cohorts.
5) Com m itm ent to sharing lessons on integrated care and support across the system
Wigan is keen to commit to sharing lessons on learning from this programme of work. As one of the Whole Place
Community Budget areas, GM is already facilitating a wide range of support and challenge opportunities around
public service reform programmes, including integrated health and care. Wigan has been heavily involved in this
process with strong representation from partners across the health economy as well as the local authority.
Wigan proposes to work with the Royal College of Child Health and Paediatrics to further develop the models of
integrated health and care, and share learning both from and with colleagues across the sector.
Wigan can demonstrate a strong track record of involvement in sharing lessons learned and being part of mutual
support and learning networks:
• As an early implementer of Health and Wellbeing Boards, Wigan were heavily involved in sharing learning
both through the North West Transition Alliance and through the National Learning Network for Health and
Wellbeing Boards. This process was supported by the Local Authority and CCG, with Dr Tim Dalton, Chair of
the CCG leading on much of this work.
• Through our work as a NESTA Creative Council for our work on People at the Heart of Scholes.
• As a SEN:D Pathfinder authority, Wigan is committed to working with DfE and DH to take forward the radical
reforms put forward in the SEN green paper. With the excellent progress we have made to date, we are now
one of nine pathfinder areas that are acting as champions supporting all non-pathfinder authorities.
• Wigan was the lead authority on the recent LGA Early Years Customer Insight programme and helped share
learning through a series of case studies and events that were aimed at partners both regionally and
nationally.
• As part of AGMA, we regularly engage in peer to peer support and challenge programmes.
• Our innovative Integrated Health Team is already sharing learning from their new delivery model across GM.
• We are active members of all appropriate clinical networks and are seen to be leading the way with our joint
safeguarding arrangements.
• Our Clinical Director is currently acting as Clinical Lead in the CYP and families network for GM.
6) Understanding of the evidence
In developing a radical programme of public sector reform across Wigan, we clearly understand that any service
transformation will need to be based on robust evidence of outcomes and efficiencies that is agreed and owned
by all partners across the Borough.
As part of the AGMA Public Service Reform programme, we are committed to developing and implementing a
robust evaluation methodology. GM has a well-developed Cost Benefit Analysis tool that has HMT Green Book
approval and Wigan is part of the GM Technical Advisory Group that is further developing the methodology to
evidence the investment potential of new models of delivery.
We clearly understand the need, and are keen to commit to actively participating in a systematic and longitudinal
evaluation of progress and impact.
Wigan is clear that involving CYP, parents and carers in developing and redesigning services is necessary if
those services are to appropriately and adequately meet the needs of users. Our 2012 OFSTED/CQC report
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found that this understanding was successfully embedded across the partnership and saw this as a strength. We
already have a wide range of ways of involving service users and will continue to grow these in order to support
national partners in producing, testing and refining new measure for understanding people’s experiences of
services. In addition, our new Healthwatch organisation is committed to ensuring the views of service users are
heard at the Health and Wellbeing Board and within the wider partnerships.
We have a proven track record in utilising the local Joint Strategic Needs Assessment (JSNA) and evidence from
Child and Maternal Health Intelligence Network (CHIMAT) to influence and shape commissioning discussions
and we have conducted clinical audits to fully understand the impact on CYP.
We are working with the DH to explore the opportunities to develop a shared database on vulnerable young
people and we are seeking to use this data as the evidence base to demonstrate how we have met our success
criteria through an integrated health and care model for CYP.
Our involvement in national evaluation programmes will strengthen our local plans for evaluation. It is our
intention to partner with an academic institution/consultancy to evaluate the impact of the CYP Integrated Care
Service. The evaluation would be undertaken as a longitudinal study, to include an interim evaluation once the
system has time to embed. Evaluation will occur at multiple levels: individual level using detailed case studies;
pathway level; and population level. It will include comparisons with other external models of integrated health
and social care for CYP where possible.

We trust that our above response in accordance with the selection criteria sufficiently demonstrates Wigan’s
commitment to delivering person centred care and explicitly sets out a vision for an Integrated Health and Social
Care System for the Borough.
We strongly believe that our vision for integrated care provides us with a unique opportunity to improve the health
and wellbeing of CYP and their families. We believe that a family’s journey through our system should be seamless,
efficient and fulfilling, and support them in maximizing their life chances. This can be achieved through education,
health and care services joining together to provide a whole system response to the needs families present with. In
Wigan we are fully committed to testing integrated services working with CYP and families to see if this vision
delivers improved outcomes.
Further to this we hope that this document has fully demonstrated the strength of our foundation of existing
partnerships, experience of collaboration and stakeholder engagement, and capability and expertise to deliver
projects at scale and pace. In addition to this we hope it has also captured our passion and determination to work
with you to ensure that locality based, integrated services are successful in Wigan.
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