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EXECUTIVE SUMMARY
The report sets out the key findings of the recently published 2013 Wigan Health profile and
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identified along with suggested new approaches to tackling the internal health inequalities gap
across the Borough.
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Believe in Healthy Wigan: Update for Wigan Borough Commissioning Group Board on the
2013 Wigan Health Profile
1. Background
Public Health England published the latest Health Profiles on 24th September 2013. The profiles
give a picture of health for Wigan. However, there is encouraging news within this year’s health
profile for Wigan Borough as All Cause Mortality Rates continue to fall.
The overall health of people in Wigan Borough continues to improve. The rate of smoking
related deaths is falling but considerable work needs to continue to face new challenges related
to diet, exercise and alcohol.
It is worth noting that a number of indicators have not been refreshed since 2012 due to current
unavailability of some datasets.
2. Key Findings
2.1. Life Expectancy
There is encouraging news within this year’s health profile for Wigan Borough. All cause
mortality rates continue to fall. Examples are shown in the table below:
Mortality rate per 100,000 population per year
Condition
Health Profile 2008 Health Profile 2012 Health Profile 2013
Early deaths: heart 115.7
86.7
76.5
disease and stroke
Early deaths:
127.5
122.0
121.9
cancer
Deaths from
smoking

277.8

276.0

253.0

However, mortality rates remain higher than the England average and there is a significant
internal inequalities gap in Life Expectancy across the Borough. For Wigan, Life Expectancy is
11.1 years lower for men and 8.0 years lower for women in the most deprived areas of Wigan
than in the least deprived areas.
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Key Message : More whole Borough effort on the major causes of premature, avoidable
mortality at scale and pace needs to be done to bring the overall life expectancy of the
Borough’s residents closer to that of our ONS Peers1 and very specific targeted effort to improve
performance jointly with Wigan Borough Clinical Commissioning Group in terms of uptake of
preventive services and early diagnosis and interventions within the most deprived and
unhealthy Super Output Areas as these are the areas with highest demand for unplanned health
and social care
2.2.

Health Summary for Wigan

2012 to 2013 comparisons

Overall, many of the key areas of concern (above) for Wigan Borough have improved slightly
from 2012. However, for all of the above indicators (excluding Children in Poverty) Wigan is
significantly worse than the England average
1
ONS measures used to assess similarity of LAs to produce Peers are age, ethnicity, birthplace, population density, relationship status,
household type, accommodation type, household occupancy, qualifications, employment type, access to transport and social care
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•
•

•
•

•

Smoking. Despite the welcome fall in smoking prevalence it remains the main cause of
early death in the Borough.
Alcohol. The hospital admission rate due to alcohol related illness has increased by over
seven times the rate reported in 2008. Although this increase reflects that of England as
a whole, the admission rate in Wigan Borough is 1.5 times that for England.
Overweight and obesity. Obesity in children and adults remains high reflecting the
situation in England as a whole.
Diabetes. In the last five years there has been a considerable increase in the number of
people diagnosed with diabetes. Part of this increase may well be due to a more active
approach to diagnosing Type II diabetes. However, across England there is evidence of
an actual increase most probably related to overweight and obesity.
There has been a very welcome reduction for Wigan from 2012, which reflects on the
work being undertaken on the Children and Families agenda. However, as the Universal
Credit and changes to Welfare take affect, many more families may become financially
vulnerable and fall further into debt. There are risks therefore that the level of Child
Poverty will increase and there will be greater concentrations of deprivation

Performance against ONS Peers
The Health Profiles are benchmarked against England average, however, this is not always the
best comparator. Below are the key indicators against showing Wigan’s performance against its
Local Authority peers.

Wigan’s ONS Peer Authorities are all outside of the Greater Manchester area, with the
exception of Tameside.
In terms of rank against the 5 similar authorities: Wigan ranks first for Children in Poverty and
the percentage of adults smoking.
However, come fifth and fourth for Alcohol admission for the under 18yrs, Physically-active
adults, smoking-related deaths and life expectancy.
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In order to tackle the persistent internal inequalities gap across the Borough and to increase
the rate of improvement in healthy life expectancy, public health investment and intervention
needs to apply the principles of Public Sector Reform For complex, cross-cutting issues,
developing new delivery models based on three common principles:
integrated, coordinated and sequenced public services to create bespoke packages of
support,
• selecting interventions on the strength of the evidence base, and
• taking a family based approach to change the behaviour of individuals and communities
Testing working examples of reform, at a scale commensurate with the risk, to create the
strongest local evidence about the effectiveness of reform
•

Using this evidence to convince partners and other potential investors to invest in reforms, which
reduce their demand for targeted services. Partners can make a return on their investment by
decommissioning services no longer required
Bringing reform and investments in growth together to make sustainable improvements in places
In Wigan, public health investment and interventions need to integrate with and add value to the
work on Financial Inclusion, Building Self-Reliance and the wider Economic, Worklessness and
Skills agenda and using the experience of Make Health Everyone’s Business to contribute to the
Greater Manchester Behaviour Change Commission. Some examples of how this might be
achieved by commissioning public health interventions differently are suggested for discussion
below:
3. Start Well: Tackling Alcohol Abuse in the Under 18yrs
The hospital admission rate due to alcohol related illness has increased by over seven times the
rate was first reported in 2008. Although this increase reflects that of England as a whole, the
admission rate in Wigan borough is 1.5 times that for England. Wigan is also significantly worse
than the England average for Alcohol admissions for under 18s.
Young Peoples’ drugs and alcohol services are currently being re-commissioned with a clear
remit to work with A+E and families to address the issue of repeat attenders.
Currently in Wigan, a range of partners work together to focus on adult patients with high reattendance and readmission rates and adopt an active case management (ACM) approach to
the patients involved. The Active Case Management approach can be summarised as follows:
• A list of the top fifty patients with the highest number of alcohol related admissions at
RAEI within a 6 month period is complied by WWL NHS Foundation Trust.
• If a patient from the target group of 50 attends RAEI, consent is sought by the alcohol
specialist nurse team from the patient to be referred to community Drug & Alcohol
Recovery services delivered by Greater Manchester West (GMW) Mental Health
Foundation Trust.
• If consent is given, dedicated case managers (team of 2 employed by Greater
Manchester West NHS Foundation Trust) meet the patient (mostly at RAEI) and begin an
assessment process. After assessment the case co-ordinators work with the clients to
address the issues that will aid their recovery (either abstinence or controlled drinking,
community re-integration social functioning and access training or employment).
• Active case management involves a proactive approach to engaging clients. For
example case managers will visit client’s homes to help clients overcome any barriers or
hurdles that they may face when trying to engage with recovery services.
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The active case management approach also involves more intensive support. For
example case managers can increase the contact time they have with clients, when the
client most needs it.
And finally the approach involves working with the client to draw up a care plan which is
tailored to that individuals needs. For example helping the client address any issue that
would help with that individual’s recovery.
A multi-agency team regularly reviews the individual’s circumstances and care plan so
that a range of agencies can have input into the individuals recovery, as appropriate.
Admissions, presentations, costs, and bed nights have more than halved.
Figures for those worked with have fallen proportionately more than for those not worked
with.

Consideration of the feasibility of potentially extending this approach to the repeat under-18yrs
attenders within the overall strategy for Alcohol Harm Reduction in Young People should be
explored as it could also support and add value to the Confident/Troubled Families programmes,
Reducing Teenage Pregnancy and be linked up to the health and wellbeing programmes in the
Wigan Youth Zone, YOT, Gateway and local schools. The new drugs and alcohol service will
scale up the work on brief focal intervention, roll-out and embed use of an alcohol/drugs
screening tool across all frontline staff who work with young people and the introduction of a
nationally developed Comprehensive Health Assessment tool to ensure consistent identification
of and early intervention for alcohol harm reduction for those young people who come into
contact with any part of the local Criminal Justice system.
4. Live Well: Reducing Smoking-Related Deaths
Despite the welcome fall in smoking prevalence it remains the main cause of early death in the
Borough. Smoking related deaths (DSR per 100,000) has improved from 276 in the year to 2012
to 253 for this year with the percentage of adults smoking reducing from 24.9% to 22.8%. But we
need to do better
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4.1 New Model for Smoking Cessation
In order to reach, and beat, the England average and reduce both early deaths and the smoking
related Long Term Conditions, a review of the current Stop Smoking offer is proposed.
Any new model needs to be based on a customer insight strategy which:
• Eradicates, as far as possible, the perverse incentives across the system.
• Uses intelligence led targeting of key communities. To include geographical areas and
communities of interest – e.g. higher rates of smoking prevalence within the LGBT
community.
• Develops and facilitates/delivers specific evidence led interventions with young people.
The above would include ensuring strong links with the YPDAT to take account of those
who are using tobacco in conjunction with cannabis.
• Increases use of appropriate contract, and NHS Outcomes Framework, levers with
providers, especially within the acute sector, to support this work as a priority.
• Focuses on identifying and exploiting the non health motivating factors that may induce
people to stop smoking.
• Reviews the brief intervention training strategy in light of evidence of efficacy and the
evidence from the ‘Kings Fund’ regarding multiple unhealthy behaviours and ‘what works’
in behaviour change. This would entail enhanced usage of the Health Trainer Service.
• Increases collaboration with departments and organisations who have similar aims
regarding the reduction of tobacco consumption (including those unrelated to the health
economy) – e.g. Trading Standards re intelligence re illegal and illicit tobacco supplies.
• Takes account of the increase in e-cigarette usage and extends the focus beyond
tobacco to address nicotine addiction.
Any review and re-commissioning would utilise the cost–consequences and cost–benefit
analyses and the cost–utility analysis tools recently developed by the National Institute for
Health & Care Excellence (NICE) which has just published the results of its analysis of smoking
reduction in Bury.
An example of activity which should be included in the above is work relating to debt and
financial inclusion. The evidence on the health impacts of smoking is well known and to reach
the most entrenched smokers alternative motivations to quit, or cut down, need to be identified
and exploited.
Smoking is an expensive addiction and the geographical areas of highest prevalence coincide
with the areas where rent arrears, loan sharks and use of, payday loans are also prevalent.
Work is underway to up-skill the officers within Wigan and Leigh Housing to raise the issue of
smoking with clients. Appropriate tools and resources are also in development to support this
work. An example of this is a variation on the ‘smoking wheel’. A resource which indicates the
accumulated health benefits of quitting on one side and the monetary benefits on the other.
Examples include ‘Buy a new car’ and ‘Take a family holiday’. Such benefits are aspirational or
unachievable for those with debt issues so a variation is being developed outlining how much
debt can be decreased by reducing the number of cigarettes smokes by 2, 5, 10 etc cigarettes a
day as well as the impact on debt reduction of quitting altogether.
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5. Age Well: Fuel Poverty & Public Health Interventions to Reduce the Impact of
Financial Stress
Fuel Poverty is recorded as 19.8%, lower than the North West Average but higher than England.
40% of Early Winter Deaths are from cardiovascular disease and around 30% from respiratory
disease.
Government’s Warm Front programme showed that people in fuel poverty were over 4 times
more likely to suffer anxiety or depression than people who could pay their fuel bills easily.
Wigan has just been awarded National Energy Action support for Health and Well-being Boards
to develop and implement local fuel poverty commitments. This is very welcome as over two
thirds of the outcome indicators within Wigan’s current Health and Wellbeing Strategy are
sensitive to Fuel Poverty.
A key action to ensure the engagement of all health partners in action to reduce both Fuel
Poverty and financial stress especially in the most deprived parts of the Borough so
commissioning plans of all key Health and Well-being Board partners need to reflect that –
especially given the contribution to reducing winter pressures on both acute and primary
healthcare providers. NEA will be assisting with the local use of appropriate financial modelling
to demonstrate Social Return on Investment.
Suggested Local Action to Support the Council’s Financial Inclusion programme across the life
course include:
• Addressing the risk factors associated with mental disorders – this includes debt. There is
a strong case to work with financial organisations, utility companies etc. to break the
cycle between debt and mental illness;
• Money advisors/ Key front line staff should not be expected to become ‘mental health
experts’, but in instances where a client discloses a mental health problem which they
require, but are not receiving, therapeutic support, appropriate signposting information
and/or referral services should be provided.
• All health and social care professionals should ask patients about financial difficulties in
routine assessments and, to enable action to be taken, they should ensure good referral
links exist with the money advice sector;
• A co-ordinated ‘debt care pathway’ between local health and advice services.
6. Challenges to Tackling the Internal Inequalities Gap
An additional challenge to addressing health inequalities at a time of very significant funding
reductions for Local Authorities is the potential financial challenge to the NHS finances locally.
Last year all English CCGs got a flat rate 2.2% budget uplift from NHS England. The new
Advisory Committee on Resource Allocation (ACRA) NHS allocations formula is now under
consultation and there are significant risks to northern Boroughs/CCGs. This ‘fundamental
review’ is happening now and NHS England is holding workshops are part of this review:
The proposed new formula would result in those Local Authority areas with the poorest health
(as measured by mortality amenable to healthcare) getting cuts in funding per head of
population. Blackburn with Darwen colleagues have very helpfully undertaken some work
looking at the impact on preventable mortality which the JIU will undertake for Wigan as part of
the JSNA.
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Since 2010, the poorest Local Authority areas have fact lost around £200-220 / head (as
compared to about £24/head in the most affluent areas). The data is presented in the graph
below and compared to the level of mortality amenable to health care rather than index of
multiple deprivation (IMD).
The new allocation formula proposed by ACRA, and now being reviewed by NHS England,
would reduce NHS funding in the parts of the country (like Wigan) with the worst health
outcomes by £30 per head and increase the funding in areas with the best outcomes by the
same amount. This is of course on top of the approximately £200 per head that has been cut
from local authority budgets in those same areas with the worst health outcomes.
The main points that are important about this are:
1. Implementing a formula that removes resources from areas with the worst health
outcomes will inevitably increase health inequalities.
2. The premise of the proposed formula is fundamentally flawed - it is based on predicting
health care utilisation in areas rather than being focused on the outcomes the NHS wants
to achieve. It is difficult to see how moving resources away from areas with the highest
mortality amenable to health care, can help the NHS achieve the overarching aim in the
NHS outcomes framework to reduce this.
3. Allocating resources based on predictors of current utilisation, even if you take into
account differences in access, will reinforce existing configurations of the health system
that are widely recognised as being inefficient and ineffective ( e.g lack of preventative
action, high reliance on hospital care etc.).
4. NHS allocation needs to take into account other public sector resources allocation
processes. The same areas with poor health outcomes that would loose out under the
proposed formula have already lost the most due to cuts to LA budgets, potentially
increasing NHS demand in those areas. Without aligning budgets across the public
sector, there will be an increasing mismatch between the shared pool of resources in
areas and the shared need to be met. An approach that would result in greater benefits
for health inequalities would be to have a single allocation process for public sector
resources down to local area, with the policy objective of levelling up the outcomes in the
worst areas to the best. This would of course also enable greater flexibility to support
integrated working between LA's and the NHS.
5. The new formula would have the opposite effect compared to moving towards the target
set by the previous formula, i.e. the target that PCTs were moving towards for the last
decade or so.
6. Moving towards target allocation based on the previous formula, would increase funding
in areas with the worst outcomes by £60/head, reducing it in areas with the best
outcomes.i
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7. Opportunities to Harness the “Believe” Campaign to Tackle Health Inequalities:
“Believe in Healthy Wigan”
The recent sporting success in Wigan and Leigh supported by the ‘Believe in Wigan’ campaign
has lifted the spirit of individuals and the Borough as a whole. We want to build on this and
promote ‘Believe in Healthy Wigan’ using social marketing and digital inclusion platforms. A set
of proposals on use of social media in public health linked to the #PH Live! digital platform being
created across the North West are being developed and will come to a future meeting for
consideration. These proposals will include further evolution of the role of the Neighbourhood
Health Improvement Team and their innovative flexible customer-friendly approach to working
with local people as part of the public health skills contribution to the Council’s Transformation
programme and to the Wigan model of health, social care and well-being integration.
Although Wigan Borough has become healthier within the last twenty years it still does not enjoy
the better health experienced in other parts of the country. In addition, there are great
differences in heath within the Borough with the worst health experienced within our more
deprived communities. Part of the problem is access to prevention and heath care services.
For example, fewer people within more deprived communities access screening programmes.
There is good coverage within the outer least deprived areas but poorer coverage within the
inner more deprived areas. Access can be hampered for people dependent on public transport.
The times where screening services are available may be inconvenient for people with childcare
responsibilities. In addition, people in more deprived areas are less likely to seek early medical
advice when they have symptoms that may indicate serious disease. Having to take time of
work, childcare responsibilities, and transport issues may play a part in this.
Therefore, aspiring to and believing in a healthier Wigan requires a collective response. There
is a need to make services easer and more convenient to access. This is a particular challenge
for general practices and the local prevention services (e.g. Lose Weight Feel Great, Stop
Smoking Service etc.).
However, individuals also have a responsibility for their health. Our local sporting heroes and
their supporters have shown that by having challenging aspirations that they can be achieved.
We can do the same in Believing in Healthy Wigan
8. Recommendations
The Board is asked to note the update on Wigan’s Health profile and suggested actions
including the development of proposals for “Believe in Healthy Wigan” to target the internal
inequalities gap across the Borough.

i

Data analysis from: Ben Barr; Senior Clinical Lecturer in Applied Public Health. Department of Public Health and Policy,
Institute of Psychology, Health and Society, University of Liverpool, Whealna Building, The Quadrangle, Liverpool : Liverpool
L69 3GB, United Kingdom
Tel: +44-(0)151-794-5580 Mob: 07968705437
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Believe in Healthy Wigan
Dr Kate Ardern
Director of Public Health
Thursday 10th October 2013

Wigan at a Glance
Public Health England profiles give a picture of health within the area.
They are designed to help local government and health services
understand their community’s needs, so that they can work to improve
people’s health and reduce health
Page 12

Confident Place, Confident People.

The Health of people in Wigan is varied compared
with the England Average
• All Cause Mortality Rates continue to fall
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• Life expectancy improves but work needs to continue to face new
challenges related to diet, exercise and alcohol
• 19.5% of children are obese
• Levels of Teenage Pregnancy, obesity, alcohol related stays higher
than England
• Rate of road injuries and deaths is better than England average
Confident Place, Confident People.

Health Profiles 2013
START, LIVE AND AGE WELL
Life expectancy - years lower for men and women who live in the most
deprived areas.
Wigan and it’s ONS Peers
Men

Women

11.1

10.7
10.2

9.9
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8.7
8

7.9
7.4

7.4
6.4

Wigan

Wakefield

Barnsley

Rotherham

Confident Place, Confident People.

Nuneaton and Bedworth

Inequalities in Disability Free Life
Expectancy at Birth
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Confident Place, Confident People.

%ProportionofChildreninPoverty
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Wigan2012

Wigan2013

Travel

29.6

20.3

Better

110.9

110.9

Same

AlcoholͲspecifichospitalstays(under18)(rateper100,000)
%AdultsSmoking
%PhysicallyActiveAdults

Theme
StartWell

StartWell
24.9

22.8

Better

LiveWell

11

48.3

Better

LiveWell

276

253
Better

LiveWell

SmokingRelatedDeaths(DSRper100,000_
LifeExpectancyͲ Male

76.5

77.1

Better

AgeWell

LifeExpectancyͲ Female

80.7

80.8

Better

AgeWell
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300

250

200

150

Wigan
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100

Rotherham
50

Barnsley

Life Expectancy - Female

Life Expectancy - Male

Smoking Related Deaths (Rate)

% Physically Active Adults

% Adults Smoking

Alcohol Stays <18

Child Poverty

Confident Place, Confident People.

England
0

Nuneaton and Bedworth

START WELL
GOOD NEWS!!
Proportion of children in Poverty reduces to 20.3%, a total of 11900 children.
This reflects on the work undertaken on the Children and Families Agenda
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• Food Bank provision
• Money Advisors/Key front staff
• Co-ordinated ‘debt care pathway’ between local health and advice services
CHALLENGES
Alcohol-specific hospital stays (Under 18s) remains high at a rate of 110.9 (per
100,000 population) 2007-2009 and is worse than England Average
• Re-commissioning of young people’s alcohol and drugs services underway
• Consider extending Adult Case Management approach to under 18s who
repeatedly admit to hospital – potential QIPP joint investment.
Confident Place, Confident People.

Child Poverty Map (Mid 2012) North West Region
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Confident Place, Confident People.

LIVE WELL
GOOD NEWS!!

SMOKING

A welcome fall in smoking prevalence sees Wigan Borough’s rate fall to 22.8.
a 2% reduction from 2012.
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Should Wigan achieve another 2% reduction next year, this will bring the
Borough into line with the England Average.
CHALLENGES
Smoking remains the main cause of early death within the Borough.
Smoking Related Deaths 253 DSR per 100,000 (aged 35 and over)
The evidence on the health impacts of smoking is well known and to reach
the most entrenched smokers, alternative motivations to quit, or cut down,
need to be identified and exploited.
Confident Place, Confident People.

AGE WELL

Page 21

Fuel Poverty is recorded as 19.8%, lower than the North West Average but
higher than England.
40% of EWD are from cardiovascular disease and around 30% from
respiratory disease
CHALLENGES
• Older people , Low income couples and families particularly at risk,
especially those with Long Term Conditions.
• Poorer weight gain and lower levels of adequate nutritional intake.
Affecting patients suffering from diabetes and linking to the rise in
Obesity.
• Government’s Warm Front programme showed that people in fuel
poverty were over 4 times more likely to suffer anxiety or depression
than people who could pay their fuel bills easily.
Confident Place, Confident People.

HEALTH INEQUALITIES – CCG FUNDING
ALLOCATION
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Confident Place, Confident People.
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Confident Place, Confident People.

THE EARLY DIAGNOSIS & INTERVENTION INEQUALITIES CHALLENGE

• Difficulties in accessing preventive and early diagnosis healthcare when
people have to depend on public transport.
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• People in more deprived areas are less likely to attend breast cancer, bowel
cancer and cervical cancer screening programmes
• The times where screening services are available may be inconvenient for
people with childcare responsibilities
• People in more deprived areas are less likely to seek early medical advice
when they have symptoms that may indicate serious disease

Confident Place, Confident People.

Cervical Screening Coverage by SOA
2007-2012
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Confident Place, Confident People.

Make Health Everyone’s Business
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– Wigan’s approach evaluated by LJM University

“The HIP team has built up numerous contacts in the community
through which to channel messages about health and influence health
behaviours. The involvement of partners can have a long lasting and
added value factor. There is evidence that the HIP Team operates in a
pragmatic, flexible and innovative way.”
– The key factor to success is building relationships with partners by
understanding shared objectives to achieve buy-in
Confident Place, Confident People.

Opportunities to Harness the Power of Believe to Address the Inequalities Challenge
BELIEVE IN HEALTHY WIGAN
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In order to tackle the persistent internal inequalities gap across the Borough and
increase life expectancy work on needs to continue on Financial Inclusion,
Building Self-Reliance across the hardest to reach areas.
• Believe in Healthy Wigan’ using social marketing and digital inclusion
platforms.
• Develop a set of proposals on use of social media in public health linked to the
#PH Live! digital platform.
• Evolution of the role of the Neighbourhood Health Improvement Team and their
innovative flexible customer-friendly approach to working with local people as
part of the public health skills contribution to the Council’s Transformation
programme and to the Wigan model of health, social care and well-being
integration.
• Further develop our investment in key community assets: e.g. sports clubs,
arts/music participation
Confident Place, Confident People.

Thank you
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Questions and Answers

MEETING: Governing Body – Open Meeting
DATE:

Item Number: 8.2
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REPORT TITLE:

Wigan Health Economy - Integrated Care Vision

REPORT AUTHOR:

John Marshall (Associate Director – Strategy &
Collaboration)

PRESENTED BY:

John Marshall (Associate Director – Strategy &
Collaboration)

RECOMMENDATIONS/DECISION
REQUIRED:

The Governing Body is asked to note the Vision
Document

EXECUTIVE SUMMARY
The Integrated Care Vision document has been developed with stakeholders from across the
economy. It summarises our vision for integration over the next five years. It sets out the
context and the challenges facing us; our vision; and how we intend to deliver this vision. The
full, five year strategy will be submitted to the Health and Well Being Board in January and to
the boards of local NHS organisations in February.

FURTHER ACTION REQUIRED:
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Integrated Wigan
1

Introduction

1.1

The purpose of this paper is to:
•

Provide a short outline for partner organisations of the vision, aims and objectives for the
development of plans for the delivery of integrated health and care services within Wigan
Borough.

•

To seek support and agreement on the vision, aims and objectives.

•

To support the development of a joint detailed 2 – 5 year plan which will be considered
by the Health and Wellbeing Board in January 2014.

2

Background

2.1

As with all health and social care economies, Wigan Borough is facing unprecedented demand
upon its health and social care services at the same time as funding levels are reducing;

2.2

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

2.3

Our vision is therefore based on these two pillars

1. That health and care services should be provided outside of a
hospital setting, unless there is a good clinical reason why this
should not be the case

2. That all services provided outside of hospital should be safe and of
a high quality and part of an integrated system, led by primary care

3

Developing the Vision

3.1 In order to maintain and improve the quality of services we must radically transform the system
in which they are delivered, this will require changes from all Providers.
3.2

The need to improve outcomes and the experience of care is a fundamental part of why we
are pursuing this programme of change. We also know that we must change to address the
scale of the financial challenge that is facing our health and care economy. The table overleaf
shows the potential savings that all of the major organisations in the economy must make in
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the next three years. These figures will be revised as more detailed guidance becomes
available but they do present the likely challenge as it currently stands.

Wigan Health Economy Summary Savings - Wigan Elements

CCG
5BP
Bridgewater
WWL
Local Authority
Total Economy

2014/15
£m
20.0
1.0
1.8
13.6
13.0
49.4

2015/16
£m
18.0
1.0
1.5
11.3
19.0
50.8

2016/17
£m
12.0
1.0
1.5
9.3
11.0
34.8

Total
£m
50.0
3.0
4.7
34.2
43.0
134.9

3.3

The scale of savings required over the next three years is a step change even from the
demanding saving requirements of recent times. In this context, we cannot preserve the
quality of services provided to our residents if we continue to deliver them in the same way.

3.4

To meet the challenge, at Greater Manchester level the “Healthier Together” programme (a
programme to reconfigure and rationalise acute hospital services across the Greater
Manchester footprint) is under development with the aim of significantly reducing the cost and
improving the effectiveness of acute in hospital services.

3.5

Within Wigan Borough we are determining what services should be provided out of hospital to
develop better integrated and cost effective care, and to define in a Wigan context what will be
our local “in hospital” services that are considered as a part of the overall Healthier Together
programme.

3.6

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

3.7

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

3.8

Community health and care organisations will have to be transformed so that they can provide
the services that move into the community in an integrated way.

3.9

The transformation will not be able to take place overnight and as partners we are committed
to developing a plan to achieve our vision in a planned and phased way over the next five
years.

3.10 Significantly, any transformation will have an impact upon how health and care is delivered
and is organised and there is an absolute commitment for a programme of engagement and
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consultation with patients and residents so that they can have a real say in how services
should look in the future.

4

Our Vision

4.1

Our vision for integrated care is a co-ordinated high quality and safe out of hospital care
system that puts patients at the centre and that is led from primary care. As holder of the
registered list of patients, primary care is in a unique position as the coordinator of patient care
- shaping services around the patient, creating a joined up system and dramatically reducing
the fragmentation of services.

4.2

The diagram below shows the overall aims and objectives of our vision for change. We want to
first and foremost shape the local economy around our residents and patients. In order to do
this we need to change behaviours across the system and develop the provider landscape.

Wigan Integrated Care Aims & Objectives

Shaping the local health economy
around the patient
• Using National Voices principles to
embed patient -centred care focusing
on patients needs and preferences
• Proactively manage people’s care,
responding rapidly to crises, avoiding
emergency admissions and
residential care where possible
• Ensuring most effective use of care
resources and avoiding duplication

Changing behaviours across the
system
• Supporting staff to work together
across organisational boundaries
• Helping people to feel empowered
and supporting self care
• Enabling people to stay socially
active and live independently
• Aligning our commissioning
intentions across health and social
care
• Ensuring services are safe and at
a high quality

Developing the

provider landscape

• Taking a whole system approach to
change, using technology to deliver
effective and timely care
• Aligning incentives and payment
structures for providers to take
ownership for system - wide
outcomes
• Developing system wide
performance measures and
feedback mechanisms to support
continuous improvement

5

Progressing our Vision

5.1

Central to the delivery of our vision is the 100% commitment of all NHS and Council health
and care services to making it happen.

5.2

To shape the vision there have been a number of economy wide events including the CCG
members convention, a health and care economy event facilitated by Chris Ham of the King’s
fund, and a QIPP event which looked at the redesign of pathways attended by GP practices
and secondary care colleagues.
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5.3

The vision has been shared with, and endorsed by the Health and Wellbeing Board.

5.4

A process of engagement with the public has begun, and this will lead to a series of
“conversations” and consultation events over the next few months.

5.5

At a Greater Manchester level the economy is fully engaged in the Healthier Together and
Integrated Care agenda.

5.6

We are currently in the process of identifying which services could be moved out of the
hospital and it is intended that through agreement with our economy partners we will prioritise
and plan to move those services into the community in a phased way over the next five years.

5.7

Any services that are planned to remain in hospital will be considered within the overall
strategic Healthier Together programme.

5.8

There are a good number of integrated health and care services and programmes already in
place across the economy. These will be reviewed for effectiveness and efficiency, and
redesigned if necessary to integrate with those services that move out of hospital.

5.9

The Council is firmly engaged with the Public Sector Reform Programme and is in the process
of modernising its adult social care services.

5.10 The CCG is working with the Council to agree what integrated programmes and services
should be in place to support the development of the Better Care Fund which will see in 2015,
approximately £12 million of health funding placed in a joint fund between both organisations
to support the development of integrated care.
5.11 To support the move of services out of hospital it is intended to develop a new single service
specification for community nursing and therapy services to remove duplication and enhance
integration.
5.12 Integrated Community Neighbourhood Teams have been developed over the last 12 months
to provide co-ordinated and planned care to patients with multiple long term conditions who
are at risk of hospitalisation. Early evaluation of this scheme suggests that the service is
avoiding hospital admissions.
5.13 It is intended that we will build upon the success of these teams by developing an adult
integrated care pilot, which will run from January 2014, within our community that will develop
the Integrated Neighbourhood Team concept further through integration with and leadership of
Care Planning and Coordination by Primary Care. The Pilot will test end to end care planning
i.e. planning the care of an individual from primary to acute care, with intensive case
management of their care led by a named doctor.
5.14 The Pilot will allow us to rapidly test new ideas and improvements to integrated care prior to
systematic and phased roll out. An integrated care pilot focusing on Children’s services will
also commence in the New Year.
5.15 If our health and care economy are to rise to this challenge then appropriate governance,
planning, project management and consultation and engagement processes must be in place.
A robust Governance and Project Management process is currently being finalised which will
ensure that the accountability and responsibility for delivering the vision is firmly placed with
our health and care organisations through the Wigan Leader’s Executive Board.
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6

Next Steps

6.1

An Integrated Care Strategy is being finalised which will outline how we will take forward the
development of Integrated Care, and provide details of our service transformation proposals
over the next 5 years.

6.2

The strategy will be submitted to the Wigan Health and Wellbeing Board in January 2014 and
to our NHS organisation boards in February 2014.

7

Recommendations

7.1

Governing Body, Board Members and Elected Members are asked to:
•

Support and agree the vision, aims and objectives.

•

Support the development of a joint detailed 2 – 5 year plan, which will be considered by
the Health and Wellbeing Board in January 2014.

John Marshall
Associate Director for Strategy and Collaboration
December 2013.
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MEETING: Governing Body – Open Meeting
DATE:

Item Number:

9.3

17 December 2013

REPORT TITLE:

Greater Manchester Association of CCGs,
Association Governing Group (AGG), November
2013 Meeting Summary Notes

REPORT AUTHOR:

AGG

PRESENTED BY:

Trish Anderson, Chief Officer

RECOMMENDATIONS/DECISION
REQUIRED:

The Governing Body is asked to receive the
Summary Notes from the November 2013 AGG
meeting

EXECUTIVE SUMMARY
The summary notes are attached.

FURTHER ACTION REQUIRED:
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GM ASSOCATION OF CCGs: Association Governing Group (AGG)
Salford& Worsley Suites, St James’s House, Salford
Tuesday, 5 November 2013 (08.30 – 12.30pm)
SUMMARY NOTES
Attendance:

Kathy Roe
Wirin Bhatiani
Alan Campbell
Julie Daines
Alan Dow
Andrea Dayson
Chris Duffy (Chair)
Ranjit Gill
Denis Gizzi
Nigel Guest
Gina Lawrence
Lesley Mort
Gaynor Mullins
Stuart North
Kiran Patel
Roz Jones
Bill Tamkin
Ian Williamson
Leila Williams
Michael Eeckelaers
Trish Anderson

NHS Tameside & Glossop CCG For Steve Allinson
NHS Bolton CCG
NHS Salford CCG
NHS Oldham CCG
NHS Tameside & Glossop CCG
GM Association of CCGs
Heywood, Middleton & Rochdale CCG
NHS Stockport CCG
NHS Oldham CCG
NHS Trafford CCG
NHS Trafford CCG
Heywood, Middleton, & Rochdale CCG
NHS Stockport CCG
NHS Bury CCG
NHS Bury CCG
NHS England Specialised Commissioning for Jenny Scott
NHS South Manchester CCG
NHS Central Manchester CCG
Service Transformation
NHS Central Manchester CCG
Wigan Borough CCG

Apologies:

Wendy Meridith
Mel Sirotkin
Ian Wilkinson
Rob Bellingham
Hamish Stedman
Susan Long
Martin Whiting
Clare Watson
Simon Wootton

Bolton Council (Public Health)
Salford Council (Public Health)
NHS Oldham CCG
Greater Manchester LAT
GM Association of CCGs
NHS Bolton CCG
North Manchester CCG
Tameside & Glossop CCG
North Manchester CCG

In Attendance:

Will Blandamer

GM Public Service Reform Team & GM Integrated Care
Programme Lead

Joanne Newton
Carol Brooks
Donna Bradshaw

NHS North Central and South Manchester CCGs
Prospect (facilitating the leadership session)
Prospect (facilitating the leadership session)
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1. WELCOME & APOLOGIES FOR ABSENCE
•

Members were welcomed to the meeting and apologies were noted.

2. MATTERS ARISING
2.1 MINUTES OF THE LAST MEETING: 3.9.13
• Were agreed as an accurate record
3. CLINICAL WORK PROGRAMME UPDATES
3.1 Learning from locality meetings
3.2 Healthier Together Update
Both 3.1/3.2 discussed together
IW – all locality meetings have now taken place the slide set available provides an overview of the
consistent messages that need to be delivered across the whole system. This will ensure that we all
are able to start to manage the ‘conversation’ required leading up to the consultation process. It is
important to reach a decision on the form and timing of the consultation.
The key to the overall reform success are the out of hours plans across GM all agreed that these
need to be embedded in the 5 year planning cycle to ensure delivery. Difficulties highlighted
around competition issues when trying to amalgamate reform across local authorities, providers
and commissioners required to enact a whole system approach. LW/IW are planning to meet with
MONITOR to discuss this further an also reiterated that there was an NHS Oversight Group that
currently reports directly to David Nicholson to ensure that the GM work is supported nationally.
IW – we need to reach a judgment by March to be able to clearly describe why we need to go out
to consultation. This needs to be presented against the alternate ‘do nothing’ option which would
lead to unmanaged provider led redesign.
The AGG:
1. The AGG noted the importance of clear and consistent messages to all GM partners
2. The AGG noted the ‘conversation’ required to support the consultation and will use the
slide set as a guide to assist this process
3. Agreed the rationale to be able to describe the need for consultation
4. The requirement to include all plans into the CCGs 5 year planning cycle

3.3 Service Transformation/Healthier Together Budget Report
Joanne Newton joined IW/LW and presented an update on the Health and Social Care Reform
budget, previously referred to as the Healthier Together programme budget. The change in term
reflects the broadened scope of the budget. This report demonstrates that the agreed budget of
£3.5m will be fully utilised in year. The spend has been projected across three elements of the
current programme – primary care, integrated care and “in hospital” care.
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The AGG were asked to formally agree the increase in budget requested to £6m. Members offered
a consensus view that as the programme has altered to include primary and integrated care then
contributions from NHSE and AGMA need to be confirmed and agreed. WB confirmed that there
was a current AGMA proposal being considered to support this programme. There were also
concerns noted about the significant consultancy costs LW confirmed that this has been necessary
due to the timing and scale of the programme but would reduce in time.
The recurrent element of the Service Transformation budget is £1.5m and equates to permanently
employed NHS staff. There are continued tensions related to the alignment to CSU redesign and the
offer from Strategic Clinical Networks.
It would be difficult to agree any increase in funding as it would have to be authorized through the
CCGs Governing Board. As such all agreed to approve budget increase to the end of December
which would increase to £4.6m.
All agreed that we could not stop the programme a practical and pragmatic approach was required.
The AGG:
1. The AGG confirmed the increase budget to £4.6m required to support the programme
until the end of December
2. The AGG requested that a more detailed report return to the December AGG that splits
the costs across CCGs/NHSE/AGMA
3. The AGG noted the requirement to understand and approve the assurance and
governance processes responsible for this spend
4.1 Effective Use of Resources – Policy Governance
The EUR matrix had been circulated to members a number of weeks ago few comments had been
received. There was a consensus view that a GM approach may not be suitable and CCGs need to
retain the right to refuse certain policy.
As such a consensus agreement approach at AGG is not appropriate. Some CCGs noted an increase
in spend for these procedures and that certain procedures that had been approved may not have
been approved in the past.
The AGG:
1. The AGG did not approve the GM EUR governance arrangement for policy development
2. The AGG requested that a more detailed paper be considered at the December AGG

8. DATE AND TIME OF NEXT MEETING
Tuesday 3 December 2013 from 13.30 pm – 17.30pm – St James’s House in the Salford &
Worsley Suite.
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MEETING: Governing Body – Open Meeting
DATE:

Item Number: 9.4

17 December 2013

REPORT TITLE:

Minutes of Wigan Council Health and Wellbeing
Board held on 18 September 2013

REPORT AUTHOR:

Wigan Council Health and Wellbeing Board

PRESENTED BY:

Trish Anderson, Chief Officer

RECOMMENDATIONS/DECISION
REQUIRED:

For Information

EXECUTIVE SUMMARY
Minutes of Wigan Council Health and Wellbeing Board held on 18 September 2013

FURTHER ACTION REQUIRED:
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1
Health and Wellbeing Board
2.00 pm, 18 September 2013
Board Members present at the meeting
Wigan Council
Councillor D T Molyneux
Councillor P R C Smith
Stuart Cowley - Director for Adult Social Care and Health
Anne Goldsmith - Director for Children and Families
Donna Hall - Chief Executive
Dr Kate Ardern MBChB, MSc, FFPH - Director of Public Health
Wigan Borough Clinical Commissioning Group
Dr Tim Dalton (Vice Chairman) – Clinical Lead
Trish Anderson - Chief Accountable Officer
Dr Sanjay Wahie – Clinical Lead
Mike Tate – Director of Finance
Other Voting Members
Trish Bennett - NHS National Commissioning Board Local Area Team
Sir Ian McCartney – Chairman of Wigan Healthwatch
Advisory Members in Attendance
Councillor Nigel Ash - Chairman of the Health and Social Care Scrutiny Committee
Andrew Foster - Chief Executive, Wrightington, Wigan and Leigh NHS Foundation
Trust
Gail Briers – Five Boroughs Partnership NHS Trust
9
Apologies for absence:
Councillor Cunliffe, Simon Barber (substituted by Gail Briers), Kate Fallon.
10
Minutes:
The minutes of the meeting held on 5 June 2013 were approved as a correct record
and signed by the Chairman.
11
Quality and Safety in the NHS:
The Chief Accountable Officer, Trish Anderson, assisted by the Director of Quality
and Safety, Julie Southworth, presented a report which gave an overview of the
Published National Reports on Quality and Safety in the NHS.
The Clinical Commissioning Group (CCG) had previously received briefing papers
on the Mid Staffordshire NHS Foundation Trust Public Inquiry (Francis Report) and
had also received a position update regarding the CCG response to Francis and an
action plan at the July Governing Body meeting. A further two reports had been
published that required Governing body review - the Keogh Report and the Berwick
Report.
Some of the key points that arose fromPage
the Board’s
discussions were:
45
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·
·

·
·
·
·
·

·
·
·

·
·

·
·
·

quality was a growing concern for the CCG and was taken very seriously;
CCG Quality, Safety and Safeguarding meetings were held monthly and
reports were sent to the Clinical Governance Committee and the Governing
Body;
two commissioner visits to hospitals took place, one announced and one
unannounced;
this paper was a good summary and should be sent to all senior medical staff
as a best practice guide;
Healthwatch could accompany the CCG when making their inspection visits to
hospital wards;
engagement from the patients and the public, as well as staff, was paramount;
internal quality reviews had been in place at The Five Boroughs Partnership
NHS Trust for the past 18 months and the Trust were now in a position to
share their findings;
care homes still focused on policy ahead of quality, Healthwatch could assist
with the implementation of change;
public awareness needed to be raised around the initiatives currently
underway to raise quality and encourage engagement;
the report showed a shift from the acute sector to community based care and
discussions were needed with a community based Trust regarding the quality
of care in the community;
standards and a means of scrutinising care in the home needed to be
established;
NHS quality dashboards showed that Wigan was fifth out of 50 Trusts
inspected and did well in areas such as infections and mortality rates.
However, there was room for improvement as there were still too many areas
where patients were at risk;
Wigan NHS employed a consultant to look at case notes on unexpected
deaths on a weekly basis and report back to all doctors and nurses;
The NHS had engaged with 8000 members of the public in the past three
months and these findings were accessible to the Board and the public; and
The Board were mindful that the reports discussed within this paper were in
essence, political and undermined public confidence in the NHS; the vast
majority of patients received a high quality of care.

Resolved : The Board notes the report.
12
Association of Greater Manchester Authorities Integrated Care Plans,
Primary Care Reform and Healthier Together:
The Greater Manchester Integrated Care Programme Lead, Will Blandamer,
attended the meeting and gave members of the Board an overview of the wide
reform programmes for health and social care in Greater Manchester and how these
were supporting the work to develop a robust and scaled service model out of
hospital care in Wigan.
The aim of the work was to transform the population’s health and transform health
and care systems in Wigan Borough. The programme provided support, advice,
expertise and challenge to the 10 models of integrated care in development across
Greater Manchester.
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The report demonstrated how the work programme supported the new model of out
of hospital care in Wigan and gave assurances that the GM primary care programme
was focused on supporting the local out of hospital care models and how the
redesign of hospital services was being framed in the wider context of health and
social care reform. It also highlighted the work on out of hospital care standards and
the timetable for broad based consultation on health and social care reform.
Some of the key points that arose from the Board’s discussions were:
·
·
·
·
·
·
·
·
·
·

·
·

there would be a summit held on 25 September 2013;
this plan was not a prescriptive strategy, it was about creating a framework;
it was fundamental that out of hospital services were in place before any
changes were adopted;
Wigan had applied to be a Pioneer Zone and an Innovation Council and was
keen to work with the new commissioning set up;
openness and transparency around timescales was needed;
it was extremely challenging to work to nationally pre-determined plans at a
time when local authorities were trying to re-configure and re-shape services;
what was the savings target?
would the red and green hospitals meet these savings targets?
a Committee in Common had been established and was chaired by Phil
Watson;
it was crucial that the Committee in Common had transparent and public
debate about the options for the future of the Greater Manchester hospital
system;
the CCG would continue to consult on a model that best suited the people of
Wigan Borough; and
discussions would be held in public and progress reported back to the Board.

Resolved: The Board thanks Will Blandamer for the report.

13
Integrated Care in Wigan Borough Update - Adults:
The Board considered a report of the Accountable Officer, and received a
presentation by the Associate Director - Strategy and Collaboration, John Marshall.
The presentation updated the Board on the implementation of Integrated Health and
Social Care in Wigan. The Board had agreed the vision for integrating health and
social care and had delegated responsibility to a Programme Delivery Board (minute
5 refers).
Since the last meeting, progress had been made ensuring delivery of this ambition
and long term programme ensuring it connected to immediate priorities and
requirements for significant budget reductions. Governance arrangements and
Programme Management arrangements were now in place.
The Pilot scheme would commence in January 2014. Amongst other things, the pilot
would test the application of intensive integrated case management of individuals
aged 65 and over who were high users of health and social care resources with the
intention of improving their experience of care by providing integrated care services
that will also reduce the costs associated with that care. It would also test the
introduction of a named doctor within primary
Page 47care for older vulnerable and frail
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patients and the co-ordination, planning and delivery of integrated care across
primary, community, secondary and social care services with the leadership sitting
within primary care.
Some of the key points that arose from the Board’s discussions were:
·
·
·
·
·
·
·

Healthwatch would come on board once staff were in place, it was anticipated
that this would be around 1 October 2013;
dates needed to be set if the pilot commenced in January 2014 to ensure that
reports were brought back to the Board as soon as possible;
what were the financial implications?
real life customer journey mapping would assist in crystallising exactly why
Healthier Together should be part of this process;
this process involved a significant change in behaviour from a large staff
group of different professions and also from patients;
the CCG and the Council would jointly manage finances; and
demonstrating staff and patient changes in behaviour should be part of the
evaluation process.

Resolved: The Board:
(1)
(2)
(3)

welcomes the programme in both its ambition and implementation;
expects the programme to be delivered at the scale and pace necessary to
deal with the financial and quality issues being faced: and
endorses the progress set out in the report.

14
Integrated Care in Wigan Borough Update - Children:
The Assistant Director for Safeguarding and Partnerships, Sue Elliott, updated the
Board on the plans for integrating Children’s Services across Health, Education and
Care.
A Joint Health and Wellbeing strategy had been agreed that set out to transform
population health and transform health and care systems. The key aims were to
improve outcomes and deliver a better patient experience.
Wigan already had a Children’s Agenda in place and were, therefore, building on
some very strong foundations to deliver an effective and excellent model of
integrated care.
The transformation programme proposed model took a holistic approach across the
0 – 19 age range:
Step 1 – universal care for all;
Step 2 – targeted care for those with additional needs;
Step 3 – care for those with long term conditions;
Step 4 – specialist care for those with short-term acute needs.
Stakeholders had fully engaged in the development and implementation of the
model. The Department of Health’s lead Workforce and the Children’s Agenda were
exploring using this model as a template for integration in other localities. It was
intended that the Universal step would be implemented by April 2015.
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Some of the key points that arose from the Board’s discussions were:
integration was also needed for children at risk, for example, to flag up missed
medical appointments and alert key agencies to take action;
a team of specialists met daily to review cases;
assessments on children aged 14 involved colleagues in adult services to
ensure accurate information sharing and a smooth transition from children to
adult services;
self reliance needed to be encouraged to allow service users to draw on their
own resources;
Wigan had an Accident and Prevention specialist and would be a pilot for
Public Health England (PHE) and the Royal Society for the Prevention of
Accidents (RoSPA) as the first authority to take this approach; this would draw
in funding and would allow the authority to work with leading experts and gain
an approach to what would become a national model.

·
·
·

·
·

Resolved: The Board:
(1)
(2)

approves the direction of travel and reinforces the mandate previously
given for integration of services; and
congratulates the team on being a pilot of PHE and RoSPA.

15
Health and Wellbeing Outcomes and Performance Framework Update:
The Director for Public Health, Dr Kate Ardern, presented a report which updated the
performance framework and health and wellbeing outcomes. An indicator dashboard
of key outcomes was attached to the agenda for information. The Board was
requested to review the updated performance framework and to challenge progress
against the key outcome indicators.
Some of the key points that arose from the Board’s discussions were:
·
·
·

·
·

there would be exception reporting on red areas at the next meeting;
the report gave the Board assurances on performance;
concerns were raised that the existing arrangements for flu vaccinations
needed to be maintained and changes should not be implemented this year;
the CCG had not agreed nor had it been consulted with that the service had
not been commissioned for 2013/14 which was still a transitional year;
the unexpected removal of the additional flu vaccine service also raised
mortality issues despite there being no national shortage of vaccine; and
the target for medical staff in Wigan borough to have the flu vaccination was
approximately 75%.

Resolved: The Board:
(1)
(2)
(3)

thanks the Director for Public Health for the report;
requests Trish Bennett to raise the issue of flu vaccine as discussed by the
Board with NHS Manchester and advise the Board accordingly; and
requests that statistics give actual numbers of people affected rather than
percentages, for example, 20% = 200 new mothers.
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16
Healthwatch Wigan Provisional Work Programme:
The Chairman of Healthwatch, Wigan, Sir Ian McCartney, provided the Board with
an update on the development of Healthwatch Wigan. This report was based on
consultations that had taken place so far and would be refined further. The report
outlined priority areas and posts that had been appointed.
A Stakeholder Board had been agreed in principle. The Chairman had shared the
concept with the Health and Wellbeing Board and had agreed to hold an event in the
autumn to share the vision and seek nominations to the role. He had met with
various local organisations and had so far gained unanimous support.
It was planned that a range of work place events take place to engage with staff and
share suggestions and ideas.
Healthwatch Youth Board would be supported by a colleague from Cambridge who
had a wealth of experience to offer and who had agreed to assist in the development
without charging any fees.
The NHS agreed to allow meetings to take place with hospital staff and Healthwatch
once Healthwatch had established a clear idea of what these meetings would require
from staff.
Resolved:
(1) the Board endorses the programme; and
(2) the Director for Adult Social Care and Health agrees to work with the Chairman of
Healthwatch to clarify funding for Healthwatch’s core projects and staffing base.

17
Creation of a Youth Healthwatch:
The Chairman of Heathwatch requested the Health and Wellbeing Board to consider
matching the funding for the proposed initiative of the creation of a Youth
Healthwatch.
The Youth Healthwatch Board had identified the need for a specific independent
child and young person led Youth Healthwatch for effective engagement with young
people, their families and the community.
The Youth Healthwatch would consist of young people from a range of youth
services and organisations within Wigan to ensure a powerful collective voice. It
would also include all organisations involved with young people - these would
include the Council and the CCG amongst other key partners. A two day seminar
had been arranged and would take place in October. The Chairman agreed to bring
back a report to the Board on young people’s expectations. There would be an initial
cost of £3,000 set up costs and Healthwatch requested support from the Board.
Resolved:
(1) the Board thanks the Chairman for the detailed report; and
(2) agrees that partners work with Healthwatch as appropriate whilst the
development of the Youth Healthwatch
is 50
underway.
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18
Next Meeting of the Board:
The next meeting of the Board is scheduled to take place on 22 January 2014 at
2.00pm in Wigan Town Hall.

Chairman

The meeting concluded at 4.00 pm
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MEETING:

Governing Body – open Meeting

DATE:

17 December 2013

REPORT TITLE:

Chairperson’s
Report
Governance Committee

REPORT AUTHOR:

Julie Pemberton

PRESENTED BY:

Dr Tony Ellis

RECOMMENDATIONS/DECISION
REQUIRED:

Information Only

Item Number: 10.3

from

the

Corporate

EXECUTIVE SUMMARY
The Chairperson’s Report from the Corporate Governance Committee Meeting held on
Tuesday 12 November 2013.

FURTHER ACTION REQUIRED:

None
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CHAIRPERSON’S REPORT
Chairperson’s Name
Committee Name
Date of Meeting
Name of Receiving Committee
Date of Receiving Committee Meeting
Officer Lead

Dr Tony Ellis
Corporate Governance Committee
12 November 2013
Governing Body
18 December 2013
Julie Southworth

The top 3 risks identified during the meeting & initials of lead with designated
responsibility
1. Backlog of patient care notes in respect of automatic discharge issue at WWL
KG
2. Trauma and Orthopaedics referral to treatment performance behind target

KG

3. Commissioning Support Unit (CSU) IM & T contract performance

CM/JK

Attendance at the meeting#:

Acceptable

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

Yes

Narrative report outlining the key issues of the meeting
Minutes were agreed as a true and accurate record of the meeting.
6.1 Communications Progress Update
Alexia Mitton (AM) briefed the meeting and provided a report updating communications activity
highlighting:
•
•
•
•
•
•

Communications and Engagement Strategy
CCG Awareness
Patientopinion.org.uk.
Website
Social Media.
Internal Communications Plan

The Committee received and noted the update.
6.2 Governance Team Activity Report.
Tim Collins (TC) briefed the meeting, circulating the update for the Quarter 2 activity at the CCG
in respect of these areas of business covered in the Governance Delivery Plan, highlighting:
•
•
•
#

Risk Management.
Health and Safety/Incident Reporting.
Equality & Diversity. Emergency Preparedness,

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

Resilience and Response. Health Economy Resilience Group (HERG).
Business Continuity.
Patient Response.
Freedom of Information Requests.
Complaints.
Patient Advice.

The Committee received and noted the update.
6.4 Governing Body Assurance Framework (GBAF)
TC Circulated Quarter 2 update of the GBAF.
New risks
• Backlog of patient case notes to review at WWL in respect of automated discharges
which could have a negative impact on 52 week breaches and patient safety. Picked up
by the Acute Trust and this is now their number 1 risk.
•

Scheduled Care – Trauma and orthopaedics performance not meeting the referral to
treatment target by year end. Trust now (month 6) 50 cases behind trajectory.

The Committee noted and received this update.
6.5 Human Resources Update
Jo Small (JSm) circulated papers and briefed the meeting highlighting the following:
Policies circulated for approval:
• Grievance Policy
• Whistleblowing Policy. Focus is now general not just financial.
• Partnership Working Agreement
• Disciplinary Policy and partnership working. The main change for this policy is around
the retention period of records. Staff side requested it be changed from 24 months to 12
months.
Grievance Policy, subject to the amendments - Approved
Whistleblowing Policy – Approved
Partnership Working Agreement – Approved
Disciplinary Policy Approved.
JSm circulated the HR Performance Report for the month of September 2013 for information
highlighting:
Organisational Profile
Includes total headcount, staff in post (FTE), composition of workforce, equality and diversity –
age, gender, disability.
Overall the organisation’s profile is green. The CCG’s headcount remains at 123 which is well
within the budgeted establishment.
Organisation Movement
Includes total number of leavers, total number of new starters, turnover rate and active vacancy
rate.
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Overall the organisation’s performance in this area is green.
Organisational Behaviour
Includes sickness absence rates and costs, agency staff costs.
Overall the CCG’s performance in this area is green.
Some problems around data cleansing and totally reflective of our workforce.
Organisational Development
Includes staff satisfaction/engagement, number of grievances, number of disciplinarians,
learning and development including mandatory training compliance, PDR completion rate.
There have been no grievance or disciplinary cases reported since the last Corporate
Governance Committee.
Mandatory e-learning training to be completed by all staff for the 13 December. Global e mail
circulated to all staff advising them of the deadline and the importance of compliance.
Peoples Service Action Plan
JSm confirmed that significant progress had been made and a copy of the action plan was
attached for information. The action plan has been RAG rated according to the progress made
to date as:
Green - achieved,
Amber - on target,
Blue - not started areas of work yet.
Red - Mandatory training recognised as a risk.
IT Training
Staff have been asked to complete a further training needs analysis questionnaire to ensure that
People Services are in a position to deliver this training.
Contracts
Formal Contracts of employment signed off and sent out last week.
The Committee received and noted the reports.
Review of HR Services.
MIAA are completing a piece of work around the review of HR and other services provided by
the CSU. Concerned was raised by MS regarding timelines and the notice period needed to be
given to the CSU should the CCG decide not to use them as they move forward. JSm confirmed
that this was a Governing Body decision
6.6 Procurement Strategy
Circulated for Approval.
TC briefed the meeting stating that this was an update of the original Authorisation Procurement
Strategy and was written in accordance with changes in rules and regulations that have been
issued by NHS centrally.
The Committee received and approved the Procurement Strategy with the above
amendments.
IT Service Progress Report
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Jonathan Kerry (JK) circulated the progress report and briefed the meeting highlighting:
Key Performance Indicators
• At present the percentage of calls resolved within SLA is reducing each month, possibly
due to the reduction of staff within Greater Manchester Commissioning Support Unit.
This is also apparent in the data received for General Practice. The issue has been
highlighted to our Customer Relationship Manager for comment.
•

85% of calls still being logged over the phone.

•

First Time Fix Rate. The target rate was approximately 60%, however industry standards
would suggest that this is too low. Discussions are on-going.

•

Calls Resolved by Priority. This is one area that continues to show that calls are being
appropriately assigned.

As a result of the initial report being produced, JK highlighted a number of areas that are
outstanding and are required in order to accurately monitor performance. These are:
• Total Calls Raised
•

Call Statistics

•

Method for Logging

•

Lack of details in calls.

These have also been raised with the Customer Relationship Manager for further investigation.
Information Governance is going well and we are being supported.
Asset Register has been updated with all devices, associated with each user.
The Committee received and noted this report
6.7 IM & T Policies
Circulated for approval.
Information Risk Policy
Policy Approved
Acceptable Use Policy
This policy has already been to Senior Leadership Team, where some amendments were made.
Policy Approved.
7. Items Circulated for information:
• Armed Forces Community Covenant
• Wigan Borough Health Economy Resilience Group ratified minutes August 2013
• Information Governance Forum ratified minutes from August and September 2013
• Information Governance Review ratified minutes from August 2013
• Avoiding Legal Challenges to Commissioning Decisions.
Next Meeting Tuesday 14 January 2014
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Agreed actions from the Meeting
Information Management & Governance Update, paper to
be presented to December Governing Body
Set up user workgroups on IT Policies- on-going
Communications Update:
• AM to bring Communications and Engagement
Strategy to January meeting of Corporate
Governance Committee.
• Borough Life Magazine update to January Meeting
of the Corporate Governance Committee.
• Patientopinion.org.uk paper to Corporate
Governance Committee.
• Website changes to be made before launch.
• Social Media Twitter learning sessions to be set up.
Governing Body Assurance Framework (GBAF).
• Further discussion to be taken outside this meeting
around the template.
Human Resources Update:
• Grievance Policy to be amended.
• Need to ascertain what the reasons are for
sickness and make sure they are recorded on the
HR Performance Dashboard.
• Review of HR Services paper to be submitted to
January Corporate Governance Committee.
Procurement Strategy
• 1.1 of the GM Commissioning Support Unit
Paragraph needed amending as it did not make
sense.
• Boundary needed as to when we trigger the use of
the CSU.
• Strategy to be amended.
IT Service Progress Report
• Next report to be more explicit regarding the
trajectory of our relationship with the CSU
IM & T Policies
• Sessions to be set up regarding the use of IPads
etc.
Chairperson’s Additional Comments
N/A
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Name of lead with designated
responsibility for the action/s
JS/JK
JK

AM

TC/MS/FC/JS

JSm

Executive Management Team

TC/JA

JK

JK

MEETING: Governing Body – Open Meeting
DATE:

Item Number: 10.5

17 December 2013

REPORT TITLE:

Chairpersons Report Service Design & Implementation
Committee 19 Nov 13

REPORT AUTHOR:

Dr Pete Marwick

PRESENTED BY:

Dr Pete Marwick

RECOMMENDATIONS/DECISION
REQUIRED:

Nil

EXECUTIVE SUMMARY

Chairpersons report of the Service Design and Implementation Committee held on
19 November for information.

FURTHER ACTION REQUIRED:

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

Dr Pete Marwick
Service Design & Implementation Committee
Tue 19 Nov 13
Governing Body
17 December 2013
Ian Kewley

The top 3 risks identified during the meeting & initials of lead with designated
responsibility
1. Not applied during this meeting
Attendance at the meeting#:

Acceptable

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

Yes.

Narrative report outlining the key issues of the meeting
1. The QIPP Diabetes working group has initiated a full Service redesign, contemporary to the
emerging CCG strategies and principles of Integrated Care. There has been a clash with
smaller planned QIPP projects within the field of Diabetes which have now been formally
cancelled and incorporated into the larger piece of work.
This is likely to be a recurring issue with an associated risk to the implementation timing of
legitimate QIPP improvement schemes and the savings profiles.
2. A change to the Terms of Reference of the Service Design and Implementation Committee
was requested. The change proposed authority for the Chair to approve business including
funding and implementation for projects of less than £10k between formal committee meetings.
It was discussed that for any business, a committee quorum should be essential. If quorum is
not required then the business activity might feasibly not be the agenda business of the
committee.
It was agreed that the issue would be explored by a draft amendment to the Terms of
Reference, with onward submission to the Board as required.
3. Options to develop the existing Breathlessness Service (currently provided in a pilot form by
Health First) were examined. The committee decided that a review of the business case was
required, to be carried out by a small team from the Commissioning Group in liaison with
Health First.
4. The Commissioning Group Small Project Team has started work on some Primary care
implementation projects. The initial enthusiasm and pace has been creditable, implementation
of a Heart Failure Diagnostic Blood Test, a lower back pain electronic assessment tool and a
gynaecological device service are all on track for initial implementation in Feb 13.
#

Excellent (well attended) Acceptable (some apologies) Unacceptable (not quorate)
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5. It was pleasing to note two Commissioning Scheme Savings Proposals were approved for
implementation. A credit to the practices concerned.
6. The committee has frozen some pending community Ophthalmology project procurements.
These legacy projects need to be correctly aligned with all existing planned work and submitted
to an associated level of clinical and commercial scrutiny before continuing.

Draft Changes to Terms of Reference
Cancel Project “Initiation of Insulin and GLP-1 in Primary
Care”
Develop Breathlessness Service Specification
Communicate Approval to roll out Commissioning
Savings Schemes
Freeze Ophthalmology Procurements
Chairperson’s Additional Comments
Nil
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Name of lead with designated
responsibility for the action/s
Ian Kewley
Ian Kewley
Julie Southworth
John Marshall
Ian Kewley

