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EXECUTIVE SUMMARY
The 2015/16 financial plan details the following:
•
A detailed one-year operational financial plan that delivers financial balance;
•
A detailed one-year operational financial plan that delivers all its financial duties;
•
The plan is underpinned by a longer five-year strategic financial plan;
•
QIPP delivery is integrated within the plan;
•
Manages its non-recurrent funds for future investment in service transformation;
•
Delivers a Better Care Fund in concert with the Local Authority;
•
Has identified and will seek to manage the risks identified in this report;
•
Sets out how the CCG will manage within its reduced management allowance; and
•
Reflects any known requirements of NHS England.
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1. Executive Summary
1.1 – Introduction
This paper will set out the requirements of the 2015/16 operational financial plan for
NHS Wigan Borough Clinical Commissioning Group (WBCCG). Due to the impending
General Election, issued guidance stipulates this is to be a single year operational plan.
It takes as its starting point the 2015/16 (Year 2) plan submitted to NHS England as part
of the previous submission’s two-year operational plan.
At the outset it should be noted that this is the tightest financial planning round for Wigan
commissioners in recent years, as the demands for commissioned services continue to
grow in excess of the additional funding allocated to WBCCG.
This budgetary pressure has resulted in a Quality, Innovation, Prevention and
Productivity (QIPP) target of £22.8m for 2015/16, which at the time of writing this report
still has £7.1m of unidentified schemes, which is consistent with the value reported to
NHSE England when the 2nd submission of the financial plan was submitted on the 27th
February.
The CCG has agreed in principle its 2015/16 contracts with Bridgewater Community
Foundation Trust (BCFT) and 5 Boroughs Partnership Foundation Trust (5BPFT).
However, at the time of writing this report, it has been unable to reach agreement with its
main secondary care provider, Wrightington, Wigan and Leigh Foundation Trust
(WWLFT) on a financially sustainable contract.
At the time of writing due to administrative issues, signatures are yet to be received for
all contracts.
The inability of WBCCG and WWLFT to resolve the level of financial contribution to the
2015/16 contract may result in the commencement of arbitration as outlined in national
guidance and as reported to NHS England. The Wigan health economy is not alone in
facing this contractual impasse.
The CCG and WWLFT will continue to work constructively to resolve this problem, but it
must not be at the expense of committing to a contractual value that places the CCG in a
position where it is at risk of going into financial deficit during 2015/16 and failing to
deliver its statutory duties.
Therefore the CCG as an organisation needs to continue its collaborative working
approach, both with its membership and local providers to identify and deliver long term
transformational schemes that will ensure financial sustainability going forward.
To assure the member practices (through the Governing Body) of the organisation’s
ongoing capability and capacity to meet its duties and responsibilities including
arrangements for good financial governance, the following are in place:




Robust financial procedures and controls;
Effective financial management and financial planning arrangements; and
Comprehensive financial systems operated by well-managed, adequately
resourced and suitably trained staff.
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These detailed plans have been developed over the preceding months and have been
presented to Finance and Performance (F&P) Committee at the December 2014 and
February 2015 meetings.

£'000
Programme Baseline Allocation
Inflation/Growth at 2.51%
Return of Prior Year Surplus
Running Cost Allocation
NHS England Passover
Sub Total Notified Allocations
Expenditure
Surplus
QIPP Gap

2015/16
411,296
10,313
5,434
7,089
7,298
441,430
459,702
4,531
(22,803)

Table 1: 2015/16 Financial Summary (Baseline)

The financial outputs are detailed in Appendices 1, 3 and 4 with a supporting narrative in
Appendix 2. As per guidance co-commissioning of primary care values are excluded.
This plan recognises the requirements of the national document Five Year Forward View
issued by NHS England and the strategic requirements set out in that document for the
Wigan health economy. This document highlights the significant financial impact on
health budgets if major strategic change is not enacted to mitigate the spiralling demand
and cost of services, especially in secondary (acute) care.
This plan has also been developed against a continued theme of proposed major
strategic change in both health and social care across Greater Manchester (GM). This is
in respect of the implementation of the Better Care Fund (BCF), Healthier Together (HT),
and the GM devolution agenda, which commences in shadow form on the 1st April 2015.
The proposed delegation responsibility for aspects of Primary Care and Specialised
Commissioning by NHS England to CCGs has been accounted for based upon issued
guidance and delegated allocations. However, it should be noted that operational
requirements are still being worked through and may contain further financial risks to the
CCG.
1.2 – Baseline Allocations - Growth
The formal announcement of CCG allocations in December 2014 confirmed an
allocations formula increase of 2.51% to support programme growth, the allocation to
WBCCG was the lowest growth allocated to any CCG in Greater Manchester (see
Appendix 3).
The inclusion of £2.236m of ‘seasonal resilience’ monies into the baseline, previously
allocated by NHSE, has resulted in an ‘inflation only’ increase for WBCCG.
Effectively the CCG has received no growth funding for 2015/16.
This in turn puts pressure on the CCG to meet any increased demand for services as it
did not receive the levels of growth allocated to other GM CCGs who were deemed to
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have a greater variance in respect of their Distance from Target (DfT) to their ideal levels
of allocated funding.
It is the fact that the CCG has a minimal variance on its DfT that places greater pressure
on future years funding allocations, if the funding model remains unchanged as growth
percentages are likely to be at an ‘inflation only’ level.
The CCG’s recurrent budgetary costs as at the end of December 2014 (reporting month
09) have been used in association with initial planning guidance (section 2.3) to
generate the latest draft financial plans (Appendices 1 and 4).
1.3 – 2015/16 Tariff
The proposed national Payment by Results (PbR) tariff for 2015/16 was rejected by
secondary care providers. This has led to considerable uncertainty for both
commissioning and provider organisation as this is the fundamental mechanism for
remunerating secondary care providers for the majority of the work that they undertake.
To circumvent the documented process, which would have delayed resolution until well
into the 2015/16 financial year and compounded the uncertainty for impacted
organisations, providers were given two tariff options. These were:



Default Tariff Rollover (DTR) – application of 2014/15 tariffs with no efficiency
deflator or CQUIN payment; and
Enhanced Tariff Option (ETO) – application of rejected tariff, which includes a net
deflator of 1.6% and CQUIN payment of 2.5%.

Wrightington, Wigan and Leigh FT chose to adopt the ETO option. Therefore contractual
calculations for 2015/16 are based upon this option.
1.4 – Five-Year Forward View
In response to NHSE’s Five-Year Forward View strategic plan, all partners in Wigan
continue to work to support the outlined vision and create the conditions for a
transformed health and social care system in response to the challenge of improving
care and outcomes at a time of unprecedented demand and financial pressures.
NHS Wigan Borough CCG originally set out a detailed five-year financial plan which was
submitted as part of the CCG’s authorisation evidence in November 2012. This plan was
further developed as part of the 2014/15 submission and this paper takes further
account of continuing funding and commissioning challenges faced by NHS
organisations.
The original plan also made it clear that financial balance would be achieved in 2014/15.
This will once again be delivered and against a background of significant financial
pressures. The new financial plans for 2015/16 provide assurance that WBCCG will
continue to strive to deliver on all its financial duties, including financial balance.
These plans will rely upon the Quality, Innovation, Prevention, Productivity (QIPP)
schemes to achieve this outcome along with the agreement to embark on a long-term
strategic plan that safeguards the sustainability of the Wigan health economy.
Wigan Leaders are seeking to develop a transformational programme of reform that:
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Ensures that the costs of health services are sustainable by developing
alternative service provision within primary, community and mental health care
for the people of Wigan Borough;
Prevents unnecessary admissions to secondary care services and other care
institutions;
Reduces the number of acute hospital beds through transforming pathways;
Removes duplication within and across organisations; and
Seeks to integrate where appropriate healthcare with social care.

1.5 – Delivering Our QIPP Challenge
As outlined in section 2.5 and in the separate report, the QIPP work remains essential to
ensure that the CCG continues to improve outcomes for patients and meet the
significant financial challenge both in 2015/16 and in the years beyond. It is important
that the CCG takes significant actions now that will sustain and safeguard financial
sustainability and quality in future years.
As outlined in section 1.1, the shortfall in identified schemes for 2015/16 is £7.1m. This
reflects the fact the commissioner QIPP programme has been running for a number of
years and it is recognised that the transactional, smaller, easier to implement schemes
have been exhausted.
Therefore the 2015/16 QIPP programme will be addressing the difficult financial
challenges being faced whilst at the same time developing longer term, transformational
schemes designed to improve outcomes for patients whilst maintaining a safe and
sustainable environment.
This work is also important given the significant transfer of funds to the Local Authority in
under the Better Care Fund initiative (section 2.6) and the delegation of additional
commissioning responsibilities from NHS England.
Schemes have been worked up following health economy QIPP events. These and
future year QIPP savings will mainly arise from transformational commissioning actions,
medicines management efficiencies and projects brought forward schemes from future
years. Wider Health Economy QIPP plans will continue to be steered by the Wigan
Leaders forum.
However, due to the financial pressures outlined in this report, the ability to underwrite
non-delivery of QIPP schemes is no longer an option, especially as each financial year
has seen significant non-delivery against proposed QIPP schemes.
1.6 Key Risks for 2015/16
1.6.1 Unsigned contract with WWLFT – should the CCG be unable to sign its contract
with WWLFT by the 31st March deadline, the arbitration process will commence on the
1st April and the result known by no later than the end of that month. If this goes against
the CCG, potentially £20m of additional funding would need to be found to support the
WWLFT contract;
1.6.2 Non-identification/delivery of QIPP schemes – the CCG is unable to either identify
schemes of sufficient value or fails to deliver identified schemes in 2015/16. This would
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require the CCG to utilise scarce reserves, reduce its surplus or seek to identify nonrecurrent means to reduce in-year expenditure.
1.6.3 Increasing Provider Costs - unsustainable demand is the single biggest issue to
the CCG’s financial sustainability in 2015/16 and beyond. The levels of projected growth
in demand for hospital services can only be met by a concerted drive to move significant
elements of this care into suitable alternative settings within Community and Primary
Care. Allied to this strategy is a need to reduce the number of hospital beds, which
ensures that required efficiency gains do not simply result in more activity that the CCG
would be required to fund from limited resources.
1.6.4 Continuing Healthcare (CHC) - costs continue to show an increased trend with
regards to demand for these services. In 2014/15 the WBCCG financial plan assumed
5% growth in each of the two years (2014/15 and 2015/16). In 2014/15 this increase
proved inadequate to meet demand. For 2015/16 in addition to funding the 2014/15 over
performance an additional 5% growth has been included after due analysis in the
financial plan.
1.6.5 Primary Care Developments – With the CCG decision to opt for ‘Full’ delegation of
Primary Care services from NHSE there remains a risk that any in-year unfunded
developments will need to be met from CCG allocations.
1.6.6 Specialised Commissioning – NHSE have stated that specialised wheelchairs and
neurology will be delegated back to CCG’s in 2015/16 and there remains a risk, no
matter how slight that any over performance would be met by the CCG.
1.6.7 Running Costs Reductions – these are mandated to reduce by 10% in 2015/16,
which equates to a total reduction of circa £830,000 against the £25.00 per head of
population allowance utilised by CCGs to deliver its governance and commissioning
responsibilities. The CCG has developed an approach that delivers this requirement.
However, this leaves less scope for deploying additional staff to take on the significant
transformation and delegated challenges that the CCG will face in 2015/16.
1.7 – Summary of Risks
As a result of modelling the key risks identified in section 1.6, there is a worst case
scenario in that the arbitration goes against the CCG and significant additional funding is
required for the WWLFT contract and there is material non-delivery of QIPP schemes.
In that scenario, highlighted to the Senior Leadership Team, Finance and Performance
committee and provider organisations, through Exec to Exec meetings and provider
Director of Finance meetings, the CCG would face a financial deficit in 2015/16 of
£5-10m.
1.8 – Overall Conclusions
In summary the 2015/16 financial plan details the following:
 WBCCG has a detailed one-year operational financial plan that delivers financial
balance;
 WBCCG has a detailed one-year operational financial plan that delivers all its
financial duties;
 The plan is underpinned by a longer five-year strategic financial plan;
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QIPP delivery is integrated within the plan;
The delivery of a Wigan strategy that meets the requirements of the Five Year
Forward View is key to the delivery of a sustainable health economy;
Manages its non-recurrent funds for future investment in service transformation;
Delivers a Better Care Fund in concert with the Local Authority;
Has identified and will seek to manage the risks identified in section 1.6;
Sets out how the CCG will manage within its reduced management allowance;
and
Reflects any known requirements of NHS England.
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2. The Planning Cycle and Assumptions
2.1 – Introduction
In March 2014, a balanced financial plan was approved by the Governing Body of the
CCG. This plan, as per the published guidance, detailed the financial commitments for a
two-year operational plan, which spanned 2014/15 and 2015/16.
In October 2014 NHSE circulated the requirements for the 2015/16 planning cycle.
These requirements are shown in Appendix 4.
2.2 – The Planning Timetable
WBCCG’s 2015/16 allocations were released on 23rd December 2014 and are shown in
Appendix 3.
This process has been managed through a published set of timetable milestones that
the CCG has to meet. These are:
 The first iteration of the one-year plan was submitted to NHS England (NHSE) on
the 13th January;
 The second iteration of the plan was submitted on the 27th February;
 The CCG’s provider contracts should be signed by 11th March (subsequently
amended to the 31st March);
 The operational plan must be approved by the Governing Body of the CCG by
31st March; and
 Final submission of the one-year plan on the 7th April. If a refresh is required
pending arbitration, a further submission will be required by 14th May.
2.3 - Financial Planning Assumptions 2015/16
NHSE released planning assumptions guidance (see Appendix 6). The key requirements
with particular relevance to CCGs are as follows:
 Plan for and deliver a 1.0% surplus on allocations;
 Include a 0.5% contingency for in-year risk;
 Include a 1.0% recurrent ‘top-slice’ for 2015/16 to be spent non-recurrently;
 Running cost allowance for CCGs to reduce by 10% based upon £25.00 per
head;
 CCGs to manage risk around Continuing Health Care (CHC), Funded Nursing
Care (FNC) and prescribing by increasing budgets in line with guidance and
locally agreed percentage uplifts.
2.4 – The Planning Unit
In 2014/15 each commissioner was asked to cast its strategic plan on a wider footprint
that meets the following characteristics:
 Each CCG to belong to one unit only;
 The unit has been locally agreed and has clear clinical ownership and leadership;
 It is based on existing health economies that reflect patient flows across Health &
Wellbeing Board(s) and local provider footprints with no CCG to be split across
boundaries; and
 It includes significant local Trusts (e.g. where CCG spend is > 25% of Trusts
income) and some Trusts may participate in more than 1 unit of planning.
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The size and co-terminus nature of Wigan Borough CCG and its spend with our local
acute provider meant WBCCG informed the Greater Manchester Area Team Director of
Operations and Delivery that our planning unit will be solely Wigan Borough.
The CCG has continued to use this basis for it planning assumptions in 2015/16.
2.5 - NHS England - Quality, Innovation, Productivity and Prevention (QIPP)
When the Five Year Forward View was published in October 2014 it stated in the
Executive Summary that based upon growing demand, if there was only flat real terms
funding with no further annual efficiencies then there would be a £30 billion funding gap
across the NHS by 2020/21.
The four years preceding 2015/16 have seen numerous schemes developed to deliver
the recurrent savings needed within the Wigan health economy. Given the magnitude of
the required savings between now and 2020/21 and the fact that the easily identified
local schemes have been exhausted means that the next tranche of QIPP schemes will
need to be transformational and across a wider health economy footprint.
Currently the QIPP ‘gap’ in 2015/16 is £22.8m of which £7.1m are unidentified. This
represents a significant financial risk both the CCG and its partners in the local health
economy.
In order to deliver the QIPP ‘gap’ of £22.8m, the CCG needs to identify a further £7.1m
of QIPP schemes. In previous financial years QIPP schemes have encountered
significant slippage, putting in-year savings at risk as CCG resources were applied to
bridge that non-delivery.
The full detail of the QIPP programmes for 2015/16 will be detailed in a separate paper
to the Governing Body.
2.6 – NHS England - Better Care Fund (BCF)
It was announced by the Chancellor in June 2013 that in order to support the greater
integration of health and social care services, the NHS, would create a ring-fenced fund
from 2015/16 based upon 3.0% of a CCG’s allocations.
WBCCG’s allocations were released in December and are shown in Appendix 3. This
confirmed the transfer of funds in 2015/16 of £12.3 million to be spent on health related
services with Wigan Council.
This will result in a total transfer to Wigan Council of £22.3m (£24.9m less £2.6m from
social services for the Disabled Facilities Grant (capital) and Social Care capital.) This
transfer will be under a Section 75 pooled budget arrangement, which will go to the
Health and Wellbeing Board. This includes existing funding of £2.8m in respect of
reablement and carers funding and £7.3m previously passed over by NHS England in
2014/15. See Appendix 5.
The areas of spend associated with this funding has to be agreed between WBCCG and
the Council via the Health and Wellbeing Board. The CCG in conjunction with the
Council submitted its plans to NHS England and these were subsequently ‘Approved’ in
January 2015.
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The BCF will be covered by a formal Section 75 (Pooling) arrangement with the Council,
which has been through the Finance and Performance committee of the CCG and will be
ratified by the Health and Well Being Board.
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3. The Five-Year Commissioning Plan and One Year Operational Plan
3.1 Introduction
The CCG supports the aims of the Five-Year Forward View and is ensuring that its own
strategic aims, as outlined in the Five-Year Commissioning plan facilitate the
transformational change required across the Wigan health economy.
3.2 The Five-Year Commissioning Plan
WBCCG’s commissioning plan published in June 2014 sets out our ambitions for the
people of Wigan over the next five years, which are:
 Addressing with others the wider determinants of health and ensuring that they
contribute to improving health outcomes;
 Targeting support on those patients with a higher dependency on health
services, to improve the management of the individual’s conditions and contain
the use of services;
 Shift the delivery of services from in-hospital to out of hospital in order to create a
sustainable Health and Social Care System in the Borough of Wigan; and
 Continually improve the quality and efficiency of seamless care services both in
and out of hospital.
3.3 The One Year Operational Plan
In 2015/16 there are a number of key ambitions that underpin our transformation plans:
 £50 million funding saving;
 A smaller local Acute sector - Funding in the acute sector will be reduced by
between 35% - 40%; and
 Services within the community will be focused around groups of GP practices
providing integrated Health and Social Care for the patient.
These plans and ambitions have been shared across and supported by all local
stakeholders including the Local Authority, Provider partners and NHS England.
The strategy has been agreed through the CCG, Governing Body, The Health and
Wellbeing Board and the Wigan Leaders and has been shared and discussed at the
Provider Executive to Executive meetings initially and subsequently during ongoing
discussions.
The full plan will be subject to a separate paper to Governing Body.
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4. Summary Financial Position 2015/16 to 2017/18
4.1 – Introduction
As highlighted in section 1, the CCG’s summary baseline financial position projected
over the next three years of the planning cycle is shown in Table 2.

£'000
Programme Baseline Allocation
Inflation/Growth at 2.51%
Return of Prior Year Surplus
Running Cost Allocation
NHS England Passover
Sub Total Notified Allocations
Expenditure
Surplus
QIPP Gap

2015/16 2016/17 2017/18
411,296 421,609 432,191
10,313
10,582
10,848
5,434
4,415
4,415
7,089
7,070
7,052
7,298
7,298
7,298
441,430 450,974 461,804
459,702 472,052 484,576
4,531
4,531
4,531
(22,803) (25,609) (27,303)

Table 2: Three-Year Financial Summary (Baseline)

This projection assumes consistent levels of growth funding, a return of the prior year
surplus and commitments to the BCF after 2015/16 being required as an on-going
contribution to fund Greater Manchester Devolution. Expenditure assumes a low-level of
growth at 1.25% and a recurrent non-delivery of the unidentified £7.1m 2015/16 QIPP
targets.
Should commissioning expenditure increase above 1.25% or QIPP schemes fail to
deliver recurrent saving above the £7.1m then the pressure on the subsequent year’s
QIPP gap will increase.
4.2 - Proposed use of Non-Recurrent Funds in 2015/16
The CCG will have limited non-recurrent funds to invest with its local health partners to
aid transformational change in 2015/16 with the advent of the BCF transfer to the
Council. These are:
 0.5% Contingency - £2.2m;
 1.0% Strategic Levy - £4.4m; and
 0.5% GM Risk Pool - £2.2m.
To support the Five-Year Forward View requirements the CCG must target its support
where it will have the greatest transformational impact to reduce expenditure in future
years. The funds are for one-off, in-year funding only.
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5. The Financial Plan – 2015/16
5.1 – Introduction
This financial plan as set out takes into account guidance received from NHS England
relating to financial and operating requirements for the CCG.
The specific guidance and requirements are identified in Appendix 4.
Allocations to the CCG show an increase in recurrent programme allocations of 2.51%,
the lowest in Greater Manchester and including seasonal resilience funding. This is in
the context of the 2.14% growth received in CCG allocation the previous financial year.
In both years this represent inflation only funding with no real growth allocation.
5.2 – Financial Position
The CCG has £402.2m of brought forward commitments from 2014/15.
Key areas of brought forward spend are as follows:
 Acute (Secondary Care) - £217.5m;
 Mental Health Services – £31.0m;
 Community Services - £35.2m;
 Prescribing - £61.4 and
 Other services - £57.1m.
The CCG has also applied the indicated levels of inflation required to this baseline
expenditure, and noted the appropriate inflation and allocations guidance that has been
circulated by both the DH and NHSE. The key points to note on inflation and allocation
assumptions are as follows:



CQUIN payments to Trusts - c£7m, which will be reviewed as Providers have
now chosen their preferred tariff option, which affects CQUIN payments; and
Effect of tariff reduction (primarily Acute contracts) – (c£3.5m subject to review
following providers choice of tariff option).

The initial brought forward commitments, inflation in year investments and cost
pressures totalled £459.70m of forecast expenditure.
When applied against the CCG’s available resources of £441.43m, this resulted in an
initial funding gap of £22.8m for the commissioning of services and to generate the 1.0%
recurrent surplus of £4.53m.
5.3 – 1.0% Top Slice Requirement
The Governing Body should note that a significant piece of planning guidance was
issued, which stated that the 1.0% (previously 1.5%) recurrent saving, which has been
required of commissioning organisations since 2010 would again be required of CCGs in
2015/16.
The 1.0% strategic levy, which represents £4.4m, will again be accessed via business
case with the agreement of the Lancashire/Greater Manchester Area Team (LGMAT).
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The CCG has identified with its main providers in the local health economy, opportunities
to develop schemes that meet the requirements to access the levy allocated in the
financial plan.
5.4 – Better Care Fund
As outlined in section 2.6, there is a requirement in 2015/16 for CCGs to create a
Section 75 pooled budget with their local authority for investment in the integration of
health and social care.
A summary of the ‘Approved’ expenditure is shown in Appendix 5.
5.6 – Planned Surplus
The CCG is required to generate an annual surplus of £4.531m. Previous this was 1% of
allocations, however for 2015/16 the guidance is as follows:
“The higher of 1% (£4.414m based on 2015/16 total allocation) or 2014/15 surplus less
any agreed draw down (£5.434m less £0.903m totalling £4.531m).”
Therefore the required surplus for the CCG is £4.531m.
5.7 – Planned Contingencies
As in previous years, the CCG must provide a contingency reserve to mitigate any inyear risk. In line with guidance a contingency of 0.5% (£2.2m) has been included in the
financial plan.
5.8 - Summary
The CCG has planned in line with available guidance, and has constructed a plan for
2015/16, which is cognisant of the following:






2.51% increase in recurrent growth allocations compared with 2014/15;
Full return of the CCG prior year surplus;
1.0% ‘Top-Slice’ of recurrent allocations;
0.5% Contingency fund for management of in-year financial risk; and
Surplus control total of £4.531m.
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6. QIPP and Recurrent Cost Reductions
6.1 – Introduction
The CCG’s QIPP challenge for 2015-16 is extremely demanding and will require a
substantial shift in how and where services are delivered, whilst improving outcomes for
patients and maintaining a safe environment.
6.2 – Financial Position
The QIPP target for 2015-16 has been determined as £22,803k. Currently the CCG has
identified schemes amounting to £15,692k for delivery in 2015-16, leaving an
unidentified QIPP of £7,111k. The table below gives summary position.

QIPP Theme

2015-16
Schemes
£m

Target as per Financial Plan

-£22,803

1. Commissioning Intentions As Per Contract Offer

£12,002

2. Transformational Schemes Total

£483

3. Joint Commissioning Board Business Cases

£122

4. Medicines Optimisation

£2,085

5. Primary Care Projects

£0

6. Local Enhanced Schemes, SCEOS & Other

£0

7. Wigan Health Economy Projects/ Better Care Fund

£1,000

Total Potential QIPP Savings

£15,692

Unidentified QIPP

-£7,111

In previous financial years QIPP programmes some schemes have encountered
slippage, putting in-year savings ‘out of reach’. To mitigate this, additional schemes
above the unidentified QIPP of £7,111k are likely to be required.
It is imperative the unidentified QIPP of £7.1m is addressed at the earliest opportunity in
order to give the organisation sufficient time to implement programmes of work. Failure
to address this issue may result in the CCG being unable to meet its statutory financial
duties.
In addition to the unidentified QIPP there are a number of risks facing the QIPP
challenge in 2015-16, which if not mitigated or controlled may lead to the target not
being achieved. These include:


Control and regulation of system demand;
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Provider excesses and income generation;
Lack of engagement of stakeholders;
Non-delivery of anticipated financial benefits of QIPP schemes;
Insufficient capacity to deliver QIPP plans and projects through competing
objectives; and
Provider negotiations not yet finalised.
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7. Co-Commissioning of Primary Care
7.1 Introduction
The CCG was approved in February 2015 to take on Level 3 (full delegation) under cocommissioning. The CCG will be responsible for decision making around primary care
services with effect from the 1st April 2015. This does not include decisions related to
performance of individual primary medical care practitioners, and complaints relating to
primary care medical practitioners which will be retained by NHS England.
7.2 Enabling the Five-Year Commissioning Plan
Full delegation allows the CCG to have greater oversight of the whole of the local health
system thereby supporting delivery of strategic plans. It will support the CCG’s intention
to shift investment from hospital-based services to primary and community-based care,
with primary care playing the lead role in the integration of care around the needs of
patients. It also aligns with the national policy intent set out in the NHS Five Year
Forward View on integrated, out-of-hospital models of care.
7.3 Governance
Recognising the importance of putting robust governance arrangements in place for cocommissioning, the local Primary Care Committee is currently being established, with
the CCG having already adopted the model terms of reference for the committee which
was issued by NHS England. A process of due diligence on the financial apportionment
for primary care allocated to Wigan by the Area Team is underway, alongside a set of
rules and principles with regard to the financial risk and responsibilities of both parties
which will be agreed by Chief Finance Officers.
7.4 Operational Roll-out
The operational and transactional support for full delegation in 2015/16 will remain with
NHS England, GM and Lancashire Area Team. A Memorandum of Understanding has
been produced to ensure that Wigan Borough CCG has access to a fair share of the
area team’s primary care commissioning staff resources to deliver its delegated
responsibilities from 1st April 2015 until the 31st March 2016. A full review of these
arrangements will be carried out in 2015/16 with options to move to different
arrangements should the CCG wish to do so.
7.5 Potential Risks
Key risks associated with the transfer of commissioning responsibility are:






Financial risk of overspend on the primary care allocation delegated to the CCG;
Potential additional staffing costs, both within the CCG and for the new
Committee, within a constrained running cost budget;
Risk of conflict of interest for the CCG with GPs involved in decision-making;
Commissioning intentions for primary care have not yet been formally developed;
and
Relations with member practices may be adversely affected by the transition.
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8.

Contracts – Main NHS Providers

8.1 - Background
The CCG as a consistent starting point with regards to its 2015/16 contracts, will apply
the net 1.6% tariff reduction to its Secondary Care (Acute) contracts. Where contracts
are by nature ‘block’ and do not currently have a Payment by Results tariff i.e.
Bridgewater Community Healthcare NHS Foundation Trust (BCHFT) the principle of the
1.6% non-tariff reduction has been applied as per the National Tariff Guidance for
2015/16.
While the overall contract quantum will be managed within the parameters of the
financial allocations, the Chief Financial Officer will verbally update the Governing Body
on contract sign off at the March meeting.
8.2 – Main NHS Providers
The three main NHS contracts held by the CCG are:




Wrightington Wigan & Leigh NHS Foundation Trust (Secondary Care);
Bridgewater Community Healthcare NHS Foundation Trust (Community Care);
and
5 Boroughs Partnership NHS Foundation Trust (Mental Health).

The national guidance is that the deadline for signing off all contracts was initially the
11th March, however due to various national issues, primarily around the tariff, the
revised deadline is the 31st March 2015.
The contracts with Bridgewater Community Healthcare and 5 Boroughs Partnership
Trusts were both agreed in principle prior to this deadline. However, due to delays in the
release of the NHS Contract for 2015/16, formal sign off has not yet taken place.
However, at the time of writing this report the CCG has been unable to reach an agreed
contractual position with Wrightington Wigan & Leigh NHS Foundation Trust. The
background to this and the current position and next steps are outlined in the next
section.
8.3 – Wrightington, Wigan & Leigh NHS Foundation Trust (WWLFT)
In keeping with similar issues across Greater Manchester, the CCG does not expect to
be in a position to sign off its 2015/16 contract with its main acute provider WWLFT by
the 31st March deadline due to issues regarding the value proposed by each
organisation, which has left an estimated contractual financial gap between the two
organisations of £20m.
This issue has been discussed both at the CCG’s Governing Body and Finance and
Performance Committee as well as at a Board to Board meeting with WWLFT.
The NHS England Lancashire and Greater Manchester Area Team have been informed
of this contractual impasse and their Director of Finance has indicated that the CCG
should not sign up to any contract that would put the CCG at risk of failing its statutory
duties by going into a deficit financial position.

20

Page 40

2015/16 Financial Plan – Version 4.0 (Final)
The CCG has and will continue to keep the Area Team informed of the on-going
negotiations with WWLFT and will confirm the latest contractual position at its Quarter 3
checkpoint meeting with the Area Team on the 31st March.
At the time of writing this report the negotiations between the CCG and WWLFT appear
to be no nearer resolution and there is a potential that both organisations will go to
arbitration to settle the matter.
Should both organisations go to arbitration, current guidance indicates an initial cost of
£100,000 and a further £25,000 per separate issue raised as part of the contractual
negotiation.
The CFO will verbally update the Governing Body on the current contractual position at
the March meeting.
8.4 – Alignment of Plans
Plans will most likely be subject to triangulation by NHSE as The Forward View – Into
Action: Planning for 2015/16 states in section 1.13:
“We therefore expect aligned, realistic activity and financial assumptions between NHS
commissioners and providers, right across the country.”
Current plans are aligned to the most recent contract offers made. They will fully
triangulate once all contracts are agreed and signed by both parties as both the CCG
and Provider will have agreed a baseline position at that stage.
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9.

CCG Running Costs

9.1 - Background
Since its inception, Wigan Borough CCG has received £25.00 per head of population per
annum to resource its commissioning structure, which equates to £7.90m per year.
However, the CCG has prudently maintained a recurrent running cost total, which is
below this value.
For 2015/16 the CCG must operate with a 10% reduction in its administrative running
costs as it now only receives £7.09m.
The Governing Body should also note current guidance that indicates underspends on
running costs can be used in year to fund programme (healthcare contract) spend but
programme spend cannot support running costs.
9.2 – The CCG’s Response
The Finance Directorate, on behalf of both the CCG and Greater Manchester CCGs
undertook a review of available guidance to find a solution, which did not necessitate a
reduction in the CCG’s workforce.
By an analysis of what work was undertaken by administrative staff in terms of
‘improving quality’ and thus classifying those costs into ‘Programme’, it has been
possible, in conjunction with the headroom previously built into CCG staffing plans, to
meet the 10% reduction.
However, going forward the CCG will have to meet any pay inflation from the reduced
amount of running cost funding.
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10. Risks
10.1 – Highlighted Key Risks
As in previous years the financial plan has been developed to meet the requirements of
WBCCG within the available resources allocated to it. However, there are always risks
such as those highlighted in section 1.6 that need to be highlighted as part of the
planning process, which may need mitigating action by the Governing Body during the
financial year.


Unsigned contract with WWLFT – should the CCG be unable to sign its contract
with WWLFT by the 31st March deadline, the arbitration process will commence
on the 1st April and the result known by no later than the end of that month. If
this goes against the CCG, £20m of additional funding would need to be found to
support the WWLFT contract;



Non-identification/delivery of QIPP schemes – the CCG is unable to either
identify schemes of sufficient value or fails to deliver identified schemes in
2015/16. This would require the CCG to utilise scarce reserves, reduce its
surplus or seek to identify non-recurrent means to reduce in-year expenditure;



Increasing Provider Costs - unsustainable demand is the single biggest issue to
the CCG’s financial sustainability in 2015/16 and beyond. The levels of projected
growth in demand for hospital services can only be met by a concerted drive to
move significant elements of this care into suitable alternative settings within
Community and Primary Care. Allied to this strategy is a need to reduce the
number of hospital beds, which ensures that required efficiency gains do not
simply result in more activity that the CCG would be required to fund from limited
resources;



Continuing Healthcare (CHC) - costs continue to show an increased trend with
regards to demand for these services. In 2014/15 the WBCCG financial plan
assumed 5% growth in each of the two years (2014/15 and 2015/16). In 2014/15
this increase proved inadequate to meet demand. For 2015/16 in addition to
funding the 2014/15 over performance an additional 5% growth has been
included after due analysis in the financial plan;



Primary Care Developments – With the CCG decision to opt for ‘Full’ delegation
of Primary Care services from NHSE there remains a risk that any in-year
unfunded developments will need to be met from CCG allocations;



Specialised Commissioning – NHSE have stated that specialised wheelchairs
and neurology will be delegated back to CCG’s in 2015/16 and there remains a
risk, no matter how slight that any over performance would be met by the CCG;
and



Running Costs Reductions – these are mandated to reduce by 10% in 2015/16,
which equates to a total reduction of circa £830,000 against the £25.00 per head
of population allowance utilised by CCGs to deliver its governance and
commissioning responsibilities. The CCG has developed an approach that
delivers this requirement. However, this leaves less scope for deploying
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additional staff to take on the significant transformation and delegated challenges
that the CCG will face in 2015/16.
10.2 – Summary of Risks
The CCG has not faced a worst case financial scenario of this magnitude since its
inception.
If the risks outlined are not mitigated then as previously highlighted to the Senior
Leadership Team, Finance and Performance committee and provider organisations,
through Exec to Exec meetings and provider Director of Finance meetings, the CCG
would face a financial deficit in 2015/16 of £5-10m.
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11. Conclusions
11.1 - Introduction
The financial plan has a clear base in the CCG’s five-year commissioning plan, which
was presented to the Governing Body in March 2014, one year ago.
The financial plan represents output from a lengthy dialogue within the CCG and the
Executive Management Team, with increasing demands on services and cost pressures
significantly outweighing resources available. This was required to fully update the plan
since the last year.
As in previous years the financial plan has also been developed following extensive
consultation within the CCG, its partners, and other stakeholders in the health economy.
The plan on current assumptions delivers its mandatory surplus at the end of the
financial year. But this position is not without its risks.
This year is hugely challenging for both the CCG and the wider Wigan health economy
as £7.1m of QIPP schemes from a total of £22.8m are unidentified and the CCG has
effectively been funded for inflation pressures only. The lack of an agreed contractual
position with WWLFT is also a major source of risk to the health economy. This position
has been conveyed to the NHSE Director of Finance for the Lancashire and Greater
Manchester Area Team.
As stated in previous sections there is a clear worse case risk that the CCG could face a
£5-10m deficit position at some point in the 2015/16 financial year.
11.2 – Summary of Conclusions
The Governing Body are asked to note that:


The CCG has worked through a difficult process in a challenging environment
to meet national and local planning guidance;



A financial plan with a £4.531m surplus has now been produced;



The main provider contract with WWLFT remains unsigned;



That £7.1m of QIPP schemes still need to be identified by the CCG;



Current plans show that the Wigan Borough CCG running costs are
affordable within the cost envelope available to Clinical Commissioners for
2015/16; and



Timely and challenging monitoring of contracts and QIPP schemes will be
enforced to ensure the delivery of agreed contract challenges and the
financial surplus in 2015/16.
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12. Recommendations
12.1 – Summary of Recommendations
Recommendations to the Governing Body are:
 To approve the 2015/16 financial plan for the CCG; and
 That the submitted financial plan forms the basis of the 2015/16 detailed
budgets devolved to budget holders within the CCG.
Mike Tate
Chief Finance Officer
NHS Wigan Borough Clinical Commissioning Group
March 2015
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APPENDICES


Appendix 1 - 2015/16 Financial Plan (Resources and Applications);



Appendix 2 - Supporting Narrative to Resource & Applications for 2015/16;



Appendix 3 – Summary of WBCCG Allocations for 2015/16;



Appendix 4 - Financial Planning Assumptions 2015/16;



Appendix 5 – Better Care Fund Wigan Approved Schemes
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Final Version - March
2015

2015/16 CCG Financial Plan

Section 1

Section 2

2015/16 Total Allocations

2014/15 Brought Forward
Commitments
£,000

Recurrent Programme
Resources
Recurrent Resources - Growth
2.51%
Running Cost Allowance
2014/15 surplus
NHS England BCF additional
funds
Primary Care Allocation

Page 49

1

Total Resources

SUMMARY

Appendix 1 - Financial Plan (Resources and Application) 2015/16
Section 3

Section 4

Inflation and Cost Pressures

2015/16 Guidance, investments & Non-Recurrent Funding

£,000

£,000

£,000

411,296
10,313
7,089
5,434
7,298
0
2

Secondary Care Acute Services
Community Services
Continuing Healthcare
Mental Health & LD Services
Other
GP Prescribing and Primary Care
Reserves and Committed Funds
Running Costs

441,430 Total B/F Commitments

3

217,367
35,238
24,432
31,221
16,833
61,502
8,507
7,089

4

Contract inflation
Tariff efficiency
Continuing Healthcare inflation (5%)
Continuing Healthcare cost pressures
Prescribing -outturn and cost pressures
Prescribing inflation uplift (5.2%)
Secondary Care Acute pressures
Mental Health & LD cost pressures
Other inflation and cost pressures
BCF budgets released

402,189 Sub-Total

7,171
(10,651)
1,124
859
1,750
2,893
13,839
397
214
(3,079)

Mental Health Investments per National Guidance
- The Sanctuary, Forensic Care Pathway,Dietitian and Care
Home Liaison
MH - Winterbourne section 117
Better Care Fund - additional investment
Available in Year Non-Recurrent funds (1.0%)
Strategic Contingency (0.5%)
Non-recurrent - Contingency (0.5%)
CHC Restitution risk share
Non-recurrent - Draw down of Surplus
Winter Resilience
Acute contracts investments - WWLFT and NWAS
Community - additional investment in MSKCATS (in addition to
monies transferred from WWL)

3,571
700
512
152
148
60

Risk Pool

8,018

Non-Recurrent Funding Reconciliation
Non-recurrent reserve (1.0%) for pump priming schemes

Total Resources - (Section 1)

441,430

Total Commitments - (Section 2+3+4)

459,702

Total QIPP ( Section 5)

(22,803)

Non-recurrent - Contingency 0.5%
Non-recurrent - Bridgewater
Non-recurrent - WWLFT TCS transition
Non-recurrent - 5 Boroughs
Non-recurrent - Draw down of surplus
Non-recurrent - All other

Surplus Required
Shortfall to Achieve Surplus

4,531
(0)

Appendix 1 R & A Draft April 2015 for GB .xls

379

Non-recurrent- Bridgewater transition, NWAS pathfinder, and
Fracture clinic
Non-recurrent - WWLFT TCS transition,
Non-recurrent - 5 Boroughs RAID Nurse and IAPT
Non-recurrent - other staff
Non-recurrent - CHC staff
LA Care Home QA Team

14,515 Sub-Total

In Year 2015/16 (£000)

600
500
14,244
4,216
2,207
2,207
1,665
903
2,236
680

Total
Better Care Fund
Brought forward
Additional funds 2015/16
Total contribution

42,998

£,000
4,216
2,207
3,571
700
512
903
360
12,469
£,000
8,097
14,244
22,341
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Appendix 2

Supporting Narrative to the Resources and Applications Model
2015/16
This appendix is to be read in conjunction with Appendix 2015/16 Financial Plan.
1. Total Allocations
Recurrent Programme Resources
This represents the amount of resource the CCG receives on a recurrent basis from the
Department of Health (DH) for healthcare (programme) services. The closing recurrent
resources in any year are rolled forward to become the opening resources in the
following year.
Recurrent Resources – Growth %
This is the amount of money the CCG receives in addition to the recurrent resources.
The basis of this growth value is expressed as a percentage of the recurrent resources.
Running Cost Allowance
The CCG receives an annual allowance for the running costs of the organisation which
is equivalent to £22.50 per head of population for 2015/16.
2014/15 Surplus
This represents the value of surplus generated by the CCG in the previous year, which is
returned in following year. This represents a return of funding of £5.434m (This was
made up of the 1% required (£4.2m) and an additional amount agreed with NHS Greater
Manchester Director of Finance (£1.23m). The surplus for 2014/15 of £5.434m is
forecast to be achieved, and reported within the monthly reports to Finance Committee.
NHS England Additional BCF Funds
Funds allocated directly to the CCG as part of the BCF contribution.
Total Resources
This is the total value of the resources available to the CCG in each year.

2. Expenditure – Brought Forward Commitments
Brought Forward Commitments
These are the recurrent budgets from the previous financial year (2014/15) that are
required in the new financial year.

1
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3. Inflation and Cost Pressures

Contract inflation
Represents inflation on the brought forward budgets (1.9%).
Tariff Efficiency
This represents the deflator applied to NHS contracts in line with the national guidance.
This varied per trust dependent upon whether they chose the Enhanced Tariff Option or
the default tariff rollover.
Continuing Care inflation and uplift
This was locally determined. National Guidance indicated an uplift between 2% and 5%.
The CCG chose to uplift by 5% due to the pressures seen within this budget in year.
In addition the CCG have funded the CHC budget to the expected 2014/15 outturn.
Prescribing Uplift
This was locally determined. National Guidance indicated an uplift between 4% and 7%.
The CCG have uplifted this budget by 5.2%. However, all in year pressures have also
been fully funded, giving a total uplift on the recurrent budget position of 7.3%.
Other cost pressures
Where the CCG have faced recurrent cost pressures, these have been funded within the
financial plan. The plan highlights the pressures funded, split between acute pressures,
mental health / learning disabilities pressures and other budget pressures.
BCF Budgets released
As the CCG are contributing to the BCF, the elements of the budgets previously included
within the CCG baselines have been released back to the CCG (this is a circular flow of
monies as the monies are reinvested to the BCF pooled budget.
4. Guidance, investments and Non Recurrent funding

Mental health funding
In line with national guidance the CCG was required to ensure that mental health
services were uplifted by 2.51%. This was achieved through investments in various
schemes.
In addition funding has also been set aside for Winterbourne reviews to cover potential
increases in costs as a result.
Better Care Fund additional investment.
This represents the additional investment required in 2015/16 on top of the previously
set aside monies of £8.1m, which then totals the full £22.3m BCF contribution.

2
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1.0% Non-recurrent
The CCG is required to set aside 1% of its resource limit to spend non recurrently. This
is the funding which the CCG will commit in year to transformational and transitional
schemes.
Strategic Contingency
The CCG will be required to contribute to a Greater Manchester Risk Share scheme.
Contingency
As required the CCG has set aside a contingency of 0.5% within its financial plan for the
financial year.
CHC restitution risk share
The CCG are required to pay in to the national risk pool for payment of the legacy
restitution claims. This will continue for the period until all claims are cleared.
Draw down of Surplus
The CCG plans to utilise the returned previous year’s surplus on a non-recurrent basis in
each financial year. A business case supporting this for the use of setting up primary
care 7 day working was successful.
Winter Resilience
The CCG has received an allocation for Winter Resilience in year that equates to the
Tranche 1 monies given as a non-recurrent investment in year in 2014/15.
Contract investments
These have been highlighted where new monies have been put in to contracts. The
investments are listed separately, split between recurrent and non-recurrent
investments.
Acute Contract Negotiations
This is the set aside to cover the potential costs arising as a result of contract
negotiations.

5. QIPP
QIPP Plan
The full list of QIPP schemes are contained in Section 6 of the report.
The savings are sub–totalled into the following headings;






Acute Care
Community Care;
Prescribing;
Reprocurements of Dermatology, Diabetes and Respiratory
Unidentified QIPP.
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7. Summary
Total Resources
This is sum of those allocations available to the CCG as identified in Section 1.
Total Commitments
This is the sum of identified CCG expenditure as identified in Sections 2, 3 & 4.
Surplus Required
This is the value of the 1.0% recurrent surplus as detailed in Appendix 1.
Shortfall to Achieve Surplus
This is the funding variance between the CCG’s ‘Total Resources’ and ‘Total
Commitments’ before the application of identified ‘QIPP’ savings. This should match the
Sub total QIPP in Section 5.

4
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Greater Manchester CCG Allocations 2015/16

14/15 Programme
Allocations
£000
NHS Bolton CCG
NHS Bury CCG
NHS Central Manchester CCG
NHS Oldham CCG
NHS Heywood, Middleton & Rochdale CCG
NHS Salford CCG
NHS North Manchester CCG
NHS South Manchester CCG
NHS Stockport CCG
NHS Tameside & Glossop CCG
NHS Trafford CCG
NHS Wigan Borough CCG
Total Greater Manchester

342,687
216,686
235,163
274,588
254,558
297,823
325,724
205,203
346,046
310,355
268,233
411,296
3,488,362

15/16 Programme
Allocation
£000
361,406
231,391
241,793
288,366
261,724
306,130
345,254
213,847
361,877
320,951
278,524
421,609
3,632,872

Increase
£000
18,719
14,705
6,630
13,778
7,166
8,307
19,530
8,644
15,831
10,596
10,291
10,313
144,510

Increase
%
5.5
6.8
2.8
5.0
2.8
2.8
6.0
4.2
4.6
3.4
3.8
2.5
4.1

15/16 Running
Costs Allocation
£000
6,320
4,202
4,516
4,731
4,036
5,163
5,509
3,510
6,424
5,202
5,059
7,089
61,761

Better Care
Fund
£000
6,371
3,743
3,943
5,144
5,080
6,039
4,160
4,116
5,881
6,000
4,334
7,298
62,109

Total 15/16
Recurrent Allocation
£000
374,097
239,336
250,252
298,241
270,840
317,332
354,923
221,473
374,182
332,153
287,917
435,996
3,756,742

Non recurrent
return of 14/15
surplus
£000
3,540
250
2,430
5,530
4,514
6,820
17,000
2,115
4,280
10,000
2,800
5,434
64,713

Total Allocation
15/16
£000
377,637
239,586
252,682
303,771
275,354
324,152
371,923
223,588
378,462
342,153
290,717
441,430
3,821,455
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Appendix 4 – Financial Planning assumptions (27 February 2015)
Key Assumptions made in financial plan submitted to NHSE 27thFeb 2015

Notified Allocation Change (%) ‐ total
Notified Allocation Change (%) ‐ Programme
Notified Allocation Change (%) – Running Costs
Tariff Change ‐ Acute (%)
Tariff Change ‐ Non Acute (%)
Demographic Growth (%)
Non Demographic Growth ‐ Acute (%)
Non Demographic Growth ‐ Cont.Care(%)
Non Demographic Growth ‐ Prescribing (%)

2.3%
2.51%
‐10.0%
‐1.6%
‐1.6%
0.0%
0.0%
5.0%
5.2%

The financial plan contains the following key planning assumptions.
•
•
•
•
•
•

Plans for the delivery of the required surplus;
Plans for increase in investments in mental health that equate to the level of programme
growth received;
Includes a minimum 0.5% contingency for in-year;
Includes 1.% required for funds to be spent non-recurrently;
Includes the management of risk around Continuing Health Care (CHC), Funded Nursing
Care (FNC) and prescribing by increasing budgets in line with guidance.
The plan is aligned to the contract offers made, or any adjustments agreed with providers
since the offer.
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Wigan CCG Financial Plan ‐ Better Care Fund Investments

2015/16 Better Care Fund Investments

Contributing
Organisation

Page 59

NHS Funding to Support Social Care & Benefit
Wigan CCG
Reablement
Wigan CCG
Carers Funding
Wigan CCG
Mental Health
Wigan CCG
Older Persons and Intermediate Care Services
Wigan CCG
Continuing Care / Funded Nursing Care
Wigan CCG
Care Bill Reform New Burdens
Wigan CCG
Protecting Social Care Services ‐ Demographic / Transition PressureWigan CCG
Transitional Domiciliary Care Service
Wigan CCG
Hospital and Community Based Social Work Teams (7 day working)Wigan CCG
Community Support (Community Navigators)
Wigan CCG
Housing with Care / Strategy for Transition
Wigan CCG
IT Development
Wigan CCG
Transformed Home Care Model
Wigan CCG
Development of High Quality Dementia Services
Wigan CCG
‐ RAID Psychiatry liaison ‐ reduce length of hospital stay
Wigan CCG
‐ Funding to GPs to transform care of patients aged 65 or over
Wigan CCG
‐ Support for residents with mild to moderate mental health issuesWigan CCG
‐ Medicine management teams in nursing homes to reduce prescri Wigan CCG
Disabled Facilities Grant ‐ Capital
Wigan Council
Social Care Capital
Wigan Council
Overall Programme

2014/15 Spend
(Recurrent) £

2015/16 Spend
(Recurrent) £

7,298,000
1,783,000
380,000
290,432
729,234
77,870
‐
2,473,886
800,000
188,000
160,000
200,000
30,000

7,298,000
1,937,000
839,000
290,432
729,234
129,334
874,000
2,300,000
815,000
500,000
319,000
1,000,000
30,000
600,000
680,000
1,000,000
2,000,000
800,000
200,000
1,716,000
887,000
24,944,000

1,000,000

200,000
1,451,000
695,000
17,756,422

Wigan Council
CCG Transfer to Transfer to
Pool
Pool
INCOME £
7,298,000
1,937,000
839,000
290,432
729,234
129,334
874,000
2,300,000
815,000
500,000
319,000
1,000,000
30,000
600,000
680,000
1,000,000
2,000,000
800,000
200,000
1,716,000
887,000
22,341,000
2,603,000

CCG Led
Expenditure

Wigan Council Led
Expenditure
EXPENDITURE £
7,298,000
1,937,000
839,000
290,432
729,234
129,334
874,000
2,300,000
815,000
500,000
319,000
1,000,000
30,000
600,000
680,000

1,000,000
2,000,000
800,000
200,000

4,000,000

1,716,000
887,000
20,944,000

TOTAL
7,298,000
1,937,000
839,000
290,432
729,234
129,334
874,000
2,300,000
815,000
500,000
319,000
1,000,000
30,000
600,000
680,000
1,000,000
2,000,000
800,000
200,000
1,716,000
887,000
24,944,000
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MEETING:

WBCCG Governing Body

DATE:

Tuesday 24th March 2015

Item Number: 8.3

REPORT TITLE:

QIPP Annual Plan 2015-16

CORPORATE OBJECTIVE
ADDRESSED:

All

REPORT AUTHOR:

Chris Melling

PRESENTED BY:

Mike Tate

RECOMMENDATIONS/DECISION
REQUIRED:

To note the contents of the paper.

EXECUTIVE SUMMARY
Following extensive financial planning the QIPP target for the year has been determined
as £22.8m. Currently the CCG has identified £15.7m worth of schemes for delivery in
2015-16, leaving an unidentified QIPP of £7.1m.
The CCG’s QIPP challenge for 2015-16 is very demanding and will require a substantial
shift in how and where services are delivered whilst improving outcomes for patients
and maintaining a safe environment.

FURTHER ACTION REQUIRED:

EQUALITY AND DIVERSITY: Confirmed that any changes to service or procedure introduced as a
result of this report do not impact adversely on any of the protected groups covered by the Equality Act
2010.
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Wigan CCG QIPP Plan 2015-16

Executive Summary
The CCG 5 year commissioning plan set out the challenge to reform services and
reduce finances when presented to Governing Body in March 2014.
In each year of the 5 year commissioning plan the CCG faced a large QIPP
challenge, to be bridged by the re-provision of clinical services.
The CCG’s QIPP challenge for 2015-16 is extremely demanding and will require a
substantial shift in how and where services are delivered, whilst improving outcomes
for patients and maintaining a safe environment.
Following extensive financial planning the QIPP target for the year has been
determined, as £22,803k. Currently the CCG has identified £15,692k worth of
schemes for delivery in 2015-16, thus leaving an unidentified QIPP of £7,111k.
In previous financial years QIPP schemes have encountered slippage, putting in-year
savings ‘out of reach’. To mitigate this, additional schemes above the unidentified
QIPP of £7,111 k are likely to be required.
Meeting the CCG target will require full organisational involvement and robust
monitoring. Where schemes are expected to deliver savings from the 1st April, these
savings will be taken out of the respective budgets and contracts. Early intervention if
schemes are deemed as “slipping” will be essential in order that suitable recovery
programmes can be established.
This paper:
i.

Identifies the QIPP challenge as set out in the financial plan and identifies the
current unidentified QIPP.

ii.

Gives a brief description of the schemes currently identified to meet the QIPP
challenge and,

iii.

Identifies the potential opportunities that may be available to the CCG to
address the unidentified QIPP gap.
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1.0 Introduction
1.1 The NHS continues to face a huge challenge despite the savings made over the
recent years. The costs of medicines, technology and fuel are rising; demand for
healthcare is growing. The NHS, together with our partners in social care must
continue to improve the health and wellbeing of people living in Ashton, Leigh and
Wigan whilst making our resources stretch further.
1.2 This paper sets out the projects/work programme that Wigan Borough CCG
intends to establish over the year to address the local QIPP challenge. Table 1 below
details how it will be addressed, and identifies the current unidentified QIPP.

Table 1.
QIPP Theme

2015-16
Schemes

Target as per Financial Plan

-£22,803

1. Commissioning Intentions As Per Contract Offer

£12,002

2. Transformational Schemes Total

£483

3. Joint Commissioning Board Business Cases

£122

4. Medicines Optimisation

£2,085

5. Primary Care Projects

£0

6. Local Enhanced Schemes, SCEOS & Other
7. Wigan Health Economy Projects/ Better Care
Fund

£0
£1,000

Total Potential QIPP Savings

£15,692

Unidentified QIPP

-£7,111

A brief summary of the identified projects is included in section 2.
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2.0 Summary of projects

2.1 Commissioning Intentions
2.1.1 Table 2 below details the net contribution towards the QIPP target from the
initial contract offers with WWL FT and Bridgewater Community Health FT. The table
also identifies the key enabling schemes which make up the £12,002k contribution.
Table 2.
1. Commissioning Intentions As Per Contract Offer
WWL Contract Offer - net contribution

£
9,002

Enabling Schemes
Intentions related to Urgent Care - Non Elective reductions linked to
bed closures:
- Reduction in admissions
- Reduction in readmissions
Intentions related to Trauma & Orthopaedics:
- T&O Elective/Day case admissions
Intentions related to Outpatients:
- Outpatient Pathways
- Advice & Guidance
- New to Follow Up Ratio
Intentions related to Block Items:
- 7 Day Services funding agreed NR in 2014/15
- Nursing Tool
- Community Nursing and Therapy Services Project (TCS impact)
- Physician Advisor
- Clinical Audit
- Clinical Excellence
- Hospital at Home Consultant
Other intentions:
- Paediatrics
- NICE non PBR Drugs patient access schemes
- MSK CATs - reduction over the additional investment
- NWAS Pathfinders -reduction over the additional investment
Bridgewater CH Contract Offer
Enabling Schemes
Community Nursing and Therapy Services Project
1.Commissioning Intentions Total

£
3,000
£12,002

Page 3 of 19

Page 65

2.1.2 The table below details the key diversion schemes highlighted in table 2
Table 3
Diversion Schemes
Transforming
Community Services
(TCS)

Impact
Access to Community Services Team (ACsT) – 1800
more admissions avoided p.a.
Hospital at Home – 840 admissions avoided p.a.
Community matrons – 600 readmissions reduction p.a.
Advanced Practitioners in Care Homes – 600
admissions avoided.

EMI Care Home Liaison

50% reduction in Elderly Mentally Infirmed (EMI) care
home admissions

Rapid Assessment
Month 6 data demonstrated 200 less admissions.
Intervention & Discharge This is likely to improve as the service was only
(RAID )
implemented at month 3.
North West Ambulance
Service (NWAS)
Pathfinders

Commenced in October 2014 and initial performance
indicates that the annual admissions avoided will be
circa 1500 p.a.

Social Work Triage

420 admissions avoided from A&E and Medical
Assessment Units (MAU)

2.1.4 Outpatients - Trauma and Orthopaedics (T&O) - The CCG’s Governing Body
has approved for 2015-16 that all GP referrals will be referred to the MSK CATs
service. This is aimed at addressing the unprecedented over-performance in T&O
activity during 2014-15.
2.1.5 Outpatients - Advice and guidance care pathway will be introduced in 2015-16.
This will attract a small tariff payment, which will be deducted from the outpatient
tariff price if the patient is onward referred for acute outpatient activity.
2.1.6 Community Nursing and Therapy Services Project - The aim of the project is to
implement a new system model for Community Nursing and Therapy services to
improve patient experience and the overall quality of care delivered. The new model
will facilitate delivering services in an integrated manner, which are accessible by
patients (24/7) and provide care proportionate to patient’s clinical needs. By
enhancing the functionality of the existing service the project aims to reduce hospital
and social care service dependency within the patient cohort.
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2.2 Transformational Schemes
2.2.1 The table below details the transformational schemes that are due to start in
2015-16. The figures in italics indicate a part year impact due to the fact the scheme
will not generate savings from the 1st April 2015. Any residual full year impact not
realised in 2015-16 will be accounted for as part of the CCGs 2016-17 saving
programme. The objective of these schemes is to support the CCG’s strategy of
moving services out of hospital and into the community.
Table 4. Transformational Schemes
Community Cardiology

£302

Diabetes Redesign

£59

Dermatology Redesign

£122

COPD/Respiratory - Primary Care

£0

Transformational Schemes Total

£483

2.2.2 Community Cardiology – The aims are to provide an efficient service closer to
home for local patients, avoiding unnecessary cost, travel, waiting times, hospital
admissions and secondary referrals. The service will reduce outpatient attendances
in an acute setting and, through increased self-management, reduce A&E
attendances and non-elective cardiology admissions.
2.2.3 Diabetes redesign – The purpose of the project is to commission a Community
Diabetes Service (CDS). The service redesign benefits from a foundation based on
an NHS England ‘exemplar’ Service Specification which “comprehensively addresses
management of diabetes as set out in the NICE Quality Standard, and provides an
example of how the generalist and specialist needs of individuals can be successfully
integrated”. The procurement phase is underway whilst the operational impact,
which will both benefit patients and will contribute to the CCGs QIPP challenge, will
take effect during 2015/16
2.2.4 Dermatology Redesign - The new community-based service will be delivered at
a lower cost whilst delivering a safe and high quality service. Outcomes will be
measured through local, regional and national frameworks. Through the
implementation of an integrated, community Dermatology service, operating on a
One Stop Shop model, efficiencies will be generated leading to a saving of £243,909
(full year impact).
2.2.5 COPD/Respiratory - Primary Care - The Primary Care Respiratory Service
builds on the current service specification to enhance primary care by working in
partnership with practice staff to seek and find previously undiagnosed patients,
provide quality assured diagnostics and optimise the management of patients at the
mild to moderate stages of respiratory disease. This is a specialist-led service based
in locality hubs across the borough. Financial savings are currently being assessed.
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2.3 Joint Commissioning Board Business Cases
Table 5. Joint Commissioning Board Business Cases
Children's Integrated Care Pilot (Including Children's Asthma Project)

£122

Joint Commissioning Board Business Cases Total

£122

2.3.1 Children's Integrated Care Pilot (Including Children's Asthma Project) - aims to
improve the outcomes and experiences for all children and young people whilst also
building self-reliance in parents, carers and young people. Evidence in NICE Clinical
Guidelines supports the view that this can be achieved by services being delivered
closer to home and in an integrated fashion, especially for those identified with long
term conditions. Initially the scheme will focus on avoiding unplanned admissions to
hospital from those children and young people affect by asthma.
2.4 Medicines Optimisation
2.4.1 Table 6 below details the medicines optimisation schemes for 2015-16, detailed
commentary for each scheme is included as appendix A of this paper
Table 6. Medicines Optimisation
Generics - increase prescribing of drugs that do not require to be
brand prescribed
Respiratory review - To include corticosteroids - step down from high
dose, mucolytics, leukotriene antagonists

£125
£250

GM Do Not Prescribe List - reduce prescribing

£160

Scriptswitch

£300

Rosuvastin

£100

Product Formulation Changes

£150

Specials - decrease prescribing of unlicensed specially formulated
medicines
Individual Prescribing Reviews e.g. PPIs, analgesics, pregabalin, ED
drugs

£200
£350

Oxygen

£100

Drugs for urinary Frequency, Enuresis and Incontinence

£100

Non PBR Drugs ( Gain Share- High Cost Non PBR Drugs)
Medicines Optimisation Total

£250
£2,085
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2.5 Primary Care Projects.
2.5.1 At present a number of schemes are being developed in this area, with the aim
to have a financial impact within the 2015-16 financial year. Once business cases
are approved, the financial values will be adjusted for part year effect and included in
the 15-16 QIPP Plan. Schemes currently being drawn up include:
•

Calprotectin testing

•

Did Not Attend (DNA’s) in Primary Care, Diabetic Retinopathy & Podiatry

•

GRASP (Guidance on Risk Assessment for Stroke Prevention) Tools - The
GRASP Suite is a series of audit tools, which can help general practices in
England case-find and audit their management of patients with some of the
most prevalent long term conditions.

2.6 The Single Commissioning Engagement and Outcome Scheme (SCEOS) .
2.6.1 The Single Commissioning Engagement and Outcome Scheme (SCEOS) was
designed to replace locality payments to practices and to support engagement in
commissioning activity. Practices will engage in attending meetings, audit/peer
reviews, budget management, activity validation and participate in integrated care
meetings.
2.6.2 The individual schemes in this area are still being developed and discussed
with the six localities, where appropriate financial values will be included within the
QIPP plan. It is anticipated that there will be substantial in year savings from these
schemes.
2.7 Wigan Health Economy Projects/ Better Care Fund
2.7.1 Table 7 below details the schemes that either contribute to the wider health
economy objectives or the better care fund work that is being undertaken.
Table 7.
Wigan Health Economy Projects/ Better Care Fund
Integrated Care Pharmacist

£250

Care Home Pharmacists (b\fwd 14/15)

£250

Stoma Nurse (b\fwd 14/15)

£250

Nutrition - e.g. sip feeds, enteral feeds, Gluten Free foods (b\fwd
14/15)
Wigan Health Economy/ Better Care Fund Projects Total

£250
£1,000

2.7.2 The integrated care pharmacists review patients identified in the top 2% as part
of the integrated care/admission avoidance work the CCG is undertaking. This is a
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new area of work for the CCG and the Medicines Management team. Proposals for
savings have therefore been based on the previous work undertaken by the CCG
with care home residents. Further details are available in Appendix A of this report.
2.7.3 The Care Home Pharmacists work with GP Practices, Nursing/Residential
Homes, Community Pharmacies and others providing services to the Care Homes eg
District Nurses, Integrated Neighbourhood Teams, to review prescribing and
implement medicines optimisation for the Care Home residents. They provide
education and training to homes to support them in the safe administration of
medicines and work with homes and pharmacies to reduce waste. Further details of
this scheme are available within Appendix A of this report.
2.7.4 Stoma Nurse - The aim of this project is to ensure that stoma appliances are
only prescribed where clinically appropriate, that quantities prescribed are
appropriate to meet the individual patient’s needs, that requests for new items are
assessed for clinical appropriateness and that prescribing which indicates there may
be a problem is identified enabling patient review. By the development of pathways,
guidelines, formularies, patient information and training; a legacy will be developed to
ensure the benefits of this project persist beyond the 12 month duration. Further
details of this scheme are available within Appendix A of this report.
2.7.5 Nutrition - The procurement of a Dietician for a fixed term to review the
prescribing of nutritional supplements across the CCG and to support the review of
currently procured dietetic services. The aim of this project is to ensure that
nutritional supplements are only prescribed where clinically appropriate and that they
are monitored and reviewed correctly. By the development of pathways, guidelines,
formularies, patient information, training programmes and current service review and
re-design; a legacy will be developed to ensure the benefits of this project persist
beyond the 12 month duration. Further details of this scheme are available within
Appendix A of this report.
2.8 Assumptions and Risks
2.8.1 The following assumptions have been made in developing the QIPP Plan;
•

Unless stated all schemes’ potential opportunities are calculated from the 1st
April 2015.

•

Where procurement of a service is required it is assumed this will commence
for delivery at an appropriate point in 2015-16.

•

The QIPP target arises from the financial plan submitted to the March 2015
F&P committee.

2.8.2 There are a number of risks facing the QIPP challenge in 2015-16, which if not
mitigated or controlled may lead to the target not being achieved. These include;
•

Control and regulation of system demand
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•

Provider excesses and income generation

•

Lack of engagement of stakeholders.

•

Non-delivery of anticipated financial benefits of QIPP schemes.

•

Insufficient capacity to deliver QIPP plans and projects through competing
objectives

•

Provider negotiations not yet finalised

3. Unidentified QIPP and Potential Opportunities
3.1 The CCG currently has an unidentified QIPP in excess of £7m. Additional
opportunities and schemes need to be developed as a matter of urgency if the CCG
is going to meet the QIPP target as set out in the 2015-16 Financial Plan.
3.2 Potential opportunities may be available from adopting schemes from other
CCGs and health economies. Two areas for immediate development are:
•

Activity/Data Validation – Currently the CCG have no legal right to see Patient
Identifiable Data, thus validating actual activity of individual patients has not
been available for two years. However, practices are allowed to see individual
data. The introduction of the RAIDR reporting tool at practice level now allows
activity validation to be carried out (within current legislation) to ensure the
CCG are only paying for the services patients are actually receiving.

•

Referral review/management of key specialities – A number of CCGs have
introduced referral review/management systems to ensure referrals to
outpatients are appropriate and include the correct level of detail.

Additional opportunities may be available by;
•

Extension of the Effective Use of Resources policy.

•

Promoting active self-management as evidence suggests this can lead to a
reduction in the amount of services an individual may require, whilst improving
patient quality.

•

Further enhancements to the risk stratification process to ensure patients are
identified at the earliest opportunity. A working group is currently being
established to take this forward.

3.3 The Better Care Better Value Indicators Tool identifies potential areas for
improvement in efficiency which may include re-designing and shifting services away
from the traditional setting of the hospital and out towards community based care.
3.4 The Tool takes in national data sets and calculates how far each organisation is
away from the 10th per centile, 25th per centile and 50th percentile. The following
tables identify the potential opportunities should the CCG operate at those CCGs at
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the 25th percentile. The financial opportunities are per quarter, and the ranking is the
current CCG national rank in the individual area.
Table 8. Outpatients
Outpatients
Trauma & Orthopaedics
Gynaecology
General Medicine
General Surgery
Cardiology
Ear, Nose & Throat (ENT
Urology
Ophthalmology
Obstetrics
Dermatology

£194,656
£176,365
£151,129
£120,427
£118,796
£108,852
£108,639
£107,366
£102,315
£100,039

Rank
140
161
183
132
137
156
152
180
135
164

Table 9. Emergency Admissions – Ambulatory Care Conditions
Emergency Admissions
£342,904
Influenza and pneumonia
£282,151
COPD
£214,688
Gangrene
£182,358
Congestive heart failure
£153,474
Convulsions and epilepsy
Dehydration and
£144,438
gastroenteritis
£106,942
Cellulitis
£74,912
Diabetes complications
£60,109
Angina
£48,557
Pyelonephritis

Rank
105
168
205
157
162
115
131
42
172
149

4. Conclusion.
4.1 As outlined in the Executive Summary, the CCG has an unidentified QIPP for
2015-16 of £7.1m. This reflects the fact the commissioner QIPP programme has
been running for a number of years and it is recognised that the transactional,
smaller, easier to implement schemes have now been exhausted.
4.2 It is imperative the unidentified QIPP of £7.1m is addressed at the earliest
opportunity in order to give the organisation sufficient time to implement programmes
of work. Failure to address this issue may result in the CCG being unable to meet its
statutory financial duties.
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Appendix A
Medicines Management QIPP Prescribing Plan 2015/16
1.

Generic Prescribing

2.1 Prescribing medicines by generic rather than brand name can improve
cost-effectiveness and is safe in the majority of cases. The Wigan Borough
CCG generic prescribing rate was 82.8% for the period April – June 2014 which
is an appropriate level taking into consideration those medications where it is
better to prescribe by brand name.
1.1 The NHS Regional Drugs and Therapeutics Centre (RDTC) reported that Wigan
Borough CCG could have saved £63,000 for the same period had certain drugs
been prescribed generically rather than by brand. This would equate to £252k
annually. The assumption made is that there will be a 50% achievement of the
savings and the target is set at £125k. This high achievement level is based on
the regular achievement of targets in this area by the team over previous years.
2.

Product Formulation Changes

2.2 It is not possible to run a search on the number of prescriptions which could be
changed to a more cost effective formulation as the products involved are many
and varied. In the period April - September 2014 savings of £95k have been
achieved, equating to annual savings of £190k.
2.3 When setting this target it must be remembered that some savings in this area
will be identified by Scriptswitch at the point of prescribing. A challenging target
of £150k has been set due to previous successful performances in this area.
3.

Specials

3.1 Prescribed medicines should, wherever possible, be licensed as this ensures
the medication has been fully tested for efficacy and safety and manufactured to
the required quality standards.
3.2 Where no licensed medication exists it may be necessary to use a ‘special’. A
‘special’ is an unlicensed medication which has been specifically manufactured
for a specific patient for a specific need and should only be used where there is
no suitable licensed alternative.
3.3 Where a ‘special’ is used it is important that its use is regularly reviewed so that
it can be changed to a licensed medication as soon as this becomes possible.
Rather than using a ‘special’ it may be possible to use a licensed medication
outside of its product license, e.g. using a product for an indication other than
that for which it is licensed, crushing or dissolving a tablet to make it easier for
the patient to take.
3.4 When looking at prescribing data for ‘specials’ it is necessary to look at those
specials listed in the drug tariff and those which are not listed.
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3.5 Using data provided by NW CSU, Wigan Borough CCG spent £185k on all
‘specials’ during the quarter July – September 2014, equating to £740k per
annum. Salford, the best performing of the Greater Manchester CCGs in this
area spent £47k in the same period equating to £188k for the year.
3.6 Accepting the fact that often there is no alternative to a ‘special’ an achievement
target of 25% - 50% was set with a savings target of £200k.
4.

Greater Manchester Do Not Prescribe List and Red Drugs

4.1 Greater Manchester Medicines Management Group promotes the use of
evidence-based, cost-effective, safe prescribing. As part of this work they
maintain a Do Not Prescribe List and a Red, Amber, Green (RAG) list.
4.2 The Do Not Prescribe List is a list of medications not recommended to be
prescribed across Greater Manchester due to the lack of an evidence base for
the use of medications included on the ‘do not prescribe list’ and the potential
safety issues.
4.3 The RAG list classifies medication in terms of who should prescribe the
medication and whether or not a shared care protocol is required to ensure
patient safety. Drugs designated ‘Red’ are considered to be specialist
medicines and prescribing responsibility for these medications should normally
remain with the consultant or specialist clinician. These drugs should not be
initiated or prescribed in primary care but supply should be organised via the
hospital pharmacy, this may include arranging for supply via a home care
company.
4.4 Data provided by North West CSU shows that Wigan Borough CCG spent £40k
on medications on red drugs in the period July – September 2014, this equates
to £160k annually. Due to the patient safety concerns regarding prescribing of
these medications in primary care a challenging target of 50% achievement of
the savings has been set = £80k.
4.5 Data provided by North West CSU shows that Wigan Borough CCG spent £40k
on medications on the do not prescribe list in the period July – September 2014,
this equates to £160k annually. Due to the lack of an evidence base for the use
of medications included on the ‘do not prescribe list’ and the potential safety
issues, this is an area that Wigan Borough CCG will continue to work on this
over the next financial year. A challenging target of 50% achievement of the
savings has been set = £80k.
4.6 Total target for Red drugs and DNP drugs = £160k
Individual Prescribing Reviews
4.7 It is not possible to use comparison data to forecast savings in this area as it
includes a wide range of prescribing areas and interventions. In the period
April - September 2014 savings of £200k have been achieved, equating to
annual savings of £400k. It is anticipated savings will be similar in the next
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financial year so a target of £350k has been set.
5

Scriptswitch

5.1 Scriptswitch has achieved savings of £204k for the period April - September
2014, an average of £34k per month, equating to £408k per annum. Although a
gradual reduction in the savings achieved each month is being seen.
5.2 Scriptswitch has achieved significant savings over the 3½ years Wigan Borough
CCG has supported this product. In recent months investing more time into the
maintenance of the system has resulted in increased savings. However, these
savings are starting to reduce over time as prescribing behaviour changes as a
result of the system as has been seen in other CCGs.
5.3 We are assuming savings will reduce and have therefore set a target of 25k per
month giving an annual target of £300k.
7

Respiratory Review

7.1 More is spent on inhaled medicines for asthma and COPD than on any other
category across England and the North of England. Expenditure on inhaled
drugs used for treatment of asthma and COPD continues to rise across all
CCGs within Greater Manchester, mainly due to increased prescribing of drugs
used principally for COPD (high dose combination inhalers and tiotropium).
7.2 RDTC data shows that of all the prescribing areas under the respiratory
heading, respiratory corticosteroids has the greatest opportunity for
improvement in prescribing for the CCG. Wigan Borough CCG spent £4.6m on
respiratory corticosteroids from April 2013 – March 2014, more than any other
CCG in the Greater Manchester area although our growth compared to the
previous year was one of the lowest in Greater Manchester.
7.3 If Practices prescribed to the Greater Manchester average cost per head we
would achieve savings of £315k.
7.4 Early identification and accurate diagnosis of COPD, with early intervention and
support for smoking cessation, are key priorities in national guidance and
something Wigan Borough CCG needs to focus on.
7.5 Greater Manchester has one of the highest recorded COPD prevalence in
England. Nonetheless, the Association of Public Health Observatories
estimates that there are over 45,000 people with undiagnosed COPD in Greater
Manchester (43% of the estimated total number of affected people). Recorded
diagnoses range from 41% to 70% of estimated cases across the region with
Wigan being at the lower end of this range.
7.6 Key components of any approach to optimising medicines use and improving
patient care in both COPD and asthma include:
• Validation of registers and support for accurate diagnosis
• Measures and interventions to teach and reinforce effective inhaler
technique
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• Targeted and tiered support for adherence
• Structured approach to support for smoking cessation
• Regular review with education and support for self-management, written
plans and standby treatment
• Adjusting treatment to match disease (e.g. step-up & down in asthma)
7.7 These components should be met by the respiratory service redesign currently
being undertaken within the Borough. This will focus on improved detection and
diagnosis of COPD and Asthma and improved patient outcomes. The
assumption made is that there will be a 50-75% achievement of the savings
calculated for respiratory corticosteroids with a challenging target of £250k set
which will require support from the redesigned respiratory service.
8

Rosuvastatin

8.1 NICE guidance for lipid modification recommends the use of statins for primary
and secondary prevention of cardiovascular disease. Assuming there are no
contra-indications, interactions or cautions, atorvastatin 20mg should be used
for primary prevention in those patients with a CVD risk ≥10% over 10 years,
and atorvastatin 80mg should be used for secondary prevention.
8.2 Rosuvastatin is not recommended in the NICE guidance as this drug is
significantly more expensive than atorvastatin and there is no evidence that this
drug is any more effective than atorvastatin. Rosuvastatin may have been used
in the past for people who had side effects from another statin, however NICE
now recommend that for intolerance of statins:
• If a person is not able to tolerate a high-intensity statin aim to treat with the
maximum tolerated dose
• Tell the person that any statin at any dose reduces CVD risk. If someone
reports adverse effects when taking high-intensity statins discuss the
following possible strategies with them:
o stopping the statin and trying again when the symptoms have resolved
to check if the symptoms are related to the statin
o reducing the dose within the same intensity group
o changing the statin to a lower intensity group.
8.3 Rosuvastatin use should therefore be reviewed and patients should be
managed in accordance with NICE guidance.
8.4 In the period October 2013 – September 2014 there were 13265 items of
rosuvastatin issued across the CCG at a cost of £360k. This will equate to
about 1000 patients based on a patient requiring 13 prescriptions per year (28
day scripts). If all patients were converted to atorvastatin at an average cost of
£24/year this would result in a saving of £336k. The assumption made is that
there will be a 25 - 50% achievement of the savings calculated with a
challenging target of £100k set.

9

Drugs for Urinary Frequency, Enuresis and Incontinence
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9.1 NICE guidance for urinary incontinence in women recommends a number of
treatment options depending on the type of incontinence the woman has. Nondrug treatment is the first line option for women with stress, urgency or mixed
incontinence.
9.2 For women with over active bladder or mixed urinary incontinence which has
failed to respond to non-drug treatment NICE recommends:
Offer one of the following choices first to women with over active bladder or
mixed urinary incontinence (stress and urgency):
• oxybutynin immediate release (not to be used in frail older women), or
• tolterodine immediate release, or
• darifenacin.
All of these items are 1st line options in the GMMMG formulary.
9.3 If the first treatment for over active bladder or mixed urinary incontinence is not
effective or well-tolerated, offer another drug with the lowest acquisition cost.
9.4 In addition to this there is also a NICE TA allowing the use of mirabegron if
antimuscarinics do not work, are not suitable, or their side effects are
unacceptable.
9.5 Men may also use anticholinergics to manage the symptoms of over active
bladder. NICE does not specify which drugs should be used but only
oxybutynin, tolterodine and darifenacin are included in the GMMMG formulary.
9.6 Wigan has significantly higher prescribing costs than the other GM CCGs. Our
use of solifenacin is high which is not a medication recommended by NICE and
we also prescribe fesoterodine and flavoxate both of which NICE should state
should not be used for the treatment of urinary incontinence or over active
bladder in women.
9.7 The CCG has approximately 310,000 patients; we spent 347.75 per 100
patients therefore a total of £1,078,025 was spent in 2013/14. If we prescribed
at the Greater Manchester average of 237.34 per 100 patients we would
achieve a saving of £350k. However, it is recognised that this is a new area of
work for the team and it is likely to be difficult to change prescribing behaviours
in this area. If patients are stable on their current treatment despite not following
current guidance clinicians and patients may be reluctant to change treatments.
The assumption made is that there will be a 25 - 35% achievement of the
savings calculated with a target of £100k set.

10

Nutrition Review

10.1 A variety of nutritional products are available on prescription. Enteral feeds
given via feeding tubes are generally initiated in hospital and reviewed by the
dieticians and there is little the CCG can do to impact on prescribing.
Prescribing of nutritional supplements in paediatrics is another area which is led
by secondary and community providers.
10.2 SIP feeds, gluten free foods and weight loss products are areas where
prescribing can be influenced in primary care. Patients requiring nutritional
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support should ideally be reviewed by a dietician to ensure appropriate advice
and support is provided. Dietician services are currently procured from
Bridgewater but the level of service provision means that this is not always
possible.
10.3 When prescribing gluten free foods prescribers should follow GMMMG
guidance on appropriate products and quantities to supply. Gluten-free foods
should provide no more than 15% total energy and dietary requirements should
be achieved by choosing healthy foods which are naturally gluten free.
10.4 Prior to the initiation of SIP feeds food fortification should be tried as this is an
effective way to increase calorific content as part of a balanced diet and is in
general more palatable for the patient. Where SIP feeds are used they should
supplement the patients diet rather than replace it and patients need to be
encouraged to eat a well-balanced diet as SIP feeds are not nutritionally
complete. Patients should be regularly reviewed and when treatment goals
have been achieved supplements should be reduced or discontinued.
10.5 Many nursing and residential homes ask Practices to prescribe SIP feeds for
their clients, often inappropriately. Potentially working with these services to
provide education on fortification of foods and good feeding routines could
reduce the need for SIP feeds in patients within homes.
10.6 From April 2013 - March 2014 Wigan Borough CCG spent £2.2m on oral
nutrition equating to 680000 items. This was higher than any other CCG within
Greater Manchester (South Manchester spent the lowest in this area at £700k).
10.7 There is significant scope to reduce prescribing in this area. Historically tackling
prescribing of nutritional products is difficult for Medicines Management Teams
as they lack the expertise required to make appropriate recommendations. We
currently have the support of a Medicines Management dietician to work on this
area. With their continued input we would aim to move to the GM average. This
would be a saving of £500k but it is anticipated this would take 2 years so an
annual target of £250k has been set.
10.8 However, it should be noted that this saving is based on the assumption that the
Medicines Management Dietician is retained in-post. Currently this post is
funded for 1 year and funding will end mid 2015/16. Further funding is being
sought from the Better Care fund to continue this post. This target saving will
only be achieved if this funding is secured.

11

Stoma Appliances

11.1 Stoma appliance prescribing is not an area which CCGs have traditionally
focused upon in the past. It is an area where there is a lack of knowledge
amongst prescribers and Medicines Management Teams lack the expertise
required to make appropriate recommendations. Use of products such as
adhesives, barrier creams and deodorising products indicate poorly fitting
appliances and, hence, poor patient care.
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11.2 There is significant scope to reduce prescribing in this area. We currently have
the support of a Medicines Management stoma nurse to work on this area. With
their continued input we would aim to move to the GM average weighted cost.
11.3 Wigan Borough CCG spent £337.11 per weighted patient on stoma appliances
in the period April – Jun 2014. The GM average during this period was 263.81.
Prescribing at the GM average level would result in savings of £335k however
there are a number of CCGs with very low costs for stoma appliances
suggesting they have transferred this prescribing elsewhere. Therefore a target
of £250k has been set.
11.4 It should be noted that this saving is based on the assumption that the
Medicines Management Stoma Nurse is retained in-post. Currently this post is
funded for 1 year and funding will end mid 2015/16. Further funding is being
sought from the Better Care fund to continue this post. This target saving will
only be achieved if this funding is secured.
12

Care Home Pharmacists

12.1 There are currently 53 Care Homes within the Wigan Borough CCG area with
approximately 1800 residents. In the previous work carried out in Care Homes
within the CCG patients were found to take approximately 9 items and a 35%
reduction in items was achieved. The average cost per item for the CCG in the
financial year 2013-2014 was £8.58.
12.2 As well as reviewing medication this role also supports care homes to improve
patient safety by addressing issues regarding the administration of medication
and reduce waste by reviewing the homes ordering system for medication and
the way in which un-used stock is carried forward to be used in subsequent
months. This work requires the pharmacist to work closely with the home for a
period of time then following up to ensure the changes made to current practice
have been implemented and become part of routine practice.
12.3 The pharmacists also liaise with the community pharmacy dispensing patient’s
medication to support them and ensure that any input they have into the
process of ordering is appropriate.
12.4 All recommendations to change medications made by the pharmacists must be
approved by the GP. It has been found that this is the rate limiting factor for
making changes to the prescribed medication. In general the pharmacist will
visit the practice once per week and submit suggestions to the GP. If they are
unable to speak to the GP these are left and collected the following week. Due
to the workload for the GP up to 5 reviews would be submitted/discussed with
the doctor each week within one practice.
12.5 All changes then need to be communicated to the care home and documented
both on the GP system and care home notes. Part of this process may require
communication with the community pharmacy.
12.6 As a result of the work required it is highly unlikely the 2 care home pharmacists
will be able to review all patients within care homes in a one year period. If we
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assume they are able to review half of these patients and use the previous
Wigan average number of items per resident figure and assume that a 35%
reduction in items could be achieved in line with previous experience we can
calculate potential savings of £350k. However, some of these patients will be
reviewed in the integrated care pilot. If we assume 25% of the patients are
included in this pilot and reduce the savings accordingly this would achieve
savings of £250k.
12.7 It should be noted that this saving is based on the assumption that the 2 whole
time Care Home Pharmacists are retained in-post. Currently these posts are
funded for 1 year and funding will end mid 2015/16. Further funding is being
sought from the Better Care fund to continue this post. This target saving will
only be achieved if this funding is secured.
13

Integrated Care Pharmacists

13.1 The integrated care pharmacists review patients identified in the top 2% as part
of the integrated care/admission avoidance work the CCG is undertaking. This
is a new area of work for the CCG and the Medicines Management team.
Proposals for savings have therefore been based on the previous work
undertaken by the CCG with care home residents as detailed above.
13.2 The pharmacists review patients medication to ensure use is safe, evidence
based and cost effective. They look to reduce inappropriate polypharmacy and
liaise with the patient to identify concordance issues and to ensure medication
is not wasted.
13.3 All recommendations to change medications made by the pharmacists must be
approved by the GP. It has been found that this is the rate limiting factor for
making changes to the prescribed medication. In general the pharmacist will
visit the practice once per week and will submit suggestions to the GP. If they
are unable to speak to the GP these are left and collected the following week.
Due to the workload for the GP up to 5 reviews would be submitted/discussed
with the doctor each week within one practice.
13.4 Assuming that:
• the patients to be included in the integrated care pilot are similar to those
included in the previous Care Home work carried out within the CCG (see
above)
• the patients take on average 9 items per month
• the pharmacists will review a similar number of patients to the care home
pharmacists.
We would expect to achieve savings similar to those achieved by the Care
Home Pharmacists.
13.5 However, we have only been able to recruit 1.5WTE pharmacists to these posts
so savings will need to be adjusted accordingly giving a target of £250k.
13.6 It should be noted that this saving is based on the assumption that the 2
Integrated Care Pharmacists are retained in-post. Currently these posts are
funded for 1 year and funding will end mid 2015/16. Further funding is being
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sought from the Better Care fund to continue this post. This target saving will
only be achieved if this funding is secured.
14

Oxygen

14.1 Robust analysis of the Home Oxygen invoice suggests that significant savings
could be made as clinical services become appropriately resourced to assess
and review all patients using oxygen. The payment for Home Oxygen is made
up of three parts; equipment rental, service activity (installation, refill, risk
assessment etc) and electricity payments (cost of running equipment incurred
by patients). By limiting prescribing of oxygen to those specialist clinicians with
insight into the most cost effective use of equipment there will be significant
reduction of risk in addition to financial saving. Collation of examples of best
practice by NHS improvement (Lung Programme) has repeatedly demonstrated
a ‘⅓ rule’ as a realistic estimate of potential savings through implementation of
quality clinical input.
14.2 Total anticipated savings £100k.
15

Total Medicines Management QIPP Plan Savings 2015/16

15.1 The total target QIPP plan for the medicines management team is
£2.835million.
15.2 £1million of this target is dependent on securing further funding for the
medicines management staff currently on 1 year fixed term contracts.
16

Quality Areas

16.1 Antibiotics – ensure only prescribed where indicated and reduce the use of
cephalosporins and quinolones
16.2 Atrial Fibrillation – improving use of anticoagulants
16.3 Bisphosphonates – increase primary prevention of osteoporosis
16.4 CVD - primary prevention in line with NICE guidance
16.5 Hypnotics – reduce overall use
16.6 Low Dose Antipsychotics in people with Dementia – reduce use
16.7 NSAIDs – reduce overall use, increase %of items for ibuprofen and naproxen
16.8 PPIs – reduce overall use
16.9 Repeat Prescribing Review – reduce waste medication and reduce the increase
in item growth
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MEETING:

Governing Body

DATE:

24 March 2015

Item Number: 8.4

REPORT TITLE:

Greater Manchester Devolution, Memorandum of
Understanding

CORPORATE OBJECTIVE
ADDRESSED:

Supporting our population to stay healthy and live
longer in all areas of the Borough.

REPORT AUTHOR:

Warren Heppolette

PRESENTED BY:

Dr Tim Dalton

RECOMMENDATIONS/DECISION
REQUIRED:
EXECUTIVE SUMMARY

To receive for information

This report provides information on the Memorandum of Understanding developed between
GM local authorities, GM CCGs and NHS England which creates a framework for the
delegation and ultimate devolution of health and social care responsibilities to Greater
Manchester. It also sets out the actions required by this CCG to meet the requirement of the
MoU.
The CCG/Governing Body is requested to:
I.

Note the report considered and agreed at the GM CCGs’ Association Governing Group
meeting on 3rd March 2015 attached at Appendix A.

II.

Agree and endorse the MoU signed by representatives of GM CCGs, AGMA, and NHS
England and recognise that it is an important and significant step in the development of
a new collaborative partnership for health and social care in Greater Manchester.

III.

Authorise the Chief Officer/Chief Clinical Officer to bring a report to the Governing Body
in June 2015 setting out how the CCG and local partners will meet the locality
requirements of the MoU.

FURTHER ACTION REQUIRED:

As noted in Executive Summary

EQUALITY AND DIVERSITY: Confirmed that any changes to service or procedure introduced as a
result of this report do not impact adversely on any of the protected groups covered by the Equality Act
2010.
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Greater Manchester Devolution – Memorandum of Understanding

1.

Introduction
1.2 As set out in the attached report to the CCGs’ Association Governing
Group the integration of health and social care within and across
Greater Manchester has been a major shared priority of GM
organisations for some time.
1.3 This is also recognised in the CCG’s local priorities which state that
the integration of health and social care and integrated commissioning
at a local level will ensure that services are effectively targeted,
thereby reducing dependency and supporting residents to be
economically active.

2.

Memorandum of Understanding (MOU)
2.1 The MOU agreed in February will support and enable the CCG,
working with its partners, to make this a reality; particularly as it has
the support of all of the NHS Provider Trusts and Foundation Trusts
and the NW Ambulance Service.
2.2 The local authorities, CCGs and NHS England have agreed that the
next step in the process is the development of a Road Map which will
set out what is required from all parties to progress to full devolution of
NHS England powers and funding to Greater Manchester by April
2016. The Road Map will also include the development of plans for all
localities to work with their local Councils to produce whole system
local area plans by April 2016.
2.3 It should be noted that the MoU does not propose any changes in
legal responsibilities or accountabilities of any local authority or
CCG. It confirms that the NHS Constitution and Mandate will still
apply and services will remain as part of the NHS or councils.
However it also recognises that this will provide the opportunity for
those services to be tailored to meet the needs of the residents of GM
and each local district.
2.4 The report to the Association Governing Group summarises the
agreement with NHS England and the governance proposals. It
includes the following objectives and principles:
•

•

Improving the health and well-being of all of the residents of Greater
Manchester from early age to elderly, recognising that this will only
be achieved with a focus on the prevention of ill health and the
promotion of well-being.
We want to move from having some of the worst health outcomes
to having some of the best.
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3.

•

We aim to close the health inequalities gap within GM and between
GM and the rest of the UK faster.

•

GM will remain firmly within the NHS and social care system,
uphold the standards set out in national guidance and continue to
meet statutory duties including those of the NHS Constitution and
Mandate and those that underpin the delivery of social care and
public health services.

•

Decisions will be focused on the interests and outcomes of patients
and people in GM and organisations will collaborate to prioritise
those interests.

•

Decision making will be underpinned by transparency and the open
sharing of information.

•

There will be a principle that ‘all decisions about GM will be taken
with GM’. This will start on 1st April 2015.

Implications for Wigan Borough CCG
3.1 The Governing Body is requested to endorse the MoU, which will bring
devolution of health powers to GM partners and support and enable
the authority to progress our Integrated Care ambitions with pace; and
agree that a further report on implementation will be considered at the
June Governing Body.

Dr Tim Dalton
Chair
Wigan Borough CCG
12 March 2015
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Greater Manchester Health and Social Care Devolution
Memorandum of Understanding
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1

Introduction

The overriding purpose of the initiative represented in this Memorandum of Understanding
is to ensure the greatest and fastest possible improvement to the health and wellbeing of
the 2.8 million citizens of Greater Manchester (GM). This requires a more integrated
approach to the use of the existing health and care resources - around £6bn in 2015/16 - as
well as transformational changes in the way in which services are delivered across Greater
Manchester.
To facilitate this, the Memorandum of Understanding creates a framework for achieving the
delegation and ultimate devolution of health and social care responsibilities to accountable,
statutory organisations in Greater Manchester (GM)i. It sets out the process for
collaborative working in shadow form from 1st April 2015 and identifies the areas for further
detailed work during the remainder of the year leading to full devolution in April 2016 ii. It
signposts the medium and longer term outputs and impacts anticipated from this process.
All parties agree to act in good faith to support the objectives and principles of this MoU for
the benefit of all Greater Manchester patients and citizens.

2

Parties

The Parties to the agreement are:


All local authority members of the Association of Greater Manchester Authorities
(AGMA) and all Greater Manchester Clinical Commissioning Groups (CCGs) (together
known as GM)



NHS England (NHSE)iii

Letters of support from Greater Manchester NHS Trusts, Foundation Trusts and NW
Ambulance Service are annexed to this MoU at Appendix2.

3

The Memorandum of Understanding

The MoU sets out the ambition for full devolution of funding and decision making iv for
health and social care within GM.
It should be read in conjunction with the commitments of the Greater Manchester
Combined Authority (GMCA) Devolution Agreement; it builds upon the invitation to GMCA
and Greater Manchester CCGs and Trusts to develop a business plan for the integration of
health and social care across Greater Manchester. This will include the development of a
GM Business Case (known as the GM Strategic Sustainability Plan), a comprehensive
strategic plan to underpin a sustainable health and social care system which will inform
submissions to the forthcoming Comprehensive Spending Review.
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This MoU focuses on the elements of devolution relating to NHSE, the CCGs and AGMA, and
their relationship with the GM provider community. It constitutes a roadmap, with initial
undertakings which can be agreed by each constituent party now and further anticipated
steps which will require ratification in the light of experience and developments in the
future.
NHSE will engage with GM, the Department of Health and other national bodies on further
phases of the work including on research & development, workforce and estatesv. The
outcome of all related discussions with other national bodies on potential areas for
devolution and/or changes to their interaction with the GM community will, where relevant,
be reflected in separate agreements.
The MoU, in establishing the framework, sets out:




4

Context: why we are doing this
Detail: what we want to deliver
The principles we will follow and the processes by which we will implement the
changes, with timescales: how we will deliver

Context and Objectives

The parties share the following objectives:









To improve the health and wellbeing of all of the residents of Greater
Manchester (GM) from early age to the elderly, recognising that this will only be
achieved with a focus on prevention of ill health and the promotion of wellbeing.
We want to move from having some of the worst health outcomes to having
some of the best;
To close the health inequalities gap within GM and between GM and the rest of
the UK faster;
To deliver effective integrated health and social care across GM;
To continue to redress the balance of care to move it closer to home where
possible;
To strengthen the focus on wellbeing, including greater focus on prevention and
public health;
To contribute to growth and to connect people to growth, e.g. supporting
employment and early years services; and
To forge a partnership between the NHS, social care, universities and science and
knowledge industries for the benefit of the population.

We recognise that integrating health and social care is vitally important for improving the
efficiency of our public services and delivering improved health and wellbeing for our
population. A digitally integrated health economy with strong partnerships with research
institutions and industry can support GM’s economic growth strategy. GM has many assets,
strengths and capabilities that allow the economy, its residents, industry and commerce to
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develop and grow. This includes world class academic institutions which deliver health
research and innovation as a contributor to growth.
The NHS Constitution sets out clearly what patients, the public and staff can expect from the
NHS. GM wants to build upon the rights and pledges of the constitution and provide further
opportunities for patients and the public to be involved in the future of their NHS.
The NHS Five Year Forward View articulates why change is urgently needed, what that
change might look like and how it can be achieved. It describes various models of care which
could be provided in the future, defining the actions required at local and national level to
support delivery. Furthermore, it sets out the development of new organisational models.
GM is committed to being an early implementer and a test bed for new, innovative
approaches of delivering new models of integrated health and social care which reflect the
needs of local populations.
GM now needs the freedoms and responsibilities to optimise its potential. This MoU builds
on the Devolution Agreement which created the platform for greater freedoms and
flexibilities through the invitation to GMCA and Greater Manchester Clinical Commissioning
Groups and trusts to develop a strategic plan for the integration of health and social care
across Greater Manchester, making best use of existing budgets to transform outcomes for
local communities and including specific targets for reducing pressure on A&E and avoidable
hospital admissions. This work will now form part of a much broader framework where
NHSE are working with GM to prepare for the full devolution of relevant NHS funding to GM
and for GM to be a trailblazer for the objectives set out in the Five Year Forward View.

5

Overarching Principles

The agreement is underpinned by the following principles which will support the objective
of implementing a strategic sustainability plan for GM to assume full responsibility for NHS
funding streams for Greater Manchester:







GM will still remain part of the National Health Service and social care system,
uphold the standards set out in national guidance and will continue to meet
statutory requirements and duties, including those of the NHS Constitution and
Mandate and those that underpin the delivery of social care and public health
servicesvi;
Decisions will be focussed on the interests and outcomes of patients and people
in Greater Manchester, and organisations will collaborate to prioritise those
interests;
In creating new models of inclusive governance and decision-making, the
intention is to enable GM commissioners, providers, patients, carers and
partners to shape the future of GM together. There will be regular
communication and engagement with patients, carers and the public during the
different stages of devolution;
Commissioning for health and social care will be undertaken at a GM level where
the GM place-based approach is optimum for its residents, rather than at a
regional or national level;
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 A principle of subsidiarity will apply within GM, ensuring that decisions are made at
the most appropriate level;
 Decision making will be underpinned by transparency and the open sharing of
information;
 There will continue to be clear accountability arrangements for services and public
expenditure;
 The delivery of shared outcomes will drive changes to organisational form where
necessary;
 Any changes to accountabilities and responsibilities for commissioning health and
care services will be carefully evaluated, agreed with the DH where necessary and
phased to achieve the benefits of devolution at the maximum speed consistent with
safe transition and strong governance. The risks associated with transition of health
commissioning responsibilities to GM will be shared with NHSE;
 There will be a transfer of skills and resources to support the commissioning
functions being transferred, and we will ensure that neither duplication of activity
nor an increase in total cost arises from these changes;
 The principle of new burdens should also apply, such that where GM is expected to
take on a new responsibility during this period, the funding to cover the associated
costs will transfer, to the extent where there is such national funding available;
 We commit to the production, during 2015/16, of a comprehensive GM Strategic
Sustainability Plan for health and social care. This aligned with the 5 Year Forward
View will describe how a clinically and financially sustainable landscape of
commissioning and provision could be achieved over the subsequent 5 years, subject
to the resource expectations set out in the 5 Year Forward Viewvii, appropriate
transition funding being available and the full involvement and support of national
and other partners.
 We will aim to address any funding inequalities for the benefit of all residents in GM;
 A radical approach will be taken to optimising the use of NHS and social care
estatesviii;
 GM will be able to access any new or additional health and/or social care funding
streams that become available during the CSR periodix;
 There will be a principle that “all decisions about Greater Manchester will be taken
with Greater Manchester”x;
 GM will work collaboratively with local non-GM bodies and take into account the
impact of GM decisions upon non-GM bodies and their communities.

6

Scope

The parties will work together during 2015/16 (the Build-Up Year) to agree the mechanisms
and timescales to devolve powers and resources from NHS England and local authorities to
GM to achieve the aims and achievements set out below.
The scope is comprehensive and will involve the whole health and care system:
 Acute care (including specialised servicesxi);
 Primary carexii (including management of GP contracts);
 Community services;
 Mental health services;
 Social care;
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Public Healthxiii;
Health Education*
Research and Development*

*subject to discussion with the relevant bodies

The key enablers of transformation will include changes to:
 Governance and regulation;
 Resources and Finance;
 Capital and Estate;
 Workforce;
 Communication and Engagement;
 Information sharing and systems, including the potential for digital
integration across GM.
A road map will be developed which sets out the key changes to be delivered by GM and its
national partners, and specifically for the devolution of responsibilities and resources from
NHS England to GM in agreed phases of change. This will be supported by robust
governance arrangements and a clear delivery plan.
By working together, NHS England and GM will be able to fully understand and manage risk
together. GM will take more control of its own future and responsibilities, in a phased way
that is safe for patients and ensures the duties in the NHS constitution and all national NHS
accountabilities continue to be delivered.

7

Roadmap

A significant amount of work will be completed during 2015/16, which is recognised as a
Build-Up Year. A clear roadmap and supporting delivery plan will be developed and agreed
with all parties with the objective of achieving full devolution from April 2016. The roadmap
from delegation to full devolution will include stepped increases in responsibilities and
powers, underpinned by a clear set of financial and performance milestones and trigger
points, robust risk and benefit share arrangements and aligned development of GM
governance arrangements. It will specifically enable regular reviews of progress against the
key milestones drawn from the agreed aims and achievements:
 April 2015- “All decisions about Greater Manchester will be taken with Greater
Manchester”;
 April 2015- Process for establishment of shadow governance arrangements
agreed and initiated;
 By October 2015 – Initial elements of the Business Case to support the CSR
agreed, including a specific investment fund proposal to further support primary
and community care;
 During 2015 – Production of the final agreed GM Strategic Sustainability Plan and
related transformation funding case;
 December 2015 – In preparation for devolution, GM and NHSE will have
approved the details on the funds to be devolved and supporting governance,
and local authorities and CCGs will have formally agreed the integrated health
and social care arrangements;
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April 2016 – Full devolution of agreed budgets, with the preferred governance
arrangements and underpinning GM and locality S75 agreements in place.

A programme of work will be agreed by the parties and completed between now and
October 2015. This will include consideration of the legislative framework and any changes
required to implement GM NHS devolution and ensuring the work programme as a whole is
fully aligned with the CSR process.
In addition to the work already being undertaken between parties, a number of additional
high priority workstreams have been identified:








Governance;
Resource and Finance;
Clinical and Financial Sustainability;
Primary Care;
Specialised Services;
Capital and Estates;
Research and Innovation.

Additional workstreams and cross-cutting themes will be identified and agreed between the
parties over the coming weeks, and these are likely to include:





8

Prevention and Wellbeing
Integrated Care
Information and Data Sharing;
Workforce.

Governance and financial pathway

General
The governance arrangements will be based on the principle of subsidiarity, i.e. that
decisions will be taken at the most appropriate level. The governance arrangements will be
shaped by the CCGs and local authorities in accordance with existing accountability
arrangements, whilst recognising that different ways of working will be required to deliver
the transformational ambitions of GM. These arrangements will be underpinned by the
following principles:






GM NHS will remain within the NHS and subject to the NHS Constitution and
Mandate;
Clinical Commissioning Groups and local authorities will retain their statutory
functions and their existing accountabilities for current funding flows;
Clear agreements will be in place between CCGs and local authorities to underpin
the governance arrangements;
GM commissioners, providers, patients and public will shape the future of GM health
and social care together;
All decisions about GM health and social care to be taken within GM and by GM as
soon as possible;
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Accountability for resources currently directly held by NHS England during 2015/16
will be as now, but with joint decision making with NHSE in relevant areas to reflect
the principle of “all decisions about GM will be taken with GM”;
There will be a new partnership reflecting the contributions and competencies of all
parties.

The governance arrangements will be regularly reviewed to ensure the programme aims are
delivered within the required timeline.
April 15 to April 16
Greater Manchester Strategic Health and Social Care Partnership Board (GMHSPB)


In order to fulfil the ambition of Greater Manchester there is need to build upon the
existing partnership arrangements and strengthen them both at local and GM level.
A key step in facilitating the latter will be the development of a new body, the
GMHSPB;
 From April 2015 the GMHSPB will oversee the strategic development of the GM
health and care economy, and will specifically steer the development of the GM
Strategic Sustainability Plan and related investment funding proposals, which will be
underpinned through local area plans. Commissioners and providers will be
represented, plus NHS England and potentially other national bodies (e.g.
Monitor/TDA);
 During 2015/16 the process will be progressed through the GM devolution
agreement for the formal establishment of the GMHSPB by April 2016 with the same
membership and function.
 A Chief Officer will be appointed to lead, manage and deliver the programme with
appropriate staffing.
GM Joint Commissioning Board






From April 2015 there will be a Shadow Joint Commissioning Board (JCB) of GM local
authorities, CCGs and NHSE. The shadow JCB will discuss and agree recommended
decisions on all GM wide spend, but there will be no change in legal responsibility for
decision making or financial accountabilityxiv;
The shadow Joint Commissioning Board will be engaged in all decisions affecting GM
health and social care;
Financial plans, budget proposals and current performance will be shared across the
GM health and social care economy;
During 2015/16 the Shadow JCB will move to formal JCB operating under agreed s75
arrangements, and agreement will be reached on the financially accountable body
within the current NHS accountability framework. An approved form of governance
and fundholding will be agreed;
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From April 2016 a Joint Commissioning Board of local authorities, CCGs and NHSE
will be in place.

Locality arrangements





During 2015/16 each locality will agree an MoU between the local authority and
CCG(s) to support the locality working arrangements, which accurately and fairly
reflects their respective responsibilities for health and social care in their areas
Opportunities for further alignment of CCG resource management arrangements will
be explored;
Each locality will continue to build on existing arrangements (e.g. Better Care Fund)
and agree a local area plan for integration of health, social care and public
health/prevention to be implemented from April 2016. Local area plans will be the
focus for joining up health and social care services and ensure a consistent approach
to service delivery and spend across GM.

Providers


During 2015/16 providers will establish an agreed form of arrangements to enable
them to provide a collective and positive response to the requirements of the
shadow JCB, building on previous experience of successful joint working across the
conurbation;




They will support the proposals to include in the GM devolution arrangements a
clear principle of co-design and act accordingly;
They will develop with Monitor and TDAxv a Memorandum of Agreement to underpin
the operation of the provider element of the governance structure, to be formalised
as soon as possible in 2015/16.

National Bodies


Arrangements for formal involvement of national bodies other than NHSE in the
development and ongoing delivery of the programme will be discussed and agreed
with those bodies during 2015, with initial agreements on any changes to
arrangements for 2015/16 being agreed by April 2015.

April 2016 Onwards
Our shared aim is to proceed to full devolution of relevant budgets and commissioning
responsibilities as outlined below by 2016/17. This will include NHSE delegating or
devolving all relevant funds to appropriate bodies in GM. These changes will require formal
decision-making by relevant statutory bodies in the light of progress, learnings and
developments in the Build-Up Year (2015/16).
Greater Manchester


GMHSPB will set GM strategies and priorities. It will drive and facilitate the
implementation of GM strategic priorities in the context of the NHS five year forward
view and the GM Strategic Sustainability Planxvi;
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It will provide system-wide management to ensure the strategic priorities are
achieved;
It will support locality health and social care plans to be strategically aligned and
determine any allocations required of the available investment funds;
GM Joint Commissioning Board will commission GM-wide services.

Local
 Local HWBs will agree strategies and priorities for delivery of integrated health and
social care (including prevention) within their districts and in the context of the GM
wide strategy and local priorities;
 GMHSPB will work with local areas to ensure strategic coherence and consistency
across Greater Manchester;
 NHSE, CCGs and local authorities will pool relevant health and social care funds to a
local Joint Commissioning Board, building from existing arrangements (e.g. Better
Care Fund);
 Each local area will commission services in line with the relevant local area plan (e.g.
Integrated Care).
Appendix 1 includes a draft Governance Overview.
Support Services
GM CCGs, working together with wider partner colleagues, will determine the scale, style
and configuration of technical commissioning and business support services and ensure that
they align with the wider three-level business strategies within GM to further support the
devolution programme. In doing so, they will ensure that transition plans maximise value
for money and that future arrangements fulfil the principle regarding transfer of skills and
resources set out in section 5 above.
Delivery
A Programme Board will be created to oversee the development of the programme through
the agreed workstreams and milestones.

9

NHS England Support to GM

NHSE will actively lead and facilitate the links to other national bodies/ALBs (e.g. DH,
Monitor, TDA and HEE) to help all key bodies align to achieve the outcomes described in this
MoU.
In this context, NHSE is committed to working with GM in pursuit of the following:

Page 96






10

GM to be responsible for designing and creating the provider structure and form to
support its commissioning intentions in collaboration with the relevant
regulators/ALBsxvii;
GM to play a clearly defined leadership role in the oversight of its provider
communityxviii, working in close partnership with Monitor, TDA and CQC;
GM to be responsible for determining its skilled workforce, capacity, education and
training needsxix.

GM Commitments to NHS England

GM will:


Continue to deliver the NHS Constitution and Mandate requirements and
expectations;
 Commit to the production, during 2015/16, of a comprehensive GM Strategic
Sustainability Plan for health and social care (as described above);
 Seek to play a leading role in designing and delivering innovative new models of care
as set out in the Five Year Forward View. It will use the opportunities resulting from
its GM-wide scale and integration to create ground-breaking innovation in areas of
mutual GM/NHSE strategic focus to be agreed and to be an exemplar for the
national whole system efficiency initiative;
 Ensure clear accountability, exemplary governance and excellent value for money in
relation to the health funds delegated or devolved to it.

11

Delivery

11.1 Programme Governance
Section 8 outlines the proposed governance arrangements to support the Build-Up Year and
subsequent years. However, it is recognised that additional programme governance will
need to be put in place to support the key workstreams. A Health and Social Care
Devolution Programme Board will provide overall strategic oversight and direction to the
programme. It is anticipated that the Board will consist of:







AGMA/CA
CCGs:
Williamson,

Sir Howard Bernstein, Steven Pleasant, Liz Treacy
Dr Hamish Stedman, CCG Clinical Leader, Ian

Su Long
Trusts
Provider Representatives
NHS England
Simon Stevens, Paul Baumann, Graham Urwin
Department of Health John Rouse

Further discussions will take place to finalise and confirm the membership. The Programme
Board will provide strategic management at programme and workstream level. It will
provide assurance to the parties that the key objectives are being met and that the
programme is performing within the boundaries and principles set by this MoU. It will
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ensure that the transition from the current system architecture is managed effectively,
ensuring that associated costs are minimised, risks are understood and managed and that
appropriate governance and accountability is maintained.
The Programme Board will have responsibility for the creation and execution of the plan and
deliverables, and therefore it can draw technical, commercial, legal and communications
resources as appropriate into the Programme. The Chief Officer referred to in section 8
above will be accountable to the Programme Board. The first meeting of the Programme
Board will agree the key workstreams of the programme.

11.2 Governance Principles for the Programme Board








Provide strategic oversight and direction;
Be based on clearly defined roles and responsibilities at organisation, group and,
where necessary, individual level;
Align decision-making authority with the criticality of the decisions required;
Be aligned with Project scope and each Programme Phase, recognising that changes
will be agreed over the life cycle;
Leverage existing organisational, group and user interfaces;
Provide coherent, timely and efficient decision-making in respect of the programme
Reflect the key features of the wider programme governance arrangements set out
in this MoU.

11.3 Support Structure
The Programme will need to be supported by full time resources in order to be delivered
within the required time scales. This will include a full time Chief Officer, a full time Finance
Director and such other staff as the parties agree.

11.4 Resources
It is anticipated that all parties will contribute to the resourcing of the programme in cash
and/or in kind. Furthermore, it is recognised that the identified key workstreams will also
require additional funding to support the transformation process. A programme and
resourcing plan will be agreed with all parties by 13th March 2015.

12

Parties’ commitments to patient engagement

All parties acknowledge their various requirements to engage with patients, service users,
carers and members of the public at relevant points and will cooperate to do so in a coordinated way.

13

Roles and Responsibilities

Following signature, GM partners will formally ratify this MoU through Boards and Councils
and consult on its content with stakeholders as appropriate.
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Appendix 1: Proposed Governance
The proposed governance structure below will exist in shadow form from April 2015, with
the final structure being determined during the Build-Up year.

Greater Manchester Strategic Health & Social Care
Partnership

Joint Commissioning
Board

Devolution
Programme
Board

Overarching Provider
Forum
Devolution
Programme
Office

Innovation
Innovation
Groups
Innovation
Groups
Groups

Proposed Membership:
Greater Manchester
Strategic Health &
Social Care Partnership

12 CCGs, 10 LAs, Providers, NHS England, Regulators, Healthwatch,
GMCVO

Joint Commissioning
Board

12 CCGs, LA, NHS England

Overarching Provider
Forum

Acute, Community, Mental Health, Ambulance, Primary Care (LMCs)
Social Care, Public Health,

Innovation Groups

Joint Commissioner and Provider – Task & Finish Groups to support
identified workstreams

Devolution Programme
Office

TBC

Note: role of third sector and private sector providers in the arrangements outlined above
remains to be determined.
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All parties welcome the principles set out in this MoU and recognises the benefits it will
bring to the patients and citizens of Greater Manchester. The following explanatory notes
are provided for further clarity.
Explanatory Notes:

i

This will mean NHS England, CCGs and local authorities delegating relevant commissioning functions to joint
commissioning boards, in line with the Government’s policy of promoting joint commissioning between the
NHS and local government. As stated elsewhere in this MoU, NHS England and CCGs, as statutory NHS
organisations, would remain accountable for meeting the full range of their statutory duties.
ii

This will require collaboration with national government, led by the Department of Health,
to ensure that the proposed new arrangements continue to support the accountability of
CCGs and NHS England for improving quality and health outcomes, delivering core
operational standards, and ensuring the effective use of NHS resources. There will need to
be agreement as to the precise scope and extent of the commissioning functions that can
lawfully be delegated.
iii
The NHS Commissioning Board operates under the name of NHS England (NHSE) and will
be referred to as such throughout the remainder of this document.
iv
All references to “devolution” of responsibilities or funding to GM would currently imply,
in formal terms, the delegation of commissioning functions and associated financial
resources to joint commissioning boards set up under section 75 of the 2006 Act.
v
This recognises, in particular, that some of the areas described in the MoU go beyond the
statutory powers of NHS England and CCGs, and are often commissioned nationally.
vi
The proposed new commissioning arrangements will need to support CCGs and NHS
England in continuing to meet the full range of their statutory responsibilities. There will
need to be continued reporting against relevant national performance metrics to enable
CCGs and NHS England to be held to account for core operational standards, progress in
improving quality and outcomes and in other areas in a manner which is consistent and
comparable to the rest of the NHS.
vii
Funding for the NHS beyond 2015/16 will be agreed at the next spending review.
viii

Options for more radical approaches in relation to NHS estates will need to be considered through
engagement with relevant national partners.
ix

Access to any new NHS funding streams will clearly depend on the extent to which those
funding streams are made available to the GM CCGs (or to NHS England) and their relevance
to the delegated commissioning functions.
x
Where national policies apply, decisions about the implementation of those policies that
are made about Greater Manchester will be made with Greater Manchester. As set out in
the MoU national government will continue to set overall policy for health services,
including setting the Mandate for NHS England. National policies, inspection regimes,
guidance and regulations, and the standing rules for NHS commissioners will continue to
apply to the whole NHS, including GM. Where there are decisions that cannot legally be
delegated, these will continue to be taken by the relevant bodies.
xi

This refers to those specialised services that can be commissioned appropriately and effectively at a Greater
Manchester level.
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xii

Any delegation of primary care commissioning responsibilities will need to be consistent
with the relevant enabling legislation. The main focus will be on primary medical care, i.e.
general practice (GP) services.
xiii
This covers those public health services for which local authorities are responsible,
subject to the statutory ringfence, together potentially (and subject to discussion with the
Department of Health) with those public health services commissioned by NHS England on
behalf of the DH.
xiv
Any changes to the underlying statutory accountabilities of NHS England and CCGs would
need to be agreed with DH taking into account the advice of the National Audit Office. In
the absence of such changes, then the intention is that the relevant joint commissioning
boards will exercise functions on behalf of NHS England and CCGs.
xv

This remains subject to further discussion with Monitor, TDA and the Department of Health.

xvi

These strategic priorities will also need to reflect the Government’s Mandate to NHS England and other
relevant national policies.
xvii

The relevant provider Boards (or equivalent) will remain ultimately responsible for
decisions on provider structure and form, but GM will work with existing providers – and
with any potential new providers of health and care services – to help shape the provider
response to local commissioning intentions.
xviii
This will ensure that the role of GM commissioners in shaping and stimulating the
development of local provider arrangements complements the role of the relevant
regulatory bodies.
xix
There will be further discussion with Health Education England about how best to take
this forward.

Page 101

This page is intentionally left blank

Page 102

