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EXECUTIVE SUMMARY
In February 2015 the 37 NHS organisations and local authorities in Greater Manchester signed a
landmark devolution agreement with the Government to take charge of health and social care spending
and decisions in our city region.
The final draft of the Strategic Plan: Taking Charge of Health and Social Care in Greater Manchester
(the plan), sets out our collective ambition for Greater Manchester over the next five years and
complements work we have been doing over the last ten years on reforming and growing our city
region.
Over the last ten months we have focussed on creating arrangements where the Greater Manchester
bodies will be able to come together to make joint decisions, based on joint planning and with joint
delivery in mind. They must also be able to take on functions carried out by national bodies at present.
This is a strategic plan and as such the detailed changes resulting from the themes outlined in it need
to be worked through. We are developing our implementation plans which will describe how we turn our
ambitions into actual improvements to services over the next five years.
The final version of Taking Charge of Health & Social Care in Greater Manchester is due to be
published in March 2016.
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Taking Charge of our Health and Social Care in Greater Manchester

Foreword
In February 2015 the 37
NHS organisations and
local authorities in Greater
Manchester signed a landmark
devolution agreement with the
Government to take charge of
health and social care spending
and decisions in our city region.

We wanted to do this because we believe having the freedom
to radically transform the health of our population and to build a
clinically and financially sustainable model of health and social care
is a huge opportunity, as well as a great responsibility.
Greater Manchester has the fastest growing economy in the
country and yet people here die younger than people in other parts
of England. Cardiovascular and respiratory illnesses mean people
become ill at a younger age, and live with their illness longer, than
in other parts of the country. Our growing number of older people
often have many long term health issues to manage.
Thousands of people are treated in hospital when their needs
could be better met elsewhere, care is not joined up between
teams and is not always of a consistent quality. We also spend
millions of pounds dealing with illnesses caused by poverty,
loneliness, stress, debt, smoking, drinking, air quality, unhealthy
eating and physical inactivity.
The £6 billion we currently spend on health and social care – and
the way we spend it - has not improved this picture across Greater
Manchester.
The challenge is significant; if we don’t start to act now to
radically change the way we do things, by 2021 more people will
be suffering from poor health and we will be facing a £2 billion
shortfall in funding for health and social care services.
But like the challenge the opportunity is huge. Our goal is to
see the greatest and fastest improvement to the health, wealth
and wellbeing of the 2.8 million people in the towns and cities of
Greater Manchester.
In order to achieve this, we know we need a radical change in how
we build resilience in people and communities, as well as providing
safe, consistent and affordable health and social care. We need to
strike a new deal with people in Greater Manchester.
Our focus must be on our people and our places, not
organisations. There will be a responsibility for everyone to work
together, from individuals, families and communities as well as the
approxiamtely 100,000 staff working in the NHS and social care, to
the voluntary sector and the public bodies.
We want our city region to become a place which sits at the heart
of the Northern Powerhouse, with the size, economic influence and
above all skilled and healthy people to rival any global city.
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Put simply, skilled, healthy and independent people are
crucial to bring jobs, investment and therefore prosperity
to Greater Manchester. We know that people who have
jobs, good housing and are connected to families and
community feel, and stay, healthier.
So we need to take action not just in health and social
care, but across the whole range of public services so the
people here can start well, live well and age well.
We are taking charge of Greater Manchester through
our strategy of growth and reform of public services.
All 37 organisations in Greater Manchester are taking
responsibility and working with their communities to
understand how every person here can play their role.
We welcome the positive contribution of Healthwatch
and patient groups as well as input from voluntary, social
care and 3rd sector organisations. We look forward
to continued and stronger partnership working as we
implement the Plan.
We hope you will support our bold and ambitious Plan; the
first of its kind in the country.
Lord Peter Smith

Leader Wigan Council
Chair of the Greater Manchester Health and Social Care Strategic
Partnership Board

Dr Hamish Stedman

Chair of NHS Salford Clinical Commissioning Group
Chair of the Greater Manchester Association of Clinical Commissioning
Groups

Ann Barnes

Chief Executive Stockport NHS Foundation Trust
Chair of the Greater Manchester NHS Provider Trust Federation Board

Dr Tracey Vell

Chair of the Association of Greater Manchester Local Medical Committee
GM Primary Care Representative

Sir Howard Bernstein

Joint Chair of the GM Health and Social Care Devolution Programme Board
Head of Paid Service
Greater Manchester Combined Authority

Ian Williamson

Chief Officer
Greater Manchester Health and Social Care Devolution
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Taking Charge of our Health and Social Care in Greater Manchester

Chapter 1
The Greater Manchester
context
Summary
Across Greater Manchester (GM) we are working together on the radical reform of public
services. Our ambition is to improve outcomes for our people, increasing independence
and reducing demand on public services. The £6 billion we currently spend on health and
social care has not improved the long term outcomes for people living in GM.
GM faces an unprecedented challenge now, and over the next five years, in health
and social care service provision. We know that if we don’t act now, not only will our
outcomes remain worse than the rest of the country, but by 2021 we will have a £2 billion
gap in our public service finances.
Our response to this is to place health and social care reform at the heart of our city
region reform and growth agenda; healthy and independent people play a key part in
enabling us to achieve our ambition for a growing and sustainable GM in the future.
In order to achieve this, we know we need radical change at scale in how we provide
health and social care and a new deal with people in GM. Our focus must be on people
and place, not organisations. This is critical in helping us to achieve our vision ‘to deliver
the fastest and greatest improvement in the health and wellbeing’ of the 2.8 million
people living across GM.
We need to take action across the whole range of care services; upgrading our approach
to prevention, early intervention and self-care; redefining how primary, community and
social services become the cornerstone of local care; standardising and building upon
our specialist hospital services through the development of shared hospital services; and
creating efficient back office support.
This plan explains how, as a system, we are going
to approach and achieve this and how
our transformation fund will help us
change, to radically shift the nature of
demand and reform service provision.
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Our ambition for Greater Manchester
Our ambition is for GM to
become a financially selfsustaining city region, sitting
at the heart of the Northern
Powerhouse with the size,
assets, skilled and healthy
population, and political and
economic influence to rival any
global city.

In April 2011, GM established the first combined authority in
the country (GMCA), providing stable, efficient and effective
governance of our strategic agenda through the ten local
authorities in GM. In 2014, the Growth and Reform Plan, built
on our long history of collaboration, was underpinned by a
common commitment by all of our local authorities to increase the
prosperity of the people of GM.
The 12 Greater Manchester clinical commissioning groups (CCGs)
formed the Greater Manchester Association of CCGs (GMACCG) in
2013, building upon a strong history of collaboration between NHS
commissioners in the region. It has been instrumental in planning
and delivering a number of significant transformation programmes
within GM including: stroke reconfiguration, primary care medical
standards and Healthier Together.
GM also has a strong track record of collaboration with all of its
key stakeholders, particularly business. The GM Local Enterprise
Partnership (LEP) works constructively with the GMCA and with the
extensive network of business organisations to ensure not only that
business plays a full part in helping to shape the strategic direction
of GM, but also through its participation in the Manchester Growth
Company, where it plays an active role in overseeing the delivery of
key investment and growth responsibilities.
The reform of health and social care is vital to improving GM’s
productivity by helping more people to become fit for work, get
jobs, get better jobs and stay in work for longer. It will also help to
manage the demand on services created by an ageing population.
Addressing together the issues of complex dependency will help
those further away from the job market to move towards jobs and
assist the low paid into better jobs. Reform of Early Years provision
is key to increasing productivity of parents and, in the future, their
children.
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Why we need change
NHS England’s Five Year Forward
View acknowledges that some
improvements have been made
in health and social care over the
last 15 years: cancer survival is
at its highest ever, early deaths
from heart disease are down by
over 40 per cent, and long waits
for operations have reduced
from 18 months to 18 weeks.

However, the current fragmented health and social care system
has not enabled us to improve the lives of people in GM at a scale
and pace to realise our ambitions. The challenge we now face is
bigger than ever.
The health outcomes for GM people are worse than those in other
parts of the country and health inequalities are deep-rooted.
Older women in Manchester have the worst life expectancy in
England. The high prevalence of long term conditions such as
cardiovascular and respiratory disease mean that GM people not
only have a shorter life expectancy, but can expect to experience
poor health at a younger age than in other parts of the country.
Our population has aged and our older population will increase
by 25 per cent by 2025. As more people have developed multiple
long term conditions the focus has shifted from curing illnesses to
helping individuals live with chronic ill health.
Many people are treated in hospital when their needs could be
better met in primary care or the community. There is too little coordination between urgent services and emergency services - A&E,
ambulance, GP out of hours and NHS 111. There are real risks
of significant market failure in domiciliary, residential and nursing
care across social care and this impacts on system resilience and
hospital discharge planning. There is a rising burden of illness
caused by lifestyle choices like smoking, drinking and obesity.
These changes have put the NHS and social care under increasing
pressure and a growing number of people with multiple problems
receive care that is fragmented or leads to wasteful duplication.
On present trends, if we do nothing, the GM health and social
care system will face an estimated financial deficit of £2 billion by
2020/21. That pattern of rising demand is connected to our current
organisation of services and the imbalance between preventive
early help services and those which respond when crisis occurs.
The scale of the challenge demonstrates why radical change is
needed, both in the way services are delivered and in the way the
public use them. This is why we must use this opportunity to take
charge.
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Reforming our services
On 1 April 2016 a new era in GM’s
history begins when it becomes
the first region in the country
to have devolved control over
integrated health and social
care budgets, a combined sum
of more than £6 billion. For the
first time, health and social care
will become integrated and local
people will be taking charge of
decisions on the health and care
services for GM.

But GM is not just taking charge of health and social care provision.
Fundamental to the success of the ground-breaking agreement
between the Government and GM will be our ability to draw together
a much wider range of services that contribute to the health and
wellbeing of GM people.
The impact of air quality, housing, employment, early years,
education and skills on health and wellbeing is well understood. In
GM, General Practitioners (GPs) spend around 40 per cent of their
time dealing with non-medical issues. Therefore GM is embarking
on a large scale programme of whole-system public service
reform, bringing together decision making, budgets and frontline
professionals to shape services in ways that better support local
people and communities.
With local services working together, focussed on people and place,
we want to transform the role of public services and take a more
proactive approach rather than responding to crises. We want to
transform the way we use information, empowering our frontline
workforce to make more informed decisions about how and when
they work with individuals and families. Building on the principles of
early intervention and prevention, GM aims to deliver the appropriate
services at the right time, supporting people to become healthier,
resilient and empowered.
This Plan shows that GM has seized this unique opportunity to shape
its future, drawing on the assets of world-class public services, a
strong business base, and healthy, strong communities. We are
taking charge of our future, working together to help GM thrive.
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What we think is needed
Our vision is ‘to deliver the
fastest and greatest improvement
in the health and wellbeing’ of
the 2.8 million population of
GM, creating a strong, safe and
sustainable health and care
system that is fit for the future.
To do this we have focused on
delivering change in two critical
areas:

1. Creating a new health and care system
Our Plan is a national first. The devolution agreement means we
can think differently and promote service and system change in
ways that build on people’s views and strengthen local decisionmaking and accountability, to deliver significantly better outcomes.
We want to see the gap in health inequalities and finances
reduced further and faster, for the first time, by providing joined up
care from across the public sector and beyond.
We will take action across the whole range of care services,
upgrading our approach to prevention, early intervention and
self-care; redefining how primary, community and social services
become the cornerstone of local care; standardising and building
upon our specialist hospital services through the development
of shared hospital services; and creating efficient back office
support. These proposals are explained in Chapter 4.
By working together, unhindered by artificial and bureaucratic
barriers, organisations will provide integrated care to support
physical, mental and social wellbeing, improving the lives of those
who need help most. Our new models of care will build on NHS
England’s Five Year Forward View by re-orienting our health and
care systems so that we focus on preventing the big health and
care problems, like cancer, cardiovascular disease, diabetes
and respiratory, but also social isolation and deprivation which
undermine our prosperity as a city region, and investment in early
years and employment.
We know a critical enabler of the transformation we are pursuing
is a fit for purpose health and social care workforce. GM’s NHS
and social care workforce is currently approximately 100,000
strong, but we know we need to address some skills and capacity
shortages going forward in all parts of the system if we are to
improve outcomes for people in GM.
The scale of change will impact significantly on our workforce
and a key aspect of the Implementation Plan will focus on how
our workforce becomes an enabler to support the delivery of our
ambition. We need a workforce which is fit for purpose, able to
adapt to changing demographics and embrace new models of
care. We need a more flexible workforce with a breadth of skills
and knowledge that enables to us transform, lead and develop
new models of care.
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2.

Reaching a ‘new deal’ with the public
●● Registering with a GP and going for regular
check-ups, taking charge of their own health
and wellbeing.

At the heart of our approach to devolution is the
brokering of a new relationship with the people of
GM.
The long term health and wellbeing of people
will only be secured through a new relationship
between people and the services they use; striking
a new deal which needs both sides to deliver on its
promises if we are going to transform the longterm health of GM.
In its simplest form public services will take
charge of and responsibility for their localities. For
example they will:

●● Taking time to be supportive parents, bonding
with their babies and encouraging their children
to be the best they can be.
●● Taking advantage of training and job
opportunities setting high aspirations for
themselves and their families.
●● Supporting their older relatives, friends and
neighbours to be as independent for as long as
possible.

●● Ensure there are a wide range of facilities
within local communities including parks, open
spaces, leisure, safe cycling routes, good
quality housing.

●● Getting involved in their local communities.

●● Ensure easy, timely access to good quality
seven day a week primary care to screen,
diagnose and treat and prevent disease as early
as possible.
●● Support families to bring up their children to
have the best start in life through our Early
Years New Delivery Model.

●● Drinking and eating sensibly, not smoking and
encouraging their children to do the same.

Devolution of health and social care to GM
provides the first opportunity to tackle the historic
fragmentation of leadership, planning and service
delivery in our health and care services. By
working collaboratively and planning together for
change, we will improve services to increase the
wellbeing of our people and create a strong, safe
and sustainable health and social care service that
is fit for the 21st century.

●● Support all people to live well, supporting
unemployed people into work or training and
helping people benefit from the fastest growing
economy in the UK.
●● Assist people to age well; keeping healthy and
connected to their neighbours for as long as
possible at home.
At the same time the people of GM must take
greater charge of, and responsibility for, their own
health and wellbeing. This could include:
●● Keeping active and moving at whatever stage
of life.
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Population health outcomes
We recognise that we generally
have worse health outcomes
than England. We will therefore
concentrate our efforts closing
the gap between GM and England
by raising population health
outcomes to those projected for
England in five years’ time, in
other words we will go further,
faster.

The impact of housing, employment, air quality, early years
services, education and skills on health and wellbeing is well
understood and we have organised our prevention and early
intervention work around a life course approach – Start Well, Live
Well and Age Well.
Outcome

Measure

START WELL
More GM Children will reach
a good level of development
cognitively, socially and
emotionally.

Improving levels of school readiness
to projected England rates will result
in 3250 more children, with a good
level of development by 2021.

Fewer GM babies will have a
low birth weight resulting in
better outcomes for the baby
and less cost to the health
system.

Reducing the number of low birth
weight babies in GM to projected
England rates will result in 270 fewer
very small babies (under 2500g) by
2021.

LIVE WELL
More GM families will be
economically active and family
incomes will increase.

Raising the number of parents in good
work to projected England average
will result in 16,000 fewer GM children
living in poverty by 2021.

Fewer people will die early
from Cardio-vascular disease
(CVD).

Improving premature mortality from
CVD to projected England average will
result in 600 fewer deaths by 2021.

Fewer people will die early
from Cancer.

Improving premature mortality from
Cancer to projected England average
will result in 1300 fewer deaths by
2021.

Fewer people will die early
from Respiratory Disease.

Improving premature mortality from
Respiratory Disease to projected
England average will result in 580
fewer deaths by 2021.

AGE WELL
More people will be supported
to stay well and live at home
for as long as possible,

Reducing the number of people over
65 admitted to hospital due to falls
to the projected England average will
result in 2,750 fewer serious falls.

We will ensure that we are addressing the health outcomes which
are important to the people of GM. We will therefore engage with
the public to refine, add to and amend our outcomes frame work
as we develop our implementation plans.
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Chapter 2
Our leadership journey
Summary
On 25th February 2015, the Chancellor George Osborne, the Secretary of State Jeremy
Hunt, NHS England Chief Executive Simon Stevens and the leaders of local authorities
and NHS organisations in Greater Manchester announced ground-breaking plans for the
devolution of health and social care as part of the Northern Powerhouse.
NHS England, 12 NHS Clinical Commissioning Groups, 15 NHS providers and 10 local
authorities entered into a landmark Memorandum of Understanding (MoU) agreement to
formally take control of the £6 billion of public money spent on health and social care to
transform the system and deliver radical change over the next five years.
We have committed to work together ‘to deliver the fastest and greatest improvement in
the health and wellbeing’ of people across GM.
We have already achieved significant progress together, through
eight early implementation work streams (as detailed
from p14), which have demonstrated our ambition,
determination and capability to make
rapid, system-wide service change.
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Our journey
The GM Devolution Agreement
was settled with the Government
in November 2014. It describes
how decisions around a range
of public services (transport,
planning and housing) would be
devolved to GMCA, giving people
and their local representatives
control over decisions which
have previously been taken at a
national level.

The reform of health and social care is a key part of this and
following the wider agreement, NHS England, the 10 GM local
authorities, 12 CCGs and 15 NHS and foundation trusts agreed to
work together to transform health and social care.
In February 2015, the Memorandum of Understanding (MoU)
between the Government, the GM health bodies and local
authorities and NHS England, gave local control over an estimated
budget of £6 billion each year from April 2016. The MoU covered
all services including acute care, primary care, community
services, mental health services, social care and public health.

Leadership challenge
As part of the MoU we
committed to the production,
during 2015/16, of this Plan.
This, aligned with NHS England’s
Five Year Forward View, would
describe how a clinically and
financially sustainable landscape
of commissioning and provision
could be achieved over the
subsequent five years, subject
to the resource expectations
set out in the Five Year Forward
View, appropriate transition
funding being available and the
full involvement and support of
national and other partners.

The 37 statutory organisations involved in health and social care
across GM (listed at the back of the document) have formally
agreed to work together by taking control of the £6 billion of public
money spent on health and social care in GM. Working within the
NHS Mandate, associated national policy and quality assurance
parameters, we will aim to deliver rapid and radical improvements
over the next five years.
Following the formal agreement to work together, the leadership
and governance arrangements in GM had to be developed at pace
and scale to ensure the system could reach decisions together in
a robust, fair and equitable way. These governance arrangements
were designed and agreed with the full involvement of senior
leaders across the health and social care system.
Following the signing in February, a Programme Board met for the
first time on 20th March 2015 to oversee the transition to full health
and social care devolution. Co-chaired by Sir Howard Bernstein,
Head of Paid Service for the Greater Manchester Combined
Authority and Simon Stevens, Chief Executive of NHS England it
includes representatives from the NHS and local authorities in GM,
and NHS England.
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Early implementation priorities
We agreed a set of early
implementation priorities as a
GM system to help us to test
our devolved arrangements and
deliver change at pace and at
scale.

In July 2015, we agreed and created a unified public health
leadership for GM.
This is the first agreement of its kind in England and is
between GM, NHS England and PHE to place a greater
leadership emphasis and focus on prevention and early
intervention to stop people in GM becoming ill, so that they
can remain independent and have the best family, work and
lifestyle opportunities to contribute to a transformational and
sustainable shift in the health and wellbeing of the population.

By the end of 2015, everyone living in GM who needs
medical help will have same day access to primary care
services, supported by diagnostic tests, seven days a
week.
In February 2014, we published our GM Strategy for Primary
Care, which outlined our primary care commitments. As part
of the delivery of this strategy, we developed the GM Primary
Care Medical Standards, which will be implemented in the ten
GM localities by December 2017.

In January 2016, we will extend our Working Well pilot to an
additional 15,000 out of work GM people.
In March 2014, GM established a Working Well pilot through
a unique agreement with Government, which supports
people who have been unemployed for a long time back into
sustainable employment.
Due to the success of the GM pilot, in January 2016, we will
launch the expansion of the programme to improve support for
a further 15,000 out-of-work people who face barriers to work.
This approach across health, employment and skills is the first
example of its kind in England.
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We have started the implementation of four shared, single site services as a result of the
Healthier Together programme. This will save up to 1,500 lives across GM over the next five
years.
In 2012, the CCGs in GM embarked on a programme to develop single shared services (where care is
provided by a team of clinical staff working together across a network of linked hospitals) for urgent
and emergency care, acute medicine and general surgery across the acute trusts in GM because there
was variation in outcomes for patients undergoing abdominal general surgery at different hospitals.
In July 2015, the 12 GM CCGs, through the decision making body the Committees in Common, agreed
to have four shared, single site services. As a result, hospitals will work in partnership to form shared
single services. One of the hospitals within each of the single services will specialise in emergency
medicine and abdominal general surgery for patients with life-threatening conditions to ensure quality
and safety standards are met and all hospitals can continue to provide care to their local population.

In September 2015, we launched Health Innovation Manchester – a partnership between leading
healthcare research, academia and industry organisations across GM.
Health Innovation Manchester has been established to accelerate the discovery, development and
implementation of new treatments and approaches, with a focus on improving health outcomes and
generating economic growth. The combination of our research strengths, business base and ecosystem and devolution makes this a unique opportunity within the UK and globally. We aim to be one of
the best regions in the world for partnerships with innovative lifescience companies, driving economic
growth and improving health outcomes.
Getting new ideas tested, adopted and widely used takes too long in the NHS – sometimes up to
20 years. To overcome this, GM has taken this unique step to accelerate health innovation into the
local health and social care system. It is already in a strong position with three teaching hospitals, a
research-led university base, a critical mass of life science firms and skilled workers, and a large and
diverse population.
We will identify and spread the interventions that will have the biggest impact on the greatest number of
people in GM. We will work to source the rapid take up of innovations on a large scale and to achieve this,
we will also work to create industry partnerships, to speed development and attract inward investment.
There are a number of key enabling platforms that GM has that will be further developed to support
health innovation. The priorities are our informatics and clinical trial capability, which provide essential
underpinning for discovering, developing and delivering new therapies. Work is already underway to
identify those treatments or approaches that could be delivered at scale in the short term and bring
short term benefits while also testing the innovation system. These will be chosen within the context of
place-based priorities that focus on the particular health needs of the population.
We will work to develop a systematic programme of primary, secondary, and tertiary risk assessments
using new technologies of genomics and health data. This will help us create new models of care
based on prevention and prediction
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We will set caps on locum and agency expenditure and
develop a skills and employment passport by April 2016 to
enable more flexible movement of our workforce.
An agreement is being negotiated to cap locum and agency
expenditure across GM by April 2016.

In November 2015, we launched the GM three year vision
for learning disabilities to improve independence for
people living with learning disabilities and their families
across GM.
Following the Winterbourne View scandal, a national strategy
was announced to close long term institutions for people with
learning disabilities and care for them in their communities
closer to home.
There are currently 150 people with learning disabilities from
GM in hospital who could more appropriately live in the
community. In addition some people are in hospitals far from
GM and are therefore unable to maintain good contact with
their families and friends. There is a wide variation between
the localities in GM in how people access services such as
health checks and day care. We also have a higher number of
children with learning disabilities in hospitals, compared to the
average for England and Wales.
Our vision sets out how we will provide each person with a
learning disability with a supported place to live, as close to
their homes and families as possible. This should help people
with complex needs to live in local neighbourhoods, encourage
the development of skills and of social relationships, support
them at times of crisis, and foster choice and independence.
This GM programme will align to the work taking place at a
locality level to improve services for people living with learning
disabilities.
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In March 2016, we will launch a five year GM programme – Dementia United, to improve the lived
experience of people with dementia and their families.
Dementia causes immense suffering to the individuals and families affected. To provide effective
support, integrated services are vital - across NHS and social care, hospital and community services
and physical and mental health services. Without good access, good co-ordination and good support,
suffering is increased and costs rise.
By 2021, it is estimated there will be nearly 35,000 people living with dementia in GM.
Nearly a third (30 per cent) will have severe symptoms, requiring 24 hour care. By 2021 the cost of
caring for them is estimated to be around £375 million annually.
We will create a dementia service for GM that supports the delivery of the Prime Minister’s dementia
challenge and serves as a beacon for the UK.
It will:
●● identify patients early
●● slow down deterioration through monitoring
●● provide consistently high quality community care to prevent hospital admission
●● provide consistently high quality hospital care to avoid increases in length of stay
Central to our five year programme is the theme of ‘connectedness’ within which we have identified
three key areas - Monitor my Health, Enrich my World, Connect me to my Support System.
To deliver this, we will create a single commissioning framework to support the following:
●● Preventing well – reducing the risk of dementia, for example through health checks for vascular
dementia
●● Diagnosing well – developing a “seek and treat” system offering early assessment
●● Living well – establishing dementia friendly communities
●● Supporting well – providing access to health and social care as necessary, to reduce emergency
admissions and care home placements
●● Dying well – ensuring people die in the place of their choosing
We will support people newly diagnosed with dementia, with a case worker who will provide increasing
levels of support to them and their carers as the condition progresses.
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A great example of how working together across GM can create improved services is the
work we are doing on cancer. Our goal is to push GM’s outcomes and survival rates to
at least the national average and to ensure, through prevention, that fewer people have
cancer.
GM has some of the very best cancer services and clinical outcomes in the country. One
year survival rates have increased faster than elsewhere over the last 15 years and have now
surpassed the average for England. But it also has some of the worst rates of premature death
from cancer because of lifestyle factors for example smoking and delays in patients seeking help.
More than a quarter (28 per cent) of cases of cancer are diagnosed in A&E, when it is often too
late for treatment to be effective. We also know that how people access services varies across
different places.
As part of a GM Cancer Strategy by 2021, our vision is that we will have:
●● a single GM cancer commissioning organisation to manage and monitor cancer services
across GM
●● a system leader that will be accountable for integrating all elements of cancer prevention and
care
●● a strategy for partner engagement to drive improvement
●● innovative models of care such as delivering services closer to home
●● reduced delays in referrals for treatment
●● improved outcomes and survival comparable with top European countries
●● reduced inequity across the conurbation by tackling unacceptable variations in access and
quality of care
●● a clear focus on prevention and rapid access to diagnostics
●● support for education and research
●● consistent quality standards
●● a financially sustainable service
We will run a three year pilot (2015 – 2018) spanning the entire spectrum of cancer care from
public health and primary care through to diagnostics, treatment, long term support and end of
life care.
We are leading the way in GM, with cancer services working with the Royal Marsden and
University College London Hospitals within a single National Cancer Vanguard established to test
out new models of care delivery across the entire cancer patient pathway. The aim of this is to
bring significant improvements in outcomes and patient experience through a strengthened focus
on early referral and rapid access to diagnostic services.
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We have developed and agreed a GM Strategy for integrated mental health services across
public service provision. Implementation of this strategy will commence from April 2016.
Mental illness can seriously affect the lives of individuals and their families. People with
mental health problems are far more likely to suffer physical ill health. For example they are
approximately three times more likely to use emergency care, often for reasons not connected
with their mental state.
Health costs for people with long term conditions are at least 45 per cent higher if they also
have a mental health problem. Up to 18 per cent of all NHS spending on long term conditions is
linked to poor mental health – equivalent to £1.08 billion in GM. Employment rates are below the
national average and sickness absence is high.
Life expectancy for those with severe mental illness is 10-15 per cent shorter than the general
population.
There are many examples of good practice in mental health across GM but quality, access and
support vary.
We will explore the integration of mental health service across the ten GM localities, and across
the wider GM conurbation, with a single point of contact making it easier for service users and
professionals to navigate.
Stronger links will be forged with the following programmes: Troubled Families, Working Well and
Complex Dependency.
We are committed to achieving parity of esteem for people with mental health issues in GM
through the development and agreement of a GM Mental Health Strategy. Through this we will
focus on four priority areas:
●● Prevention and early intervention through strengthened community services and public health
campaigns
●● Improved access through increased collaboration among services with 24/7 crisis support and
shorter waits for psychological therapies
●● Creating a sustainable system with
common standards and payments for
outcomes
●● Integrating care across the life course
and with a focus on delivering the right
care at the right time in the right place
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Chapter 3
Building and governing
the Plan
Summary
Following the signing of the MOU in February 2015, harnessing the strong leadership
across the GM system, we agreed that to transform our services we need to work across
the pathway of intervention and support.
This means we are working together to agree and define how we:
●● Change our relationship with people, helping them to stay well, care for themselves
and prevent illness and intervene early
●● Transform care in localities by integrating primary, community, acute, social and
third sector care through the development of new locally accountable platforms with
single integrated commissioning hubs to facilitate clinical co-ordination
●● Standardise and create consistent evidence based hospital services
●● Redesign our back office support to create the most efficient services we can
●● Create systems once at GM level which incentivise our new models of care and
support
This Plan has been built from ten locality plans, provider reform plans and a
range of GM strategies; it is complementary to and driven
by what’s happening in each local area. It has been
developed with the input and support
from national bodies and regulators,
including NHS England, NHS
Improvement (Monitor and the Trust
Development Authority) and the Care
Quality Commission.
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Principles of the Plan
All of our plans are focussed on
people and places rather than
the different organisations that
deliver services. This means we
are thinking more innovatively
about pulling services together
and integrating them around
people’s homes, neighbourhoods
and towns.

Our plans are developed on the principles of co-design and
collaboration, all 37 statutory GM organisations have been working
together to agree how we do things once, collectively, to make our
current and future services work better.
We aim to secure financial sustainability through our plans and
service reform.
Each locality is putting the money we have for health and social
care into pooled budgets, so we can buy health, care and support
services once for a place in a joined up way.
We develop plans based on the principle of fairness to ensure that
all the people of GM can have timely access to the support they
require.
We are innovative in our approach, using international evidence
and proven best practice to shape our services to achieve the best
outcomes for people in the most cost effective way.
We aim to deliver the best quality, outcome based services within
the resource available.
We have used this early work to begin to create a plan between
commissioners and providers at a GM level and submitted a bid as
part of the government’s Comprehensive Spending Review (CSR).
This was our first piece of whole system modelling and financial
planning and was submitted as part of the overarching Devolution
CSR bid.

21
Page 41

FINAL DRAFT v11.3 • Dec 2015

Taking Charge of our Health and Social Care in Greater Manchester

Building the plan
Our Plan for health and social
care in GM is built on a history
of collaboration between health
and local authority partners, and
we are used to working together.

We are working to ensure that we agree and take decisions in GM
about GM at the right level - at neighbourhood, locality (there are
ten localities in GM see below), cluster (more than one locality) or
GM wide.
We are working to agree the most appropriate levels of service
delivery at which to plan, take decisions and deliver.
This Plan marks a significant change in the approach to planning
that has been in place in previous years, where each statutory
organisation developed its plans separately. This Plan describes
how the GM health, care and support system and its 37 statutory
organisations will work together. They will still have their own
plans, as statutory bodies, but these individual plans will be
shaped by the strategic context of the locality plans as well as the
overall GM Strategic Plan.
Following the signing of the MoU, we have worked with all
of the national and regulatory bodies to develop our plans at
locality and GM level across commissioners and providers. This
includes NHS England, NHS Improvement (Monitor and Trust
Development Authority) , Public Health England (PHE), the Care
Quality Commission (CQC), the National Institute for Health and
Care Excellence (NICE), Health Education England (HEE), the
Department of Health (DH), Her Majesty’s Treasury (HMT) and the
Department for Communities and Local Government (DCLG). Their
strong support and commitment has been vital in achieving rapid
progress and we will continue to work with them to implement
our plans. We have signed an agreement for how we will work
with PHE as a devolved system and will sign agreements with the
remaining national bodies before the end of March 2016.
The Plan is built from locality plans, NHS provider plans and GM
work stream plans.

Locality plans
We have based this Plan on the ten localities - Bolton, Bury,
Rochdale (including Heywood and Middleton) Manchester,
Oldham, Salford, Stockport, Tameside (including Glossop), Trafford
and Wigan.
Each of our ten localities has a place-based plan which will be
signed off by their Health and Wellbeing Board.
The locality plans form the bedrock of what will be delivered in
their area and set out how the savings from the integrated better
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care models and prevention will be delivered. The
plans have been developed from work already
underway to develop Better Care Fund (the
integration of health and social care funding) plans,
but have been radically extended across public
sector services to integrate social care, mental
health and learning disability services.
Each locality will start to align the CCG and local
authority commissioning functions from April 2016
to develop a single commissioning plan, pool
budgets, integrate governance, decision-making
and commissioning skills. Across GM we have
committed to pool £2.7 billion. This will ensure the
outcomes, that health and wider public services
aim to achieve, are aligned.

organisations and with the people who regulate
trusts (NHS Improvement - Monitor, Trust
Development Authority).  For the first time, the 15
individual provider plans have been shared across
GM between providers and with commissioners.
The providers are working together with their
commissioners to deliver local requirements,
but are also working on some key work streams
together where this makes sense.

GM work stream plans

The plans also outline the intention to create single
service models in each locality delivered through
integrated neighbourhood teams, to remove the
fragmentation between services.
Work will focus on aligning primary and
community care to ensure high quality reablement, rehabilitation, discharges and referral
management.
Sharing these plans has enabled us to see where
there is best practice in our localities, identify
opportunities to scale up and roll out changes
and determine the key priorities for delivery in the
next five years and beyond to integrate our public
service offer.
Each locality plan includes a place-based ambition
to contribute towards the delivery of the wider GM
ambition. They capture the full range of initiatives
to improve health and wellbeing and many go
beyond traditional health services to include work
on housing, employment, Early Years, Troubled
Families and community development.

Work in our localities alone will not fully address
our financial sustainability challenge and in some
cases there can be a greater benefit to plan and
commission services at a cluster or GM level.
We are always striving to integrate and provide
services at the level closest to where people
receive them, but how we change some services
and connect people to the growth and economic
reform opportunities is better done once at a GM
level. This approach enables us to understand
when we need to propose bold ideas that can only
be planned and commissioned at a cluster or GM
level, but will need to be delivered in the context of
our neighbourhoods and localities.
We have developed and agreed plans which are
aiming to address some of the specific challenges
that exist across all localities in GM, like mental
health, cancer, high levels of unemployment and
deprivation. We have focussed these on areas
where it makes sense to do the thinking once
and agree how we can improve health care and
support for people. The GM strategies include:
●● Primary Care
●● Specialised services
●● Mental Health
●● Public Service Reform programmes
●● Cancer

NHS provider plans

●● Learning Disabilities

All of the NHS providers in GM agree plans each
year to run their services, including hospitals.
These have always been agreed in individual

●● Dementia
●● GM information sharing: GM Connect
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Agreeing how we work and take
decisions
To successfully deliver our Plan and deliver
the change that is required, the 37 statutory
organisations involved in health and social
care across GM have formally agreed to a new
governance system – the first time this has been
accomplished at this scale in England. This will
enable GM to establish integrated leadership
founded upon collaboration and evidence-based
decisions about services delivered to GM people.
Commissioning will be undertaken in accordance
with statutory responsibilities at locality level or
when it is most appropriate, by commissioners
collaborating at GM level.
Our governance system is based on the principles
agreed in the MOU:
●● GM NHS will remain within the NHS and subject to the NHS Constitution and Mandate
●● Decisions will be taken at the most appropriate
level
●● GM will take decisions that are relevant to GM
●● CCGs 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 with GM as soon as possible
The new governance structure has:
●● A Strategic Partnership Board (SPB) which sets
the vision, direction and strategy for the GM
health and social care economy
●● A Strategic Partnership Board Executive (SPB
Executive) which supports the SPB and will develop policy and make recommendations to the
Board. It will be the engine that drives delivery
of the Plan and ensures business at the Board
is transacted efficiently

●● A Joint Commissioning Board (JCB) which
commissions services at the GM level to deliver
the vision set out by the SPB. It will be the
largest single commissioning vehicle in GM and
will produce a commissioning strategy in line
with the Plan. The decisions it takes will be joint
and binding
●● An NHS Provider Trust Federation Board where
the 15 trusts in GM have joined together to
allow them to work more effectively and efficiently
●● An overarching Provider Forum which will bring
together NHS and non-NHS providers (domiciliary providers, private sector health providers,
voluntary and hospices) to be part of the development of new models of care
●● Primary Care is represented at the SPB and
SPB Executive and has also formed a Primary
Care Advisory Group made up of representatives from Dentistry, General Practice, Pharmacy and Optometry
The members of these groups come from all 37
statutory GM health and social care organisations
plus national bodies as appropriate (NHS England,
NHS Improvement and others), as well as other
providers and representatives from primary care,
the voluntary sector and patients, including
Healthwatch.
A key principle of the governance arrangements
is that local commissioning will remain a local
responsibility. The JCB will intervene in local
decisions only where it agrees that it would be
more efficient and effective for decisions to be
made at a GM level.
Some national services (for example highly
specialised services) will remain within the remit of
NHS England, for practical and cost effectiveness
reasons, and will be co-commissioned in many
circumstances.
These arrangements will enable us to be clear
about responsibility, accountability and assurance
around the decisions that we take together.
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Chapter 4
Health and social care reform
Summary
Our health and social care reform is built on the need to reimagine services across our
whole care system.
By upgrading prevention and self-care we are proposing to change the way GM people
view and use public services, creating a new relationship between people and public
services. This means more people managing their health, looking after themselves and
each other. This means increasing early intervention at scale and finding the missing
thousands who have conditions, but do not know it yet. We want to work across GM to
have standardised support that helps people to start well, live well and age well.
Through the transformation of community based care and support we are proposing
to enhance our primary care services, with local GPs driving new models of care and
Local Care Organisations (LCO) forming to include community, social care, acute, mental
health services, the full range of third sector providers and other local providers such as
schools. We want LCOs to be the place where most people use and access services, in
their communities, close to home.
Through the standardisation of acute and specialist care we are proposing that NHS
providers across GM increasingly work together and collaborate across a range of clinical
services. We want a sector which is functioning to the best clinical pathways and the
highest level of productivity so people get high quality care when they need it.
Through the standardisation of clinical support and back office functions we are
proposing to redesign our services to meet the delivery and efficiency challenges of a
redesigned care system. We want clinical support services which deliver at locality level
and back office functions which drive the best possible service models for procurement,
pharmacy and estate management.
In enabling better care we are proposing to work together to look at the most effective
way to deliver our new care models and deliver standardised offers.
We want a radically redesigned payment system to drive care
in localities, we want technology to support this, we
want an innovative and real time approach
to research and development and we want
one integrated approach to managing our
public sector buildings.
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Reimagining services across our
whole care system
It is widely accepted that GM will
not meet the challenges it faces
over the next five years through
incremental change. Additionally,
no single locality can deliver the
scale of reform proposed here
acting alone. Our transformation
must be comprehensive,
covering all aspects of care and
support and all parts of GM.

1

Engagement with NHS commissioners, providers and local
authorities, alongside best practice from national and international
experts has identified five key areas for transformational change,
as in the diagram below.
By upgrading prevention and self-care we are proposing to change
the way GM people view and use public services, creating a new
relationship between people and public services. This means more
people managing their health, people looking after themselves
and each other. This means increasing early intervention at scale
and finding the ‘missing thousands’ who have diseases, but do
not know it yet. We want to work across GM to have standardised
support that helps people to start well, live well and age well.

3

Radical upgrade
in population health
prevention

A shift in focus to population
health that supports GM
residents to self-manage,
innovates the model for
prescribers and pharmacies,
and tackles the future
burden of cardiovascular
disease and diabetes.

5

2

Transforming
community based
care & support

Standardising acute
& specialist care

The creation of “single shared
services” for acute services and
specialist services to deliver
improvements in patient
outcomes and productivity,
through the establishment of
consistent and best practice
speciﬁcations that decrease
variation in care; enabled by the
standardisation of information
management and
technology.

A new model of care closer to
home that includes scalable
evidence based models for
integrated primary, acute,
community, mental health and
social care. Key features will be
targeted case management of the
population most in need delivered
by upskilled multi-disciplinary
teams, together with streamlined
discharge planning in order to
reduce the demand placed
on acute hospitals.

4

Standardising
clinical support and
back ofﬁce services

The transformational
delivery of clinical support
and back ofﬁce services at
scale across GM, including
the establishment of
coordination centres to help
navigate GM residents
through our complex system
to the right services.

Enabling better care

The creation of innovative organisational forms, new ways of commissioning, contracting and payment
design and standardised information management and technology to incentivise ways of working across
GM, so that our ambitious aims can be realised.
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Through the transformation of community based
care and support we are proposing to transform
our primary care services, with local GPs driving
new models of care and Local Care Organisations
(LCOs) forming to include community, social care,
acute, mental health services and the full range of
third sector providers. We want LCOs to be the
place where most people use and access services,
in their communities, close to home.
Each locality will have a joined up commissioning
approach between the local authority and health
partners, using pooled funds for a substantive
proportion of the health and social care spend.
Joint spending plans will be agreed to deliver
shared improved outcomes for their local people.
These services will be delivered through the range
of models described in the NHS England Five
Year Forward View. The choice of model will be
relevant to the local circumstances (multi-specialty
community provider (MSCP), primary and acute
care system (PACS), integrated care organisations
(ICO), accountable care organisations (ACO) and
accountable healthcare management organisations
(AHMO)) but will hold a range of common features
to ensure scale of impact. Across all the GM
localities, we will refer to these as LCOs.

We want a hospital sector which is functioning to
the best clinical pathways and the highest level
of productivity which means that people get high
quality care when they need it.
Through the standardisation of clinical support and
back office functions we are proposing to redesign
our services to meet the delivery and efficiency
challenges of a redesigned care system. We want
clinical support services which deliver at locality
level and back office functions which drive the
best possible service models for procurement,
pharmacy and estate management.
In enabling better care we are proposing to
work together to look at the most effective way
to deliver our new care models and deliver
standardised offers. We want a radically
redesigned payment system to drive care in
localities, we want technology to support this,
we want an innovative and real time approach
to research and development and we want one
integrated approach to managing our public sector
buildings.

Through the standardisation of acute and
specialist care we are proposing that NHS
providers across GM increasingly work together
and collaborate across a range of clinical services.
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1.

Radical upgrade in population

The future health of our children,
the sustainability of the NHS
and the economic prosperity of
GM all now depend on a radical
upgrade in prevention and public
health, as the NHS England Five
Year Forward View made clear.

Our progress in achieving wider public service integration is key to
securing the health benefit of non-medical support and helping our
health and care system function better. This can span from early
help to crisis response across the whole public service, alongside
the voluntary and community sector, to ensure our blend of
support is as effective and appropriate as it can be.
For example, connecting health and care to housing providers
will extend their established role in building communities and
improving individual wellbeing by working in partnership across the
region to support health services, particularly around prevention,
early intervention and re-ablement. Additionally, GM is clear on the
health benefit brought by the fire service as an expert in prevention
and community engagement. Greater Manchester Fire and Rescue
Service now acts as a prevention agent on behalf of all health and
care partners whilst continuing to reduce demand relating to fire.
Our aim is to boost independence, improve health and reduce
demand on services, through five key themes:

1: More people managing health: people
looking after themselves and each other
The influence of people’s behaviour on health outcomes can
be seen in everything from preventing illness through to the
management of long term conditions. 60-70 per cent of premature
deaths are caused by behaviours that could be changed and
around 70-80 per cent of all people with long term conditions can
be supported to manage their own condition.
Our ambition is to develop a whole systems approach to selfcare, which can be adopted across localities. This will entail
changes in commissioning, organisational and clinical processes,
workforce development and the support provided to individuals
and communities.
Key elements of our programme are:
●● Working with Health Innovation Manchester to develop new
digital technologies to allow people to track and analyse their
own health data and to share this with others to aid prevention
and management of long term illnesses
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health prevention
●● Large scale social marketing programmes,
using behavioural insights, to support lifestyle
change and engage the population to be more
active in promoting their own and others’ health
●● Developing a GM framework for ‘patient
activation’, motivating people to take
control and supporting work to tackle health
inequalities
●● Increasing the range and profile of self-care
support programmes and train our workforce to
deliver them
●● Working with Health Education England (HEE)
to upskill our public sector workforce in key
areas of practice such as self-management
education, shared decision making, health
coaching and patient activation
●● Working to embed social responsibility across
our public sector

2.	 Increasing early intervention
at scale – finding the missing
thousands:
Late diagnosis causes unnecessary suffering and
means diseases are harder and more expensive to
treat. We only know about half of the preventable
disease that exists in our population. The people
with illnesses we - and often they - do not yet
know about are called ‘the missing thousands’.
Finding people who already have, or who are
at risk of developing, disease and successfully
managing their condition(s) is crucial to prevent
illnesses across GM and to reduce mortality,
morbidity and inequalities in health.
Key elements of our programme are:
●● Bringing together our screening and
immunisation commissioning and our
public health people to form an integrated
commissioning team

●● Implementing the evidence base for early
detection of disease through screening and
case finding to find the missing thousands
who have a condition but have not yet been
diagnosed. This will be supported by better
information on a range of conditions including
online advice, discussion forums and selfmanagement programmes to empower people
to look after themselves
●● Proactively reaching out to people registered
on a GP list who do not attend GP practices,
to engage with the community and create a
cultural movement for health awareness and
improvement

3.	 Starting Well – supporting
parents to give their children
the best possible start in life
GM has consistently recognised the importance
of a child’s early years in achieving our long term
ambition for growth and reform. Enabling parents
to give their children the best possible start in life
is essential in helping children reach a good level
of development as measured by school readiness.
Children who do not achieve a good level of
development at age five will struggle in later
years with social skills, reading, maths, physical
skills and overall educational outcomes. They
are more likely to experience difficulties with the
criminal justice system, have poorer health and job
prospects and ultimately die younger.
Across GM the percentage of children achieving
a Good Level of Development (GLD) is 62.4 per
cent compared with 66 per cent nationally. Within
this there is significant variation across GM itself
with some localities achieving 73.4 per cent
whilst others only achieve 57.2 per cent. Creating
consistency of achievement without stifling
innovation and further progress in other areas is a
key challenge to our GM programme.
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Our Early Years New Delivery Model is based on
consistent age appropriate assessment measures
promoting early intervention and prevention,
implemented through improved engagement with
families with young children from pre-birth to
school. This is supported by a series of evidence
based interventions supporting short and long
term benefits.
We will make sure children are ready to start
school by:
●● Prioritising delivery and effectiveness of
universal and targeted services in the antenatal
period and to children age 0-5 and their families
●● Early identification of risks and developmental
delays supported by evidence based
assessments and interventions
●● A GM wide approach to further improving high
quality early education and child care and
increasing the skills and qualifications of the
early years and child care workforce
●● Helping parents who are out of work to access
education and training to help them towards
work
●● Focusing on prevention and early intervention
through consistently high quality universal/early
help services through maternity services, health
visiting, Children’s Centres and early education
providers
●● Addressing health and social inequalities by
improving the physical and emotional health
and wellbeing of the 0-5 population and their
families
●● Delivering integrated commissioning and
provision across all early years services
focused on: parent and infant mental health;
maternity/health visiting communication;
speech, communication and language; social,
emotional and behavioural pathway including
parenting; high needs pathway for vulnerable
children and complex families
●● Further improving the quality of early education
for 2, 3 and 4 year olds including effective
support to providers to increase the accuracy
and use of assessment tools and information

to improve outcomes for the most vulnerable
children, making best use of the Early Years
Pupil Premium and supporting effective
transition to primary school.
In July 2015, the Government and local authorities
agreed to undertake a fundamental review of the
way that all our services to children are delivered.
As a trailblazer, the Government will support the
GMCA to develop and implement an integrated
approach to preventative services for children and
young people by April 2017.

4.	 Living well in Greater
Manchester ‘Good work –
good health’
A healthy workforce can reduce sickness absence,
lower staff turnover and boost productivity - this
is good for employers, workers and the wider
economy. We know that people in work tend to
enjoy healthier lives than those out of work, and
people with health conditions such as back pain,
stress, depression and high blood pressure, find
that getting back to work is often the best way to
recover and that it isn’t always necessary to be
100 per cent fit before returning.
Approximately 683,000 adults in GM have a
mental health or wellbeing issue which can affect
everything from health, to employment, parenting
and housing.
Key elements of our programme are:
●● In partnership with employers, we will establish
a workplace wellbeing charter which will
provide employers, of all sizes and from all
sectors, with a way of improving workplace
health and wellbeing.
●● We will roll out the Work for Health programme
which helps patients to better manage their
health conditions and to stay in work by training
front line health staff to consider work as part of
the therapeutic intervention, encouraging selfmanagement and problem solving.
●● We will launch a programme in a number of
neighbourhoods to help older people into work.
●● Expanding our Working Well programme will
support up to 50,000 GM people who are
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claiming a range of out of work benefits and
experiencing barriers to employment. The
programme will fundamentally change how
skills, health and employment services function
together.
●● Establishing the Working Well Talking Therapies
service, as part of our participation in the
national Mental Health Trailblazer programme.
This aims to improve employment and health
outcomes for out-of-work claimants who face
barriers to work due to common mental health
conditions.
●● Improving mental wellbeing and providing high
quality mental health services as part of the
overarching GM Mental Health Strategy.
●● ‘Supporting Healthier Lifestyles’ will explore
the potential of a devolved and flexible
approach to licensing, regulatory compliance
and enforcement, particularly in support of the
proposal to introduce ‘Promoting Public Health’
as a fifth licensing objective across GM. This
would enable localities to consider the impact
of alcohol consumption on communities,
proactively encourage licensed premises to
promote responsible drinking and to play a
key role in identifying and supporting those for
whom alcohol is a problem.
●● ‘GM Moving’ our physical activity strategy
outlines a series of ten pledges that will add
value locally and at a GM level. Already this
has seen a significant increase in the number
of opportunities to participate in recreational
cycling, with 4,000 ride opportunities being
delivered across GM by March 2016 through
investment from the Department for Transport
and British Cycling.

narrowed for ten years. Unemployment imposes
a significant burden on health and care services
and the numbers in this age group are set to grow
by 20 per cent in the next decade. Bringing the
employment rate for 50-64 year olds up to the UK
average would boost GM’s earnings by £813.6
million.
By 2021, it is estimated there will be nearly 35,000
people living with dementia in GM, a quarter (25
per cent) with mild symptoms, almost half (45 per
cent) with moderate symptoms and nearly a third
(30 per cent) with severe symptoms, requiring
24 hour care. The current cost of caring for them
is estimated at £270 million annually, rising to
£375million in 2021. Integrated services are
vital, without early diagnosis, good access, good
co-ordination, and good support, suffering is
increased and costs rise.
From April 2016, we will:
●● Launch a programme in a number of
neighbourhoods to help older people into
work. The programme will be expanded as
funds become available. We aim to increase
the number of long term workless adults in
employment by eight percent over five years.
●● Establish the GM Ageing Well Hub to make GM
an age-friendly city region. It will provide links
to social movements to address social isolation
and loneliness and have a focus on dementia
●● The Dementia United programme for GM that
serves as a beacon for the UK, supporting
people newly diagnosed with dementia with a
case worker (further details are in Chapter 2).

5.	 Helping people age well
GM has an ageing population and we know we
need to focus on helping older people stay well
longer and supporting them to cope better if they
have a long term illness, especially dementia.
More than a fifth of GM’s 50-64 age group are
out of work and on benefits, many because of
ill health. The employment rate is 5.3 per cent
below the England average and the gap has not
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2.

Transforming community based

GM has one of the highest
rates of emergency hospital
admission for conditions that
would be better treated in the
community. At any one time an
estimated 2500 patients are in an
acute hospital bed in GM, who
could be treated at home or in a
community setting, which would
be preferable for the patient and
more cost effective.

Fragmentation in services is seen most clearly in the referral into
acute services and on discharge from them; between primary,
community and social care, between those services and wider
public services which can enhance health outcomes or prevent
poor health emerging, such as housing, fire and rescue and
employment services.
A key aim of combining the health and social care budgets is to
enable care to be moved out of hospitals (where appropriate) into
the community, closer to where patients want to be – at home.
Even more significant however, will be our ability to radically
reduce the demand for acute services through population level,
integrated, community care and support which slows, or prevents
altogether, the development of poor health.
Bringing GPs, community pharmacists, social workers, hospital
doctors and community nursing teams together with a population
focus, will help to make the connections between social and
medical support, tackle loneliness and strengthen communities.
The sustainability of our hospital system will increasingly depend
upon our ability to secure the right level of investment and capacity
in community models to reduce demand on crisis and emergency
services and facilitate reliable discharge home. The contribution
to mainstream savings in this and the next Spending Review (SR)
period are increasingly significant.
A focus on early intervention and prevention is a cornerstone of
our approach to health and social care reform, ensuring we identify
and treat early, reducing escalation of need. But this approach
will only be successful if delivered alongside broader integration
across local services. Across GM, we are seeking to tackle the
complex issues that lead to escalating public service pressure in
an integrated way. We will therefore not only bring together health
and social care provision but a much wider range of organisations
and services, tackling broader forms of complex public service
demand.
Our ten localities and the neighbourhoods within them, will develop
and design delivery models that fit the needs of their people and
at a GM level. We will agree the core characteristics, common
standards and key outcomes that those models will aim to deliver.
A reformed system must recognise the limits of what formal
care provision can offer and the important role of the ‘informal’
voluntary and community sector. The model of care needs to be
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care & support
built around the person first and foremost, bridging
some of the unnecessary splits between ‘health’
services and ‘social care’ services.

Primary care, social care and
community services
Primary care is the driving force behind our
prevention-focused approach within localities and
across GM. Primary care is working to integrate
and lead a wider public service community-based
model, through the agreement of standards, which
will be delivered within each locality of GM and
the testing of new models of contracts for GPs,
which promote prevention and self-management.
This will be at the heart of a new model of care to
predict and prevent ill health utilising the power of
the registered list.
Social care, both publicly and privately provided,
will be an integral part of the community service
model working to reduce demand for acute
services. Our new models will look to expand
the role of services like leisure and libraries and
further develop alternative and preventative
community-based approaches from the voluntary
and community sector. Assessment processes will
concentrate on the individual and their aspirations,
maximising what they can do, not what they
cannot do.
GM needs a system of community care that
enables people to step up / step down their
support flexibly and easily, ensuring people receive
the right type of care at the right time. Currently
too many people are going into residential
and nursing care, particularly from hospital,
in part because of a lack of clear and planned
alternatives.
●● We will make every contact with public services
count by ensuring our staff are able to understand the needs of the people they come into
contact with and signpost them to the most
appropriate service(s) for their needs.

●● We will train our staff in recognising prevention,
identifying risks, supporting discharge from
hospital and transfer between services.
●● The development of our current and future
workforce is core to the development of our
community services to enable our staff to work
with communities and support people to have
the knowledge, skills and confidence to take an
active role in managing their own health.

The establishment of fully
integrated Local Care
Organisations (LCOs)
The community service models chosen within each
of our localities varies depending on the objectives
they are trying to achieve, but the essential
characteristics of the models are the same.
Health and social care providers will work
collaboratively to provide care to a defined
population (predominantly led by primary care).
LCOs is a term developed at a GM level to
describe how across GM, we will secure, in all
parts of the conurbation, the principal features of
a proactive, preventative, population health model,
which delivers consistently high outcomes. It takes
the best of local, national and international learning
from Accountable Care Organisations and applies
them to the GM context.
Primary care standards agreed at a GM level will
be delivered within each locality to ensure that
primary care drives our prevention-focussed
approach within localities and across GM.
The LCO and its member organisations will be
collectively accountable for delivery. The key
elements of our programme from April 2016 are:

1. Enable conditions to be managed at
home and in the community
People will only need to tell their story once and
self-care will be encouraged and enabled.
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We will introduce multi-disciplinary
neighbourhood integrated care teams, built from
clustered general practice, coordinating the
care for a defined group of people (children and
adults) using evidence-based pathways.
The locality approach will facilitate strengthened
links with community groups and the voluntary
sector and connect people to their local networks
to promote independence and self-care.
The new models of provision in our localities
will bring specialist acute-based consultants
and nurses into the neighbourhood model via
technology or face to face visits where necessary.
Technology has a critical role to play. Assistive
technology like telecare can reduce the number
of bed days and the level of home care needed.
There is more detail later in this chapter.

2. Provide alternatives to A&E when
crises occur
LCOs will develop models of care and support,
which provide alternatives to hospital when crisis
occurs. It is acknowledged that no community
model could keep us all well all of the time, but it
can provide safe, responsive and effective urgent
care services that keep people out of hospital
(unless it is appropriate for them to be there) and
at home. Our community services in our localities
will use different rapid response models, but
they will all aim to achieve the same outcome to
manage people as close to home as possible.
These local models will ensure that the estimated
2500 patients in an acute hospital bed in any
given day in GM who do not need to be there, are
treated more effectively and appropriately closer
to home. The concept of ‘virtual beds’ is already
an established model, a model of care that
manages both step-up and step-down pathways
for people with urgent care, rehabilitation and/or
re-ablement needs.
We will ensure our system works to a common
set of objectives, with an emphasis on improving
outcomes and the principles of re-ablement. It
will meet the aspirations of people with care and
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support needs, support people to live well in the
community, prevent people with significant health
or care needs from having to use residential or
nursing care and hospital; and help people with
care needs maintain themselves in the community.

3. Support effective discharge
from hospital

Vanguards
In GM, NHS England has announced four
Vanguards which are testing the implementation
of new models of care to improve and integrate
services as described in NHS England’s Five Year
Forward View:
●● Salford Together (Integrated primary and acute
care system – PACS).

Our staff in our hospitals and in our community
services work hard on a daily basis to ensure
that patients are discharged in a safe and timely
manner back to their chosen setting, but there
are challenges due to different processes and
requirements for the agencies concerned.

●● Stockport Together (Multi-specialty Community
Provider - MSCP).
●● Salford and Wigan Foundation Chain
(Multispecialty chain).

Our hospitals will work with the patient, their
family/support networks and their GP to a planned
date of discharge upon admission, they will ensure
the patient is medically fit for transfer and then
work with community services to ensure that the
support services are in place when they transfer to
their chosen next care setting.
We will build on work in our localities to introduce
a standardised, streamlined discharge service
and aim to develop an agreed GM discharge
framework, which is focused on the standards that
the people of GM expect to be delivered when
patients are discharged and help them return
home safely with a co-ordinated discharge plan.

●● Accountable Clinical Network for Cancer
(ACNC).
In GM, we recognise that new models of care
need to be implemented in all our localities to
address our system challenges. This will require
an open and transparent approach which
supports innovation and the testing of new ideas.
The Vanguards have enabled work within three
localities and across GM to take forward the
design and implementation of a variety of new
models of care as described in NHS England’s
Five year Forward View, and share their learning
and the input from the national support team with
the rest of the GM localities and our acute provider
sectors.

4. Help people return home and
stay well
It is important that patients leave hospital with
a clear discharge plan that is communicated to
their GP, families, relevant agencies and support
networks within their community, with a clear
understanding of who they need to contact if they
are concerned.
This will require integrated working between
integrated neighbourhood teams, GPs and hospital
teams to agree care or support programmes.
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3.

Standardising acute & specialist

There are 15 NHS trusts and
foundation trusts providing
acute, mental health and
community care across GM.
Their dedicated staff deliver high
quality care to the population of
the region in the face of growing
demand and tight budgets.

The present system is, however, not financially sustainable and
it does not deliver the consistently high standards our population
deserve. The total forecast deficit for these provider organisations is
forecast to be £1.4 billion by 2020/21 before taking account of cost
improvements. NHS trusts in GM must change and evolve to meet
today’s demands and the changing demands of the future.
Plans for our acute services will be developed with the public,
patients and carers. They will be generated through the GM
governance arrangements and by the Provider Trust Federation
Board to enable greater collaboration between trusts.
The focus of work for trusts will cover:
●● Improving the safety and quality of services
●● Improving productivity: hospitals are drawing up plans to achieve
efficiency savings of 2.5 per cent in 2016/17, and 2 per cent per
annum in subsequent years
●● Improving delivery: hospitals are working to introduce new care
models to avoid emergency admissions and cut very long lengths
of acute hospital stays. Trusts are working to deliver the four
priority clinical standards for seven day working as part of the first
phase of implementation by 2017
●● Increasing collaboration: trusts have agreed to a programme of
collaborative efficiency and to joint working to achieve significant
savings targets
Whilst a large part of the improvement in GM will come from
investment in and expansion of prevention and integrated primary
and community services, we want to improve the quality, consistency
and efficiency of services across the region and make sure there are
adequate specialist staff present at the time of high risk procedures.
Providers in GM are already working together to a greater extent, in
order to spread good clinical practice. This focuses on maintaining
local access to clinical services which might otherwise not be
sustainable due to workforce shortages as well as achieving
economies of scale through sharing services across GM. This
ensures that the vast majority of acute care remains accessible in
local hospitals whilst only the more complex treatments are provided
in specialist centres.
The GM programme Healthier Together first initiated this concept with
identification of urgent and emergency care, acute medicine and general
abdominal surgery as a single service; taking the first step towards
greater transformations that will be extended to other specialties.
GM will quickly establish the most appropriate governance form to
secure provider collaboration through the development of groups,
multi-site providers, lead provider arrangements and specialty service
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care
chains building on our learning from national
Vanguards. This will be essential to allow the
benefits of standardisation to be achieved at scale.
This reform can identify the best evidenced-based
practices for patients and provide decision support
systems for clinicians. This means that key scaled
up functions can be delivered across organisations
and operational delivery can continue to be taken
forward within organisations and at neighbourhood
level. This will provide better outcomes and
implementing standardised processes across a
chain or group of providers will deliver better care
at lower cost.

continuously monitored and reviewed (by shared
clinical governance arrangements) to determine
if the pathways need to be improved, updated or
amended. Clinical care protocols will provide a
clear audit trail, which can be used to quickly spot
anything unusual and any decline in performance,
as well as providing real time insight into where
improvements are needed. This data will be shared
with commissioners and regulators. This approach
relies on improved methods to collect data, which
will be developed as part of this work. The adoption
of evidence based protocols will be supported by
the role of Health Innovation Manchester.

Organisations with a strong track record of high
performance, able to support their staff to assist
in local improvement and with the capability to
develop standardised operating procedures, will
share their skills and knowledge with organisations
to support standardisation across the acute sector.

From April 2016, we will:

GM will develop a framework to determine
which services will be delivered at which level;
neighbourhoods, localities, clusters and across
GM. In summary:
●● Care that does not require a hospital stay will
be provided locally
●● In-patient emergency care and all in-patient
surgery would be organised at a cluster or
group level.
●● Highly specialised services requiring specialist
skills and infrastructure will be organised at a
GM level.
We know that basing clinical care protocols on
evidence can help reduce variations in the delivery
of care, increase the quality of our services
and reduce cost. GM will proactively enhance
and standardise care models and operating
procedures across services beyond those which
are included within the shared service model so
that procedures of the same type will follow an
agreed protocol.
GM Trusts will develop a culture for improving
standards. Clinicians will have to justify deviations
from the agreed evidence pathway and these
deviations and the associated reasons will be

●● Deliver most services locally, in conjunction
with each LCO
●● Build on Healthier Together to share acute
services at scale. Providers will find new ways
of partnering and collaborating to improve
acute and specialist services delivered
to patients. This will be achieved through
consolidating services at a cluster and GM level
●● Agree cluster level services. Trusts will work
collaboratively to form cluster or group-level
services, and clinical staff will work together
across a network of hospitals within the shared
single service. Based on clinical evidence, this
will drive improvement in standards of care
across all hospitals as they follow a consistent
approach for care delivery
●● Agree GM level services. These services
will be provided in one network across GM,
potentially across multiple sites, but with a lead
service provider responsible and accountable
for service delivery. We already have some
services like this including adult major trauma,
paediatric services, secure mental health and
most recently the cancer Vanguard.
●● Develop standardised treatment and care
pathways. Protocol based care will enable staff
to put evidence into practice by addressing the
key questions of what should be done, when,
where and by whom. This standardisation of
practice reduces variation in pathways and will
improve the quality of care uniformly across
GM
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4.

Standardising clinical support

The development of standardised
clinical support and back office
services across GM is a critical
part of our transformation work.

Back Office
Shared services are no longer a radical new idea; they are
an accepted part of business strategy that has repeatedly
demonstrated its value. All public sector organisations in
GM have common business functions including: finance;
technology; business intelligence; human resources;
procurement; transformation and property services.  As such
there is an opportunity to generate significant efficiencies through
organisational collaboration. GM will pursue the potential outlined
in Lord Carter’s report and be an early, large scale delivery site for
that work.
Developing a shared service model across GM will drive greater
efficiency while delivering world class business solutions.  A shared
service centre will not only deliver consistency in back office
functions across GM, but will deliver significant financial savings.

Care Co-ordination
GM is clear that the integration of health and social care
commissioning, whether at a locality, cluster or GM level is key to
delivering agreed and shared improvement outcomes for people.
This joined up commissioning approach will deliver significant
changes in commissioning activity, with a greater emphasis and
investment in prevention and early intervention. This will allow
GM commissioners to shift activity and expenditure from high
cost parts of the system to (where appropriate) care and services
delivered closer to people’s homes.
This will need to be underpinned by an effective means of care
co-ordination to consistently track risk, activity, resources and
outcomes across population segments. This will require the
adoption of a whole system approach and the establishment of a
multi-agency care co-ordination centre, encompassing primary,
secondary and social care provision.
This would be able to:
●● Track and co-ordinate patient care in a locality or cluster of
localities
●● Utilise real time demand data to support more proactive care
planning
●● Reduce the variability in patient or cohort costs by limiting or
avoiding high cost episodes
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and back office services
●● Generate total patient costing information to
support lower average patient costs as more
efficient and preventative care is incentivised
●● A central clinical team would work to reduce
variations in care, ensure that care pathways are
adopted consistently and refine pathways in line
with the most effective interventions

Shared Clinical Services
NHS providers are already working together on
radically reviewing how shared clinical services could
be provided at a pan GM level to enhance individual
organisational efficiency. These are focussed on:
●● Procurement of goods and services through
improvement in economies of scale and
reductions in product variation
●● Review of Private Finance Initiative arrangements
across GM in order to gain greater value from
these contracts
●● Revised pharmacy arrangements through the
improvement of drug procurement, logistics and
medicines optimisation
●● Centralisation of back office functions by
coordinating and providing these services at the
appropriate geographical level
●● Making better use of the public sector estate to
ensure that estate owned and managed by NHS
and local authorities is utilised efficiently and
effectively, or disposed where it is not needed
●● Appropriate centralisation of pathology
and radiology services in line with the
recommendations set out in Lord Carter’s ‘Review
of Operational Productivity in Hospitals’
From April 2016, we will be developing:
●● A single GM level shared service; bringing
together a common platform for all of the public
sector in GM
●● A care co-ordination system for GM
●● Implementing shared clinical support services
across GM
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5.

Enabling better care

The tolerance of variation across
health and social care service
provision is one of our biggest
challenges. In GM, our approach
will see us no longer accept
this wide variation of outcomes
and service standards within
and between organisations. GM
will need to deliver a significant
programme of standardisation.

New care organisations
Health and social care providers in GM need to become more
adept at standardisation and reliable implementation of best
practice. Through our revised working arrangements, supported
by our new governance structures, we will ensure that our new
models of care remove tolerance to variation both in service
delivery and standards.
There is growing consensus in GM that new organisational
forms or delivery models will be required to enable integration
and standardisation. To ensure that such integration and
standardisation can occur, existing boundaries between
organisations need to be removed. It is by removing these
boundaries that efficiencies can be delivered and standardisation
of service is achieved.
We will develop any changes with full discussion and, where
appropriate, consultation.
It is clear that integration is required across different levels;
horizontally across similar services and organisations, and
vertically through different care settings.
There are a number of different options for organisational form,
ranging from loose collaboration to full consolidation. Analysis of
the potential options for the different types of integration has been
undertaken and the table below represents the suggested models
across each type of integration.

Emerging
model of care

Relevant unit of
planning/scale

Organisational
delivery model

Radical upgrade
in population
health
prevention

Integrated care
in localities

Standardised
acute hospital
care

Single specialist
clinical services

Consolidated
clinical support
and back office
services

Pan GP, localities
and neighbourhoods

Localities and
neighbourhoods

Clusters

Pan GM

Pan GM, clusters
or localities

Local Care
Organisations with
all providers aligned
around shared
objectives

‘Place-based’
integration of primary,
community, mental
health, social, acute
and other public
services in Local Care
Organisations

Horizontal
integration of
acute services
through acute care
collaborations

Horizontal
integration of
specialist services
through single
service chains, multi
site orgs or group
type models

Horizontal
integration of
support services
through Joint
Ventures or other
Special Purpose
Vehicles

Integration in
localities

Horizontal integration
(multi speciality service)

Horizontal integration
(single service)

Horizontal integration
(back office and
support)

New organisational form

Models sit within a continuum of integration - from collaborative through contractual to full consolidation
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Contracts, payments and
innovation
The successful delivery of new models of health
and social care at locality, cluster and GM level
will need to be driven through new, innovative,
evidence-based contracting models and pricing
mechanisms. The scope of these will need to be
broad ranging covering all sectors and a wide
range of providers.
The current Payment by Results system, agreed
at a national level, albeit with local variation where
appropriate, has created a system that incentivises
different outcomes in different localities or
providers. As a result it has failed to deliver whole
system outcomes.
Whilst there will not be a one-size fits all approach,
there will be a set of common principles across the
whole of GM, and a defined list of options around
contracting and payment choices. This will include
primary care and specialised services as well as all
the services currently commissioned by CCGs and
local authorities. All models should:

Our new models of care will require technology
enabled change. We will use technology to
understand patient needs, and develop services
more efficiently and effectively as a result. We
want people to have greater access, ownership
and responsibility over their own data, generating
multiple ways to interact with the health and social
care system and putting people at the heart of
how their information is collected, stored and
used. More effective use of information across
organisations, driven by patient ownership, will
reduce duplication and ensure more speedy
access to the right services.
We want technology to support self-management,
from staying well to living well with long term
conditions. We need to share data and information
across organisations on a day to day basis to
support assessment, triage and integrated multiagency case management.

●● Incentivise integration within and across the
health social and care system

The health and social care system in GM will work
with the wider public sector on the implementation
of our information sharing strategy GM-Connect. As
part of the wider GM reform activity, GM-Connect
will establish a new data commission for GM that
will own the data sharing mandate and will deliver
GM wide solutions for employees and people to
access, update and analyse data. Implementation
of GM-Connect will start in January 2016.

●● Facilitate a transparent and accountable
pathway for patient outcomes

Accelerating discovery

●● Incentivise cost reductions from efficiency
improvements and effective demand
management

●● Incentivise prevention to counter rising acute
hospital care activity
It is recognised that the design of any such payment
system will be complex and require specialist input
through our partnerships established with national
bodies including NHS Improvement, NHS England
and DH.

Developing, testing and implementing new
ideas takes too long. Fragmentation in funding,
organisation approach and regulatory systems all
slow up the process. This needs to change.

Technology

GM, supported by its three large teaching hospitals,
a research-led university base, a critical mass of life
science firms and skilled workers, and a large and
diverse population, is putting innovation at the heart
of its health and social care system.

In GM, many organisations still rely on inefficient
paper based systems. Significant investment will
be required to enable digital operation, without this
investment it will not be possible to deliver a high
quality efficient health and social care system.

Health Innovation Manchester will draw on the
collective expertise of all partners from health and social
care providers, academia and industry collaborators to
address the health needs of the local population.
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At the same time it will deliver economic benefits
through manufacture and commercialisation. We
aim to create one of the best regions in the world for
innovative life science companies to be involved as
partners. Additional detail on this is in Chapter 2

Buildings
The estate varies significantly in terms of quality,
condition and suitability. Some of the estate is
in excellent condition providing state of the art
facilities, whilst at the other end of the scale there
are a lot of properties that are in very poor condition
and no-longer fit for purpose.
Estates is a critical enabler of the GM health and
social care transformation programme which must
continue to be fully informed and led by frontline
service strategy. Collaborative working across GM
agencies is well established and effective however it
is recognised that a lot more is required to improve
health outcomes for the people of GM and to
increase efficiency.
The public sector estate in GM is under-used.
Making the best use of the property and space
available is a key part of GM’s health and social care
transformation plans. It is also vital to supporting
our economic growth. The GM One Public Estate
initiative is aimed at using public sector property
assets as a single resource across organisations.
Integrating health and social care services across
the region will mean changes are required to the
buildings from which the services are delivered. A
focus on prevention and care provided nearer to the
home will mean that more facilities will be required
in the community. This may result in the way that
land is used at hospital sites changing as we need
to ensure that our estate is able to respond to
changing needs and demands of our people.
A rationalisation of our public sector estate will
inevitably free up much needed space that is
required to support our economic growth both
through new housing and employment sites.
Current ownership and management of the public
sector estate is complex. In the NHS, buildings are
owned and managed by NHS trusts, foundation
trusts, GPs, Community Health Partnerships, private
landlords, NHS England and NHS Property Services.

To ensure we make best use of this estate we will
develop a NHS Estates GM Delivery Team who will
work closely with colleagues from across the public
sector to deliver a ‘one public estate’ approach to
property management.
A GM Strategic Estates Planning Board will be
formed, which will be responsible for translating
strategic requirements into a set of GM estates
targets, ensuring it meets local health and social
care needs. It will develop a clear framework to
enable GM to make better investment decisions,
for example in primary care, and to ensure that the
buildings required to deliver new models of care
can be realised.
To ensure we are able to reconfigure the GM
public sector estate in a way that supports our
transformed services we have requested that any
receipts received from disposing of capital assets is
be retained within GM for re-investment.
From April 2016, we will:
●● Develop one public estate for GM and
agreement of a framework to make estate
investment decisions
●● Develop the GM Estates Framework focusing on
the following key elements:
• Control - public bodies in GM have control
over all estate policies, procedure, decision
making and allocation of resources
• Ability to incentivise - ability to retain and
share savings and value released to fund
change and align objectives across public
bodies and departmental silos; introduction
of locally aligned incentives
• Funding – public bodies in GM have control
over spending, receipts and associated
revenue costs; pump prime funding for
example to support asset rationalisation and
improvements to the retained estate; ability
to recycle savings and receipts for estates
transformation
●● Each locality will have a draft Strategic Estates
Plan by the end of December 2015, which
will be aligned to the locality and GM plan.
In accordance with DH guidance with target
savings/utilisations applied to each to deliver
over a period of time and these will be further
developed and implemented.
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Chapter 5
Financial plan
Summary
In order to achieve our ambitions, we need the £6 billion invested in health and social
care to flow differently around our system. We have produced a detailed GM financial
plan which shows how we see the £2 billion gap emerging over the next five years.  
This integrated plan, the first of its kind, enables us to drive change within the
transformation areas described earlier and outlines the actions we will take to close the
£2 billion gap over the next five years.
Central to the delivery of the Plan is the ability to access the Transformation Fund (TF)
from NHS England across our GM system. This will enable
us to develop new models of care to change the nature
of demand and keep services safe and
sustainable, while we make this
radical shift.
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The financial challenge
The integration of health and
social care is a fundamental
part of the growth and
reform strategy essential
to GM’s priority of reducing
unemployment, supporting
people back into work, and
providing growth through
innovation. It is a key driver to
ensure that the health and social
care system becomes financially
sustainable over time.

The population of GM is 2.8 million with forecast spend of £7.7
billion on health and social care services. This includes £6.2 billion
on health services including mental health, GP services, specialist
services and prescribed drugs and £1.5 billion on local authority,
public health and social care services.
After taking into account the resources that are likely to be
available and the pressures that the health and social care system
will face over the next five years it is estimated that there will be a
financial deficit of £2 billion by 2020/21. The scale of the challenge
demonstrates why radical change is needed, both in the way
services are delivered and in the way people use them.

Comprehensive Spending Review (CSR)
assumptions
As described in chapter 2, the MoU outlined a ‘road map’ leading
to full devolution on 1st April 2016. A key element of the MoU was
the development of this Plan, including access to a Transformation
Fund (TF) to enable us to deliver clinical and financial sustainability
over the next five years. In order to support us to achieve this, the
recent CSR settlement proposed the following for GM:
●● A fair share of the additional funding of £8 billion that had been
identified for health care nationally
●● Funding to enable social care activity to continue at the current
level in line with NHS England’s assumptions in the Five Year
Forward View
●● Additional one off transformation funding of £500m to support
the delivery of the savings opportunities
●● Access to capital funding to support areas such as the development of a single patient record and for the reconfiguration of the
health and social care estate required
GM submitted a high level Strategic Financial Plan in August 2015
to Government and NHS England as part of the CSR. This set out
how it intended to meet the clinical and financial challenges over
the five year CSR period and what was specifically required to
significantly close the £2 billion financial gap.
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The bridge diagram below summarises the
Strategic Financial Framework that was submitted
as part of the CSR.

Alongside GM’s fair share of on-going funding in line
with NHS England’s Five Year Forward View (which
would close the gap by £700m) proposals were
shown to deliver a further £1.5 billion of savings, after
reprovision costs, from the following areas:

●● £21 million from commissioner collaboration

The Plan describes how these savings will be
achieved. Key to this is the implementation of the
new models of care in line with the transformation
themes outlined in chapter 4 of this document.
These provide the framework for a radical
transformation of health and social care and will
significantly impact upon patterns of demand.
These are grouped into five main themes:

●● £836 million from NHS provider productivity
savings and joint working

●● Radical upgrade in population health and prevention

●● £70 million from prevention
●● £488 million from better care models delivered
across NHS and local authority commissioners
and providers
●● £139 million from reform of NHS trusts

●● Transforming community based care and support

Delivering these changes is estimated to cost £200
million in capital charges leaving a net saving of
£1.3 billion.

●● Standardising acute and specialist care
●● Standardising clinical support and back office
services

In addition to the above, benefits to the wider
economy are expected through increased
employment and productivity in the workplace,
estimated at £160 million to £315 million.

●● Enabling better care
The TF described in the CSR is required to
support the delivery of the significant change
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clinical and financial sustainability over the five
year period. If the amount or phasing changes
then financial sustainability will not be achieved
over the five years and will be reflected in
commissioning and NHS provider organisations
operating with financial deficits for a longer period.

that GM will start to deliver from 1st April 2016.
Achieving transformation of this nature requires
critical enablers to be put in place, including an
investment in the non-recurrent cost of putting
new delivery models in place (including funding
costs of staff development and new payment
models), information and technology, communitybased facilities and the renewal and adjustment to
hospital capacity.
The TF will consist of £77m one off costs to enable
delivery of change and £423m double running
costs to support the implementation the new
service models and change to existing models. In
return for access to this funding, GM will deliver
the £1.5bn cumulative savings, use of the fund will
be fiscally neutral and GM would be clinically and
financially sustainable by 2020/21.
Fundamental to the delivery of transformation is
the work set out in the locality and provider plans
which is underpinned by the pooling of budgets
at scale at locality level, access to transformation
funding for delivering the enablers and the dual
running costs for moving to new models of care.

Financial assumptions to be
agreed
The Strategic Financial Framework contains
assumptions on:
●● The future levels of funding available across
health and social care
●● Treatment of provider deficits
●● Tariff deflator assumptions
●● Level of transformation funding available
The expected changes to the above assumptions
will have a significant impact on whether clinical
and financial sustainability can be achieved during
the five year period and on the development of
detailed operational financial plans. The following
key issues need to be resolved:

1. The level of the Transformation
Fund (TF)
The amount of one off transformation funding was
based on what was thought to be the minimum
amount required to deliver the change to achieve

The Strategic Partnership Board (SPB) Executive
will propose allocation of the TF in accordance
with criteria agreed and will secure independent
assurance on each of these investments.
The use of the (TF) should be underpinned by the
following principles:
●● The total for the TF determined by NHS
England is £450m. Work continues to finalise
the detail of the financial and operational
management arrangements.
●● The governance of the TF will be the
responsibility of the SPB. The TF will be
focused on the delivery of the transformation
programmes described in the Plan; all
proposals will be independently verified to
demonstrate value for money, strategic fit and
robustness
●● The TF will be separate from the conventional
funding allocation to CCGs, but at the
appropriate time CCGs will be expected to
agree with NHS England how their budgets are
supporting the transformation programmes
●● NHS England has the right to determine the
financing of the TF. However there must be the
necessary degree of flexibility to enable the
TF to deliver the transformation programmes
set out in the Plan. To the extent that any
national programmes are used to support the
financing of the TF, then the TF will only fund
those aspects of proposals which are wholly
consistent with the transformation programmes
in the Plan. To the extent that any proposals
from these national programmes do not
correspond to these programmes then these
will fall for consideration by NHS England
separately
●● Deficit management will be the responsibility of
the NHS and will be outside the funding scope
of the TF. GM will play a full part to ensure that
detailed deficit arrangements are aligned to the
Plan
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●● The TF will be subject to a performance management framework. Once the detailed profile
has been agreed, GM will produce a full range
of outcomes across health and social care to
be delivered by the TF which will form part of
the performance management framework, for
agreement by HMT, NHS England and DH.

2. Estates

settlement so the numbers are subject to change.
There has always been some concern about how a
national social care settlement could be responsive
to the particular circumstances in GM, given the
status on devolution. Discussions are ongoing as to
the impact of the changes set out in the CSR. The
early assessment is that the proposals leave GM
with a shortfall of funding for 2016/17 and 2017/18.

The CSR proposals assumed access to capital
funding to support both the enablers such as
development of a single patient record and for
the reconfiguration of the estate required. The
work includes funding for the recurring cost of
capital, although the amount will vary depending
on the phasing of the transformation funding
and implementation of change. The proposal is
based around the ability to bring together the
estates function across GM into a single property
management function and the ability to retain
any capital receipts. How this is implemented,
alongside the detailed work underway, will inform
the exact nature of the investment required.

The CSR announcement included two further areas
for social care:

A key component of the work will be securing
access to the national funding ‘pots’ which are
available with a proposal that GM requirements are
‘earmarked’ subject to the production of a detailed
business case to be agreed by NHS England, DH
and HMT before the end of this financial year.

The additional BCF funding for local authorities will
start to come on stream from 1st April 2017, with
it being predominately back-loaded to the last two
years of the CSR settlement. The phasing of the
BCF nationally will not deliver what GM requires
given that our transformation journey will start on
1st April 2016.

A high level strategy will be developed by the 31st
December 2015 and from this a business plan
and financial proposal will be developed by 31st
March 2016 for discussion with HMT, DH and NHS
England.

3. Social care
The underlying principle in the CSR is that the
funding should enable the current level of activity,
as per the logic in NHS England’s Five Year Forward
View, to be delivered and for social care budgets to
be maintained at their current level. For adult social
care this represented additional funding of £180m
for GM across the CSR period. This did not include
funding for additional demographic pressures
and the cost of implementing the changes to the
minimum wage. The scale of the funding gap
is linked to the overall outcome of the financial

●● The ability to raise an additional 2 per cent in
council tax over and above the referendum limit
●● Additional £1.5 billion Better Care Fund (BCF)
monies that will go direct to local authorities
Council Leaders are considering a further radical
step to pool funding for the five years for the CSR
period to use the income generated from the ‘social
care precept’, or equivalent income, to establish
a platform for commissioning certain social care
services on a GM wide basis. This is linked to there
being a comprehensive settlement.

GM, after it has evaluated the impacts of the local
government finance settlement on social care,
will want to discuss with HMT, DH and DCLG the
impact of the settlement on social care spend in
the early years of the transformation programme
and whether the funding is sufficient to enable the
transformation objectives to be delivered.
Achieving transformation of this scale is a significant
ambition, which will require leaders at all levels
across GM to promote the need for change and the
development of detailed implementation plans over
the coming months.
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Chapter 6
Implementation
We have already started implementing some of the changes we need across the system.
A critical part of our work between January and March 2016 will be to engage with people
across GM and staff working in the health and care system, about the direction of travel
and the changes we are proposing. We have shared our thinking early so that people
have a chance to be part of building our plans for the future.
We are developing a draft high level implementation plan which describes what we think
will need to happen across the five years to create a clinically and financially sustainable
GM health and social care system. There will be a detailed work programme for each of
the transformation themes described in chapter 4, outlining specific deliverables in years
one and two and higher level deliverables for years three to five This will ensure we can
continue to review, refine and if necessary refresh our work programme to reflect our
system needs.
To find out more or get in touch with us please go to:
Website:

www.gmhealthandsocialcaredevo.org.uk

Email: 		

gm.devo@nhs.net

Twitter:

@GMHSC_Devo

52
Page 72

Taking Charge of our Health and Social Care in Greater Manchester

FINAL DRAFT v11.3 • Dec 2015

Implementing the Plan
We have a bold, clear and
ambitious plan for GM. All
partners are working together to
understand how we can begin to
deliver this plan.

Engaging people
Between January and March 2016, the partners across the ten
localities of GM will be talking to their staff and local people about
these plans. At the same time we plan to run events and talk to
people about what would help them take charge of their own
health and wellbeing – and get views on how we might support
people to do this.
We will be doing this under our Taking Charge theme, which sets
out the idea that GM is taking charge of a significant opportunity,
as well as a significant challenge, and that as well as taking charge
the people of GM must also take responsibility – at an individual,
community and wider level.
Thousands of conversations about health and social care,
preventing ill health and integration of services have been
held in GM over recent years. They have included roadshows,
citizen’s panels, workshops, online forums and many other
outlets and events, organised by public bodies and the voluntary
and community sector. The ideas set out in this Plan are the
culmination of those conversations – and we will continue to build
on them.
Examples include:
●● In Bolton, the CCG launched “Let’s make it” with 120 events to
give a voice to those who find it hard to get heard
●● In Manchester, the voluntary sector has led 22 workshops on
improving mental health services
●● In Rochdale 225 people have helped shape the locality plan,
covering children’s services and end of life care
●● In Trafford, local people have been involved in creating a onestop Care Co-ordination Centre for booking appointments,
patient transport and learning about services
The people of GM recognise the challenges facing the health
and social care services from an ageing population, advances
in medicine and growing financial pressures. They accept that
the rising demand for services must be slowed, and say the way
to achieve this is for people to take more responsibility for their
health.
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Their priorities for the future, in relation to health
and care services, include to:
●● get appointments promptly and be seen within
a reasonable time
●● tell their story once and receive co-ordinated
multidisciplinary care – with a single key worker
●● have their families and carers involved
●● have things explained, their questions
answered and given choices about their care
●● be supported to manage their own care
●● have emotional and practical support
recognised as important as medical treatment
●● not to be blamed when costs and competing
priorities interfere with their ability to look after
their health
●● have everything in place when they are
discharged from hospital
●● be treated with dignity and respect
We will build on this engagement with people
– at a local and GM level - to continue to better
understand what people need to take charge of
their health and wider wellbeing in different places
across GM.
As well as using traditional engagement
approaches we are also exploring a web-based,
crowdsourcing platform, and will link with national
and potentially commercial partners, to ensure our
engagement is as broad and deep as possible.

Engaging with Staff
There are approximately 100,000 staff working in
health and social care services in GM and they
are a critical group who are crucial to the success
of our ambitions. Staff engagement will be led
by their own organisations so they are able to
put the wider GM work in the context of what’s
happening in their own organisations and are able
to understand what this means for them, their
families and the people they help care for.

Starting the work
Alongside the work we will be doing with people,
we will also be working across public sector
services in GM to begin to work through how we
implement the changes described in this Plan.
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Changes will happen across all parts of our
health, care and support services. We are already
starting to make some of these a reality as we
begin to deliver different service models which are
described in locality plans and to make better use
of the resources we have to save across health
and social care.
We know that we need to begin work now on
some areas that will take time to change and
deliver.
We will focus on in the next three months the
following areas:
●● Local health and social care system engagement
●● Public engagement
●● Locality and GM implementation planning
●● LCO characteristics
●● The application of the TF
The timescales for this work are mapped out
below in a high level plan.
The implementation plan will describe the key
deliverables for each part of the work that we are
aiming to deliver by April 2016 and then years one
and two, with an outline for years three to five.

Work to deliver this plan is happening now across
our GM services. As we progress through the next
three months of this work, we expect our plans to
be built on, expanded and improved based on the
views of people who use services across health,
social care and support services.
A significant proportion of delivery activity will take
place within our localities, working with our staff
and our people to implement the reform in the
context of local needs. Each locality will develop
a Locality Implementation Plan by April 2016.
Localities will be responsible for ensuring they
have the capacity and capability to implement
their reform plan, drawing on local and national
expertise as appropriate.
We recognise the value in collaboration across
GM, so in partnership with NHS England, we will
create the GM health and social care team. This
team will be small in number and flexible, with
the ability to source expertise from within and out
of GM to support delivery in the localities and at
a GM level. It will be responsible for driving the
devolution, reform and transformation agenda for
the integration of health and social care services
between 2016 – 2021.
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Assurance, accountability and
implementation

From April 2016, the team will:
●● Ensure delivery of the GM Financial Plan
●● Oversee and drive governance across GM
●● Enable the implementation of locality plans and
ensure they support the direction of GM health
and social care
●● Assure the operational delivery of health
and social care, in line with the devolved
functions from NHS England, such as CCG
assurance, plus specialised and primary care
commissioning.
●● Lead GM commissioning where agreed and
endorsed by the SPB and JCB
●● Sponsor, drive and facilitate GM
transformational projects
●● Facilitate GM population and cross sector
involvement in health and wellbeing
improvements
●● Understand the overall performance and
delivery of services across the whole system
within GM and therefore, identifying and
managing risk
●● Establish effective working arrangements with
health and social care regulators

Greater Manchester is our ‘unit of planning’ and
we are working to the principle that GM is assured
once by national bodies as a place.
This approach does not compromise the
statutory responsibilities of the 37 health and
social care organisations in GM to the national
bodies. However, as all of our ten localities
are moving towards the establishment of
pooled commissioning budgets, management
arrangements, governance structures and
the development of LCOs, they will operate
in a different way and the assurance and
accountability processes will need to support
these developments.
It is recognised that further work is required to
understand and agree what this means for each
of the national bodies and how the individual
processes could be brought together to achieve
assurance of GM as a place. This will be worked
through as part of the implementation planning
and listening phase from January to March 2016.

●● Lead on the development and delivery of public
and political engagement
We will produce a refreshed version of the Plan at
the end of March 2016 that includes more details
of how we propose to change our services over
the next five years.

Staying in touch and getting involved
We already have a range of ways to stay in touch with this work. These are:
Website:

www.gmhealthandsocialcaredevo.org.uk

Email:

gm.devo@nhs.net

Twitter:

@GMHSC_Devo

Opportunities to engage in the work will be widely advertised following the publication of the Plan.
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This five year Plan for the reform of health and social care in GM has been developed in consultation
with and approved by the GM SPB. This board is chaired by Lord Peter Smith, the leader of Wigan
Council and through the membership of that board it has support of the 37 statutory organisations in
GM, listed below:
●● Bolton Clinical Commissioning Group

●● Rochdale Metropolitan Borough Council

●● Bolton Hospital NHS Foundation Trust

●● Salford City Council

●● Bolton Metropolitan Borough Council

●● Salford Clinical Commissioning Group

●● Bridgewater Community Healthcare
NHS Trust

●● Salford Royal NHS Foundation Trust

●● Bury Clinical Commissioning Group

●● South Manchester Clinical
Commissioning Group

●● Bury Metropolitan Borough Council

●● Stockport Clinical Commissioning Group

●● Central Manchester Clinical
Commissioning Group

●● Stockport Metropolitan Borough Council

●● Central Manchester NHS Foundation Trust

●● Tameside and Glossop Clinical
Commissioning Group

●● Stockport NHS Foundation Trust

●● Greater Manchester West Mental Health
Foundation Trust

●● Tameside Hospital Foundation Trust

●● Heywood, Middleton and Rochdale Clinical
Commissioning Group
●● Manchester City Council

●● Tameside Metropolitan Borough Council
●● The Christie NHS Foundation Trust
●● Trafford Clinical Commissioning Group

●● Manchester Mental Health and Social
Care NHS Trust

●● Trafford Metropolitan Borough Council
●● University Hospitals of South Manchester
NHS Foundation Trust

●● North Manchester Clinical
Commissioning Group

●● Wigan Clinical Commissioning Group

●● North West Ambulance Service NHS
Foundation Trust

●● Wigan Borough Metropolitan Borough
Council

●● Oldham Clinical Commissioning Group

●● Wrightington, Wigan and Leigh NHS
Foundation Trust

●● Oldham Metropolitan Borough Council
●● Pennine Acute NHS Hospitals Trust

●● 5 Boroughs Partnership NHS Foundation
Trust

●● Pennine Care NHS Foundation Trust

Wider partners in the GM Plan:
● Greater Manchester Police

● Patient Groups

● Greater Manchester Local Medical Committee

● Social Care and Residential Providers

● Greater Manchester Fire and Rescue Service

● Voluntary Groups

● Healthwatch

● 3rd Sector Providers
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#takingcharge

Website:

www.gmhealthandsocialcaredevo.org.uk

Email:
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MEETING:

Governing Body

DATE:

26 January 2016

Item Number: 8.2

REPORT TITLE:

Healthier Together Judicial Review – Conditions
Paper

CORPORATE OBJECTIVE
ADDRESSED:

All four objectives are met

REPORT AUTHOR:

Leila Williams, Healthier Together Committee in
Common Team

PRESENTED BY:

Dr Tim Dalton

RECOMMENDATIONS/DECISION
REQUIRED:

Endorse and implement the conditions.

EXECUTIVE SUMMARY
The Healthier Together Judicial Review Conditions Paper includes proposed conditions of the
decision to ensure that the stated aims of the Healthier Together programme are achieved
during implementation.
The conditions are summarised below:
•
•
•
•
•
•
•
•

Condition 1 - Regular data collection, review and monitoring is implemented
Condition 2 - Structured process of peer review across GM
Condition 3 - Establishment of a Greater Manchester Clinical Alliance
Condition 4 - Joint appointments to Single Services
Condition 5 - Appointment of GM clinical leadership for implementation
Condition 6 - Formation of Single Service Research Hubs
Condition 7 - Development of a GM governance framework
Condition 8 - Formation of a CCG and Regulatory Body Alliance to support
implementation

FURTHER ACTION REQUIRED:

Endorse the implementation conditions.

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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1.0 Introduction and Purpose
On 15th July 2015 the Healthier Together Committees in Common (CIC) will be asked to vote on a preferred
option for implementation under the in hospital proposals. This document includes proposed conditions of
the decision to ensure that the stated aims of the programme are fully achieved during implementation.
This document should be read in conjunction with the Healthier Together Decision Making Management
Report and supporting appendices which are available on the Healthier Together website.

2.0 Background
The vision for Healthier Together is as follows:
For Greater Manchester to have the best health and care in the country
The In-hospital proposals aim to:
Ensure everyone in Greater Manchester has access to the best standards of care for the in scope
services
This means:
 Achieving the Greater Manchester Quality and Safety standards at all relevant sites
 Improving quality and safety outcomes at all relevant sites
 Reducing the variation in attainment of standards and outcomes that currently exists across Greater
Manchester

3.0 Selecting an option for implementation
On 15th July 2015 Committees in Common (CIC), the decision makers for Healthier Together made up of GPs
from the 12 Clinical Commissioning Groups (CCGs) in Greater Manchester, will be asked to select a preferred
option for implementation.
What is an option?
The Healthier Together model of care proposes that ‘single services’ will be formed. Single services are
networks of linked hospitals working in partnership to deliver better care for patients for A&E, Acute
Medicine, and General Surgery (with all sites continuing to provide a full A&E where they currently do so).
On 17th June 2015, CIC voted unanimously to commission 4 single services. All hospitals specialise in
providing certain types of care – for example some hospitals specialise in stroke care, others in cancer care.
Similarly, one of the hospitals within each of the single services will specialise in general surgery for
patients with life threatening conditions.
An “option” describes the location of the sites that will specialise in general surgery.

4.0 Achieving the stated aims of the programme
Following decision making, the programme will move in to implementation of the selected option. To ensure
that the stated aims of the programme are achieved, CIC members will also be asked to vote on a set of
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implementation conditions. If endorsed these conditions will need to be in place before implementation can
go ahead.

4.1 Principles of implementation
The following principles will be adhered to during implementation:
 National targets must continue to be met before, during and after implementation
 All single services must evidence how they will meet or exceed the Greater Manchester Quality and
Safety standards as set out in the Healthier Together model of care
 Providers, Commissioners and Regulators will need to work differently and collectively. This aligns to
changes to ways of working under the proposed arrangement outlined in the Health and Social Care
Devolution Programme
 Success will be measured at a local and Greater Manchester level: quality and safety should be
improved across all localities, all relevant sites and all single services

4.2 Implementation conditions
These implementation conditions will be assessed prior to implementation of each single service part of the
“Go Live” planning arrangements. The conditions will be underpinned by contractual agreements. The
conditions are designed to ensure the stated aims of the programme are achieved:
 Achieving the Greater Manchester Quality and Safety standards at all relevant sites
 Improving quality and safety outcomes at all relevant sites
 Reducing the variation in attainment of standards and outcomes that currently exists across Greater
Manchester
The conditions are summarised in the diagram below, further information on each is provided in subsequent
sections of this document.
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Figure 1.0 Summary of Healthier Together Implementation Conditions

1. Information to assess
attainment of standards and
outcomes:
• Data collection and review
• Peer review across GM

Programme Aims:
• Fully achieving the
standards
• Improving quality and
safety
• Reducing the
variation across GM

3. Holding to account
through governance and
regulation:
• Development of GM
governance framework
for implementation
• An agreement between
CCGs and Regulators

2. Sharing clinical best
practice and leadership:
• Formation of GM Clinical
Alliance
• Single service joint
appointments
• Clinical leadership for
implementation
• Creation of research hubs

The conditions are summarised below:


Condition 1 - Regular data collection, review and monitoring is implemented



Condition 2 – Structured process of peer review across GM



Condition 3 - Establishment of a Greater Manchester Clinical Alliance



Condition 4 – Joint appointments to Single Services



Condition 5 – Appointment of GM clinical leadership for implementation



Condition 6 – Formation of Single Service Research Hubs



Condition 7 – Development of a GM governance framework



Condition 8 - Formation of a CCG and Regulatory Body Alliance to support implementation

Further detail on each is provided overleaf.
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4.2.1 Conditions related to Information
Condition 1 - Regular data collection, review and monitoring is implemented
What does this mean?
- Mandated data collection and submission from all GM providers (on standards, outcomes,
productivity)
- Data to be analysed independent of providers
- All Trusts to publish outcomes (e.g. mortality data) on an agreed timetable to support
implementation
- Data to be made available to patients commissioners and providers to drive improvement
How does this contribute to achieving the aims?
 Allows a deeper understanding of the service provision
 Identifies areas of best practice and areas for improvement
 Enables benchmarking of performance
 Allows analysis of the relationship between standards and outcomes

Condition 2 – Structured process of peer review across GM
What does this mean?
- A commissioner mandated, structured process of peer review to support the transition and
implementation phases
- Conducted in advance and post implementation of changes to in scope services
- Peer review undertaken of each single service by clinicians from across GM
- Outcomes of peer review shared with all GM providers and commissioners
How does this contribute to achieving the aims?
 Allows an understanding of whether the standards will be/ are being achieved
 Identifies areas of best practice and areas for improvement
 Facilitates sharing of best practice and innovation
 Builds and maintains the clinical community across Greater Manchester
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4.2.2 Conditions related to sharing clinical best practice and leadership
Condition 3 - Establishment of a Greater Manchester Clinical Alliance
What does this mean?
- Independently chaired (e.g. Non-GMTrust) clinical alliance, made up of senior clinicians from all
Trusts
- Mandated by commissioners; governance through the Programme implementation
architecture
- Working collaboratively as guardians of the Healthier Together standards and model of care
during the implementation phase
- Acting as an Expert Scrutiny Panel responsible for assuring whether detailed single service
models of care, pathways and workforce plans comply with the Healthier Together Quality and
Safety standards; advising commissioners
- During implementation responsible for reviewing quality and safety issues and providing
assurance on solutions identified
- Peer review findings are reported at the Clinical Alliance

How does this contribute to achieving the aims?
 Ensures design of single services complies with Quality and Safety standards
 Facilitates sharing of best practice and innovation
 Builds clinical ownership and community across Greater Manchester

Condition 4 – Joint appointments to Single Services
What does this mean?
- Each single service to appoint a Clinical Director to work across all sites within the Single
Service- recruitment to be a joint process between Trusts and agreed lead CCG
- Clinical Director to lead the formation of single service teams, oversee design of single service
model of care and pathways, and be responsible for clinical performance of the single service
- All new clinical (medical) appointments to be single service wide
- An identified provider Executive Lead for each Single Service to be in place during the
implementation phase
- Consider GM level recruitment plans to increase exposure and wider sharing of resources

How does this contribute to achieving the aims?
 Facilitates standard model of care and pathways across each single service
 Provides accountability for attainment of standards and improved outcomes

6
Page 86

Condition 5 – Appointment of GM clinical leadership for implementation

What does this mean?
- Appointment of a small number of clinical leadership roles to support implementation; similar
to existing clinical champions
- Responsibilities will include chairing of sub-groups to support the Clinical Alliance e.g. for
General Surgery
- Responsibilities may include ‘buddying’ of single services – providing clinical leadership during
the implementation of single services
How does this contribute to achieving the aims?
 Promotes sharing of best practice
 Visible leadership; unifying all 4 Single Services
 Enables best practice from one single service to be utilised in the implementation of another
single service

Condition 6 – Formation of Single Service Research Hubs

What does this mean?
- All single services to be aligned to a Teaching Hospital/ University to facilitate research , clinical
audit and to share innovation
 Alignment could be for research, teaching and / or service delivery e.g. clinics or theatre
sessions
 Shared best practice clinical governance processes and learning
 Sharing of best practice to support the implementation
 Formal link to the proposed to GM Academic Health Science System

How does this contribute to achieving the aims?
 Continues to strengthen the research and academic input to the Single Services
 Increases access to on-going research and innovation
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4.3 Commissioning leadership and collaboration
It is recognised that the strength of the Healthier Together governance has been the collective clinical
leadership of the 12 Greater Manchester CCGs. It is proposed that this continues through implementation.
The following conditions are proposed to strengthen the governance of the implementation:

Condition 7 – Creation of GM implementation governance
What does this mean?
- Commitment to on-going Greater Manchester-wide governance for the Healthier Together
programme
- Commitment to on-going joint governance with commissioners, providers and regulators
How does this contribute to achieving the aims?
 Continues to provide robust governance and oversight to the programme post decision
 Provides accountability for achievement of the publicly stated aims

Condition 8 – Formation of a CCG and Regulatory Body Alliance to support implementation

What does this mean?
- An agreed joint process between CCGs and Regulators for holding Providers to account during
the implementation phase
- Strengthening existing governance arrangements between commissioners, regulators and
providers (e.g. HT Programme Board)
How does this contribute to achieving the aims?
 Ensures full alignment between CCGs, Providers and Regulators on key issues (e.g. Capacity,
Capability, Leadership)
 Enhances openness and transparency between all parties

Further areas of CCG collaboration to support implementation could include:
- A commitment from all CCGs to commission the Quality and Safety standards for all providers via a GM
Service Specification
- Creation of a GM Common Framework for commissioning Single Services
- Consideration of the requirement for, and agreement of, the most appropriate lead commissioning
arrangements
- Continuation of lead commissioner arrangements for NWAS
- Sharing of commissioning arrangements for each single service with all Greater Manchester
commissioners to ensure parity
- Agreed common commissioning approaches (for example to payment mechanisms)
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5.0 Actions





CiC Members are requested to:
Note the contents of this report;
Identify any amendments or additional implementation conditions;
Endorse the implementation conditions.
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MEETING: Governing Body
DATE:

Item Number: 8.3

26th January 2016

REPORT TITLE:

CCG Constitution Changes (Healthier Together
Joint Committee)

REPORT AUTHOR:

Tim Collins – Assistant Director, Governance

PRESENTED BY:

Julie Southworth Director of Quality & Safety

RECOMMENDATIONS/DECISION
REQUIRED:

Approve

EXECUTIVE SUMMARY The Healthier Together Programme Team has asked Hempsons
Solicitors to review CCG constitutions in preparation for the establishment of the Healthier
Together Joint Committee (HTJC). They wrote to the CCG towards the end of December
2015 as follows:
When the Greater Manchester CCGs (GM CCGs) began the Healthier Together
programme, CCGs did not have the power to establish joint committees and so the GM
CCGs established the Healthier Together committees-in-common (HTCiCs) to take
decisions in relation to the programme. In preparation for the implementation phase of
Healthier Together, it is now proposed that the GM CCGs establish a joint committee which
will take over decision-making responsibility from the HTCiCs.
Review of CCG Constitution
Hempsons has been instructed to review the GM CCGs’ Constitutions to check that they
contain the appropriate wording to enable the GM CCGs to establish the HTJC. As we
have discussed previously, the CCG’s Constitution does not contain the provisions that we
recommend in relation to establishing joint committees. Our recommendation is that the
CCG now includes these changes in its Constitution and we have set out our
recommended changes.
If the CCG does not want to make these changes to its Constitution, it will still need to
amend its Constitution to include the new terms of reference for the HTJC in its
Constitution.
Therefore provided that the CCG appends the amended terms of reference to its
constitution it is not necessary to make changes to the main text of its constitution as
advised above and as discussed previously at Governing Body meetings. Deletions in the
attached are crossed through and additions are in bold red font.

FURTHER ACTION REQUIRED:

Approval by NHS England
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Appendix P
NHS Greater Manchester CCGs
Healthier Together Joint Committee
Terms of Reference
These Terms of Reference are drawn up using the template in Appendix
2 of the CCG Establishment Agreement (clause 12.3.2). In the event of
contradiction or dispute, this document should be seen as the
authoritative document in respect of the Healthier Together Joint
Committee functions
1.

Introduction

1.1.

The Greater Manchester Clinical Commissioning Groups have
established an association of them known as the Association of Greater
Manchester Clinical Commissioning Groups (Association). The
Association was established by an agreement dated 2nd April 2013
(Establishment Agreement).

1.2.

The CCG members of the Association together with other CCGs who are
listed in the table below as Voting Members (CCGs) have decided to
work together on the Healthier Together programme. To this end, the
CCGs have agreed to establish a Joint committee which shall be
responsible for Level B decision making in relation to the Healthier
Together programme. The CCGs’ Joint committee shall be called the
Healthier Together Joint Committee (HTJC). The HTJC is comprised of
one representative from each of the CCGs and its constitution; meeting
arrangements etc… are set out in these terms of reference.

1.3.

Healthier Together is one part of an overall public sector service
transformation programme led by Greater Manchester Local Authorities
and the NHS, alongside other partners. As defined within the PCBC,
tThe scope and focus of the Healthier Together hospital programme is:
•
•
•

1.4.

Urgent, Emergency & Acute Medicine;
Emergency General Surgery;
Children’s and Women’s Services.

In addition, it is recognised that there are key services that are
interdependent with the above services which will be included to the
extent of their dependency, within the final Model of Care (Hospital
Services):
• Anaesthetic Services;
• Critical Care;
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•

Neonatal Services; and Clinical Support Services (e.g.
Diagnostics).

1.5.

Furthermore, programme documentation will also describe the enabling
changes in local ‘Out of Hospital’ services that will need to take place
before changes to hospital services are made.

1.6.

The HTJC will perform the functions delegated to it by the CCGs in
relation to any healthcare service changes (either in hospital or out of
hospital) proposed as part of the Healthier Together programme, which
will involve public consultation and which have not already or will not be
consulted on as part of a separate process. involve the oversight and
assurance of programme implementation.

2.

Establishment
The CCGs have agreed to establish and constitute a Joint Committee
with these terms of reference to be known as the HTJC.

3.

Functions of the Committee

3.1.

Agree the planning assumptions that will be used to underpin financial,
workforce, access and activity modelling as part of the option selection
process and oversee programme plans of the Healthier Together
implementation process.

3.2.

Endorse the Decision Making Business Case. Act as the decisionmaking body; authorising subgroups (e.g. Programme Board) to
oversee and lead Healthier Together changes.

3.3.

Make any necessary decisions arising from Decision Making Business
Case Determine and issue guidance for the formation of single
services.

3.4.

Liaise with the relevant Local Authority about the process. Make
decisions as to a sequencing approach for the implementation of
single service changes.

3.5.

Take or arrange for all necessary steps to be taken to enable the CCG to
comply with its public sector equality duties in relation to the consultation.
Make decisions as to each single service’s state of readiness for
implementation at the relevant stages of change.

3.6.

Determine the mechanism by which, following the completion of the
consultation process, any decision about service change will be made
that takes into account all of the representations received in response to
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the consultation and specifically any recommendations made by any of
the health service bodies involved in the consultation and any
recommendations received from the public, any Overview and Scrutiny
Committee, any Council executive, any local Health watch organisation
or any other relevant organisations. Agree and oversee a pan Greater
Manchester HR and Workforce framework to deliver workforce
standards as described in the Healthier Together Model of Care.
3.7.

Approve the formal report on the outcome of the consultation that
incorporates all of the representations received in response to the
consultation document in order to reach a decision. Assure that a
suitable pan Greater Manchester financial framework to detail
activity and finance assumptions to support single service business
cases is developed by Chief Finance Officers.

3.8.

Make decisions to satisfy any legal requirements associated with
consulting the public and making decisions arising from it. Endorse GM
clinical specifications and standards as recommended by the
Greater Manchester Clinical Alliance.

3.9.

Oversee the development of proposals for the range, scale and location
of healthcare services as models, options and proposals are developed.
Assure appropriate patient engagement in each single service.

3.10.

Ensure that the redesign process identifies those areas that require
formal public consultation. Ensure compliance with public sector
equality duties for the purposes of implementation.

3.11.

Ensure that the redesign process identifies any proposal for a substantial
development of the health service in the area of the relevant local
authority or any substantial variation in the provision of such service that
will trigger the requirement for the CCG to consult with the relevant local
authority. Assure appropriate communications and engagement in
each single service.

3.12.

Receive and or review recommendations from the Healthier Together
Steering Group and decide on a model for future healthcare provision
that is safe, sustainable and financially viable. Assure the North West
Ambulance Service implementation plan.

3.13.

Oversee stakeholder engagement and consultation on those areas of
service change that will impact on service users. Agree the benefits
framework to underpin benefits realisation and monitor the
consistency of service provision during transition.
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3.14

Assuring the attainment of the Healthier Together Implementation
Conditions and the Equality Conditions.

In discharging its responsibilities the HTJC will also:
•

Oversee pan Greater Manchester assurance and oversight to
deliver implementation.

•

Ensure appropriate mechanisms are in place to enable single
services to develop and operate in concert for the benefit of
Greater Manchester patients.

4.

Category 1 and Category 2 decisions

4.1.

The following decisions of the HTJC shall be Category 1 decisions:
i. To endorse the Decision Making Business Case agree a
sequencing order for the implementation of the 4 single
services;
ii. To reach a decision after Consultation on the preferred option;
agree each single service’s state of readiness for Go-Live
patient level changes in relation to high risk general surgery
patients.

4.2.

All other decisions of the HTJC shall be Category 2 decisions, unless the
HTJC specifically and unanimously agrees that another issue should be
considered as a Category 1 decision.

5.

Membership

5.1.

The HTJC will be chaired by a Non-voting Independent Chair.

5.2.

The voting members of the HTJC shall comprise one Governing Body
member from each of the CCGs.

5.3.

Each CCG’s nominated Governing Body member is listed in the table
overleaf (“Joint Committee Member”).

5.4.

Membership of the HTJC will combine both Voting and Non-voting
members. Non-voting members of the HTJC represent other
functions/parties/organisation or stakeholders who are involved in the
programme and will provide support and advise the voting members on
any proposals.
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Independent Chair – Philip Watson
Voting Members
Organisation
1

NHS Bolton CCG

2

NHS Bury CCG

3

NHS Central
Manchester CCG
NHS Heywood,
Middleton &
Rochdale
NHS North
Manchester CCG

4

5

Member
Nomination
Dr Wirin
Bhatiani
Dr Kiran
Patel
Dr Mike
Eeckelaers
Dr Chris
Duffy
Dr Martin
Whiting

6

NHS Oldham CCG

Dr Ian
Wilkinson

7

NHS Salford CCG

Dr Paul
Bishop

8

NHS South
Manchester CCG
NHS Stockport CCG

Dr Bill
Tamkin
Dr Ranjit Gill

NHS Tameside &
Glossop CCG
NHS Trafford CCG

Dr Alan Dow

9

10
11

12

Dr Nigel
Guest

NHS Wigan Borough Dr Tim
CCG
Dalton

Title
CCG Chair
CCG Chair
CCG Chair
CCG Chair

CCG Clinical
Accountable
Officer
CCG Clinical
Accountable
Officer
Neighbourhood
Clinical Lead
CCG Board
Member
CCG Chair
CCG Clinical
Accountable
Officer
CCG Chair
CCG Clinical
Accountable
Officer
Clinical Chair

Non-Voting Members
1

HT Lead CCG and
Senior Responsible
Officer Programme
Sponsor

Ian
Williamson
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COO Central
Manchester
CCG

Remarks

Non-Voting Members
2

3

4

5
6

7

8
9
10
11

12

13

14

15

Greater Manchester
Association of
CCGs
Greater Manchester
Service
Transformation
AGMA
Representative

Hamish
Steadman

Chair

Leila
Williams

Director of
Service
Transformation
Lead Local
Authority Chief
Executive for
Health

Healthwatch
Representative
Greater Manchester
Service
Transformation
NHS Eastern
Cheshire CCG

Jack Firth

NHS East
Lancashire CCG
NHS North
Derbyshire CCG
NHS Warrington
CCG
GM Provider Chief
Executive
Representatives
Chair of the Clinical
and Patient Safety
Group
Chair of the Finance
and Investment
Group
Chair of the
Communications
and Engagement
Group
NHS England
Primary Care

Steven
Pleasant

Alex Heritage
Sophie
Hargreaves
Dr Jackie
Wilkes
Dr Fleur
Blakeman
Dr Peter
Williams
Dr Debbie
Austin
Dr Andrew
Davies

Programme
Director
Chief Officer
Strategy &
Transformation
Director
GP
Governing Body
GP
Chair CCG

TBC

TBC

Paul Bishop

Salford CCG

Joanne
Newton

Chief Finance
Officer, Central
Manchester
CCG

TBC

TBC

Rob
Bellingham

SRO
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Geoff Little
is
nominated
deputy

Four neighbouring CCGs have been engaged to participate as nonvoting members see above.
6.

Deputies

6.1.

The individual named in the table below (who is a Governing Body
member) may deputise for the HTJC Member appointed by its CCG at
meetings of the HTJC:

6.2.

The table of individuals authorised by the CCGs to deputise for their
representatives is shown below:
Organisation
1
2
3

Deputy
Nomination

Title

NHS Bolton CCG
NHS Bury CCG
NHS Central
Manchester CCG
NHS Heywood,
Middleton and Rochdale
CCG
NHS North Manchester
CCG

Susan Long
Stuart North
Ian Williamson

CCG Chief Officer
CCG Chief Officer
CCG Chief Officer

Lesley Mort

CCG Chief Officer

Simon Wootton
Helen Speed

NHS North Manchester
CCG
NHS North Manchester
CCG

Joanne Downs

CCG Chief
Operating Officer
Programme
Director Urgent
Care &
Collaborative
Commissioning
Head of Finance

Joanne Newton

9

NHS North Manchester
CCG
NHS Oldham CCG

Denis Gizzi

10

NHS Oldham CCG

Julie Daines

11

NHS Salford CCG

Steve Dixon

4

5

6
7

8

Moneeza Iqbal
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Programme
Director –
Planned Care,
Long Term
Conditions and
Public Health
Director of
Finance
CCG Managing
Director
Chief Finance
Officer
Chief Finance
Officer

Organisation
12
13

14
15

16
17

Deputy
Nomination

NHS South Manchester
CCG
NHS Stockport CCG

NHS Tameside and
Glossop
NHS Trafford

NHS Wigan Borough
CCG
NHS Wigan Borough
CCG

Title

Caroline Kurzeja

CCG Chief Officer

Gaynor Mullins

CCG Chief
Operating Officer

Steve Allinson

CCG Chief Officer

Gina Lawrence

Director of
Commissioning
and
Operations/Chief
Operating Officer
CCG Chief Officer

Trish Anderson
Frank Costello

CCG Deputy
Chair

6.3.

Any other individual may deputise for any HTJC Member provided that
the relevant CCG has sent a completed authorisation form (Appendix 4
to the Establishment Agreement for the Association of GMCCGs) in
respect of such individual’s attendance at the meeting to the Chair of the
HTJC to arrive no later than the day before the relevant meeting (or
within such shorter period before the meeting as the Chair may in
his or her sole discretion decide). Any individual so authorised must
be a member of the CCG’s Governing Body.

7.

Meetings

7.1.

The HTJC shall meet at such times and places as the Chair may direct
on giving reasonable written notice to the members of the HTJC.
Meetings will be scheduled to ensure they do not conflict with respective
CCG Governing Bodies Boards.

7.2.

Meetings of the HTJC shall be open to the public unless the HTJC
considers that it would not be in the public interest to permit members of
the public to attend a meeting or part of a meeting. A protocol for public
meetings is included at Appendix A.
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8.

Quorum

8.1.

The quorum for a meeting of the HTJC shall be:
•

For a meeting at which a Category 1 decision will be made, all of the
voting members of the HTJC must be in attendance or able to
participate virtually by using video or telephone or web link or other
live and uninterrupted conferencing facilities.

•

For a meeting at which no Category 1 decisions will be made, as
close to 75% (in terms of whole numbers) of the voting members of
the HTJC (therefore 9 out of 12) are required to be in attendance or
able to participate virtually by using video or telephone or web link or
other live and uninterrupted conferencing facilities.

9.

Attendees

9.1.

The Chair of the HTJC may at his or her discretion permit other persons
to attend its meetings but, for the avoidance of doubt, any persons in
attendance at any meeting of the HTJC shall not count towards the
quorum or have the right to vote at such meetings.

10.

Attendance at meetings

10.1.

Members of the committee may participate in meetings in person or
virtually by using video or telephone or web link or other live and
uninterrupted conferencing facilities.

11.

Voting

11.1.

The voting members (which for the avoidance of doubt, include any
deputies attending a meeting on behalf of the HTJC members in
accordance with paragraph 6 above) shall each have one vote.

11.2.

For Category 1 decisions, a majority vote would require the support of as
close to 75% (in terms of whole numbers; therefore 9) of the total number
of voting members at any given time.

11.3.

Assuming that any meeting is quorate for category 2 decisions, the
support of as close to 75% (in terms of whole numbers, see Appendix B)
of CCG voting members participating in the respective decision would be
required for it to be agreed.
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12.

Administrative

12.1.

Support for the HTJC will be provided by the Healthier Together
Programme Team. Service Transformation Directorate.

12.2.

Papers for each meeting will be sent to HTJC members no later than one
week prior to each meeting. By exception, and only with the agreement
of the Chair, amendments to papers may be tabled before the meeting.
Every effort will be made to circulate papers to members earlier if
possible.
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Appendix A

Protocol for Public Meetings
1.

Introduction

1.1.

Meetings of the HTJC shall be open to the public unless the HTJC
considers that it would not be in the public interest to permit members of
the public to attend a meeting or part of a meeting. Category 1 decisions
must be taken in a public meeting.

1.2.

The purpose of this protocol is to provide guidance on the preparation
and running of any public meeting arranged by the Healthier Together
Programme Team. Service Transformation Directorate.

2.

Preparation for a Public Meeting

2.1.

Before a public meeting is called, the agenda and arrangements for the
meeting should be agreed with the Independent Chair of the HTJC and
consulted upon with HTJC members at a proceeding meeting.

2.2.

The costs of holding public meetings will be met from the Healthier
Together Programme budget.

The following issues should be considered at the initial preparation stage:
•
•

•

Objectives/purpose. All Category 1 decisions should be taken at
public meetings of the HTJC.
Time, date and venue. Consideration should be given to the likely
number of attendees, thinking particularly about places that have
convenient access for people with disabilities. A suitable venue
should be chosen which can accommodate the numbers expected to
attend.
Publicity. The event should be publicised, as agreed by the HTJC,
at least four weeks in advance of the meeting so that people can
plan to attend, know where to go and what to expect. The HTJC will
be required to publicise the event as follows:
o The Healthier Together website (by HT Programme Team)
o All CCG member websites and in the normal places where
local CCG Governing Board meetings are publicised (by
CCGs).
o Through key stakeholder groups to be identified when the
agenda for the meeting is set (by HT Programme Team and
CCGs where applicable).
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2.3.

Chairing arrangements. Public meetings will be formally chaired by the
appointed Independent Chair who will be required to work with the team
to agree the use of presentational aids (where required) and general
housekeeping matters.

2.4.

Provide accessible and timely information. The HTJC will publish the
agendas (only) for all public meetings two one weeks in advance of the
meeting taking place on the Healthier Together website. Unless
otherwise directed by the HTJC, Members will receive papers for public
meetings one week in advance of the meeting taking place at which point
papers will be available to the public on request. To ensure papers are
understandable each paper will have an overview summary or
introduction to the topic that external audiences can easily understand.

3.

Guidelines for the Meeting

3.1.

The role of the Chairman should be to:
•
•
•
•

3.2.

open the meeting
keep the meeting focused on the agenda – if necessary, to refer
people back to the agenda
make sure that everyone who wants to speak gets a chance – not
allowing one or two people to dominate proceedings
Draws the meeting to a close at the appropriate time.

Creating the right atmosphere
The organiser(s) should aim to arrive at the venue in good time to check
that any equipment and facilities requested are in place. This will include
any catering arranged, as well as the equipment needed at the meeting.
The location of fire doors and alarms should also be checked. Those
attending should be greeted as they arrive, avoiding any serious debates
or discussions before the meeting starts.

3.3.

Making a good start
The meeting should be started at the time arranged, with the appropriate
introductions and a summary of the purpose of the meeting. If it is likely
to be a while before the attendees can express their views (e.g. because
there is a short, initial presentation), this should be made clear, so that
people have an expectation about the way the event is likely to proceed.
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3.4.

Getting the most from the meeting
•
•
•
•

3.5.

Make good use of questions raised at the meeting to probe,
challenge and fully understand the views that people may have
Arrange for someone to keep notes on the main points raised
Keep an attendance sheet, with contact details, so that those
attending can be provided with follow up information
At the end of the meeting thank people for attending and explain
clearly what the next steps will be.

After the Meeting
All agreed actions should be followed up after the event. Consideration
should also be given to lessons learnt from the process, such as:
•
•
•
•

did the meeting achieve what was expected?
what aspects of the meeting were successful and what did not work?
did things go as planned or were there any surprises?
were there any problems that could have been avoided?
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Appendix B

Quoracy & Voting for Category 2 Decisions
Quorate
For a meeting at which no Category 1 decisions will be made, as close to
75% (in terms of whole numbers) of the voting members of the HTJC
(therefore 9 out of 12) are required to be in attendance or able to participate
virtually by using video or telephone or web link or other live and
uninterrupted conferencing facilities.
Voting
Assuming that any meeting is quorate for Category 2 decisions, the support
of as close to 75% (in terms of whole numbers) of CCG voting members
participating in the respective decision would be required for it to be agreed.
As a minimum of 9 CCG voting members are required to participate in a
Category 2 decision the following rules apply.
Number of Voting Members
Participating In the Category 2
Decision

Number of Votes Required to
Support Decision

12
11
10
9

9
8
8
7

Page 106

MEETING: Governing Body

Item Number: 8.4

DATE: 26th January 2016

REPORT TITLE:

Governing Body Assurance Framework (GBAF)
Quarter 3

CORPORATE
OBJECTIVES
ADDRESSED:

All four (see page 5 of Framework)

REPORT AUTHOR:

Tim Collins, Assistant Director, Governance

PRESENTED BY:

Julie Southworth, Director of Quality & Safety

RECOMMENDATIONS/
DECISION REQUIRED:

Review

EXECUTIVE SUMMARY:
The CCG is required to have a GBAF. It is referred to in our published Risk
Management Strategy & Policy and the attached presentation follows the
Department of Health template. This document, together with the Corporate
Report, are the two primary tools to be used by the Governing Body to scrutinise
our performance and risks. We have drawn on the content of NHS England’s
assurance framework to populate the GBAF as we are assessed on our delivery
against the framework.
The attached iteration of the GBAF is effective as at 31/12/15. There is
commentary on page 5 on the CCG’s progress against its corporate objectives.

FURTHER ACTION
REQUIRED:

Ongoing review by Committees and Governing Body

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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Governing Body
Assurance Framework
Quarter 3, 2015/16

1
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1. Background
1.1 The Governing Body Assurance Framework (GBAF) is one of a suite of documents which evidences
the position of the CCG in relation to the achievement of its corporate objectives. The other principal
documents are the monthly Corporate Report and the quarterly Finance Report. The CCG’s Risk
Management Strategy & Policy includes the following section:
1.2 The GBAF is a means of identifying and quantifying strategic risks within the organisation and is the
means by which the Governing Body monitors and controls the risks which may impact on the
organisation’s capacity to achieve its objectives. The GBAF identifies the corporate objectives of the
organisation and the principal risks related to the delivery of these objectives. Key controls are made
explicit together with the assurances on these controls. In addition, the GBAF will identify linkages
with inter-related areas of assurance. It also provides a structure for the evidence to support the
Annual Governance Statement.
Corporate Objectives

What the organisation aims to deliver

Principal Risks

What could prevent the objectives and workstreams being achieved –
these are rated 1 to 5 dependant on impact/consequence

Key Controls

What controls/systems we have in place to assist in securing delivery of our
objective – the likelihood of the risk occurring is also rated 1 – 5 following
identification of the controls actively in place

Gaps in Control

Where we are failing to put controls/systems in place or where we are
failing in making them effective

Positive assurances

Where we can gain evidence that our controls/ systems, on which we are
placing reliance, are effective

Gaps in assurance

Where we are failing to gain evidence that our controls/ systems, on which
we place reliance, are effective

Mitigating Actions

An action plan to improve key controls that will manage principal risks, and
gain assurances where required

3
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2. Risk Assessment Matrix
The following principles should be applied when rating individual risks:
First Stage: Qualitative Measures of Risk (The Consequence or Impact)
LEVEL

IMPACT

1

Almost None

2

Minor

3

Moderate

4

Major

5

Catastrophic























EXAMPLES OF DESCRIPTORS
(please refer to local policy)
No injuries (No treatment/intervention required/given, no time off work)
Patient Safety Incident resulting in ‘no harm’ (including near miss event)
Insignificant impact upon service provision (Loss/interruption not exceeding 1 hour)
None or minimal financial loss/cost
Minor injury or illness (First aid treatment, time off work not exceeding 3 days)
Patient Safety Incident resulting in ‘low harm’ (as defined by the NPSA)
Minor impact upon service provision (Loss/interruption not exceeding 8 hours)
ow financial loss/cost
Moderate Injury (Medical attention required, time of work 4 -14 days, RIDDOR)
Patient Safety Incident resulting in ‘moderate harm’ (as defined by the NPSA)
Small patient numbers affected
Moderate impact on service provision (Loss/interruption not exceeding 24 hours)
Moderate financial loss/cost
Major injuries/long term incapacity/disability (Time off work in excess of 14 days)
Patient Safety Incident resulting in ‘serious harm’ (as defined by the NPSA)
Major impact upon service provision (Cancellation of service or loss/Interruption not
exceeding 1 week
Major financial loss/cost
Death/permanent injuries/irreversible health effects
Patient Safety Incident resulting in death or major permanent incapacity
arge numbers of patients affected
Catastrophic impact upon service provision (loss/Interruption exceeding 1 week/
or/permanent loss of a service or facility)
Huge financial loss/cost

Applicable/
Non-applicable


Second Stage: Qualitative Measures of Risk (The Likelihood of Occurrence)
LEVEL

LIKELIHOOD

1

Rare

2

Unlikely

3

Possible

4

Likely

5

Almost Certain

EXAMPLES OF DESCRIPTORS
(please refer to local policy)
This will probably never occur/recur - not expected to recur for years
(Adequate level of control. E.g. effective policy, training, supervision etc. is in place)
Not expected to happen/recur - not expected to occur more than annually
Defined safe systems of work, occasional exposure etc.
Might happen or recur - expected to occur at least monthly
Poor supervision, non-secure controls etc.
Will probably happen/recur - expected to occur at least weekly
Poor training, lack of supervision or ineffective controls etc.
Will undoubtedly happen/recur, - expected to occur at least daily
No control measures, constant exposure etc.

Applicable/
Non-applicable

Third Stage: Qualitative Measures of Risk & Action Required (Risk Analysis & Rating)
IMPACT

Rare (1)

LIKELIHOOD OF A REPEAT
Unlikely (2)
Possible (3)

(((((ikely ()

Almost Certain (5)

Almost None (1)
1

2

3

4

5

2

4

6

8

10

3

6

9

12

15

4

8

12

16

20

5

10

15

20

25

Minor (2)
Moderate (3)
Major ()
Catastrophic (5)

EXTREME RISK
HIGH RISK

15 – 25
8 - 12

Immediate Action Required by Director – Reportable to the Governing Body
Attention Needed By Senior Management – Reportable to Governing Body
Committee
MEDIUM RISK
4-6
Management by Line or Service Manager
LOW RISK
1-3
Manage By Routine Policies/Procedures/Processes/Systems
(Adapted from: AS/NZS ISO 31000:2009 Risk Management Standard)

4
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3. Corporate Objectives 2015/16
The assessment of progress below should not be read in isolation but reviewed alongside the monthly Corporate Report which measures
and monitors performance in greater detail:

CORPORATE OBJECTIVES
1. Supporting our population stay healthy
and live longer in all areas of the Borough
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2. Commissioning high quality services
which reflect the population’s needs,
delivering good clinical outcomes, and
patient experience within the resources
available

3. Function as an effective commissioning
organisation that puts the patient first

4. Function as an organisation that
consistently delivers its statutory duties
and participates fully in Greater
Manchester (GM) Devolution

ARE WE MAKING PROGRESS IN ACHIEVING OUR OBJECTIVES?
Compared to other Boroughs of a similar size Wigan has the highest increase in
healthy life expectancy for men and women and the largest reduction in the gap
between the borough and the national average for health life expectancy but the
gap between most deprived and least deprived in the borough has widened (Public
Health England). The Borough performs better than the Greater Manchester and
national average for Myocardial Infarction, Stroke & Stage 5 Kidney Disease In
People With Diabetes.
Of the two standard hospital mortality rates, Wrightington, Wigan & Leigh FT
(WWL) performs well on the HSMR indicator but on the SHMI weekday and
weekend indicators there continues to be a concern. The A&E Friends and Family
Test at WWL has consistently achieved the highest quality scores across GM
during the quarter. Interim data for October and November has also identified WWL
as one of the best performing A&E departments against the 4 hour wait target
across GM.
For the seven months to 31 October, 25 of 27 NHS Constitution indicators
performed better than standard. All indicators with a national standard including
those for cancer care are currently rated as ‘Green.’ For Improving Access to
Psychological Therapies (IAPT) there are two indicators rated ‘Red’ - 6 week
Waiting Times for both Finished and Entering treatment. Patients on the
Winterbourne View Register have experienced delays in being placed into
community settings which may result in adverse publicity for the CCG.
The CCG achieved its target of a 2.5% recurrent surplus at the end of 2014/15 and
received an unqualified report from its external auditors in 2014/15. The CCG is
forecasting to achieve its statutory duties in 2015/16 and achieve the planned
surplus of £4.5m. There is currently a Quality, Innovation, Productivity and
Prevention (QIPP) gap of £6.7m between plan and forecast for 2015/16. The CCG
is a member of the GM Strategic Partnership Board operating in shadow from
October 2015.

5

4. Summary of Extreme Risks
There is one extreme risk at the end of Quarter 3 as was the case at the end of Quarter 2, and the likelihood of the risk materialising has
increased. It is summarised as:
•

If the management of care for those patients on the Winterbourne View Register is not delivered effectively the CCG may be subject to further
scrutiny from NHS England and the Department of Health and may suffer reputational damage (details on page 9)

5. Assurance Framework

3

Needs
assessment;
Developing
strategies to
meet needs;
Targetting
resources and
additional
investment

4

Gaps in
Assurance

Latest
Public
Health
England
Health
Profile for
Wigan
Borough
(June
2015)
based on
2011-2013
data

Time lag in
externally
sourced
performance data
such as
Public
Health
profile

6

12

12

12

Closing
Rating

Positive
Assurance

Rating at
end of Q3

If services are
not targetted at
those areas with
lower health
outcomes then
health
inequalities
within the
borough will
continue or
worsen.

Gaps in
Control

Rating at
end of Q2

Trish
Anderson/
John
Marshall

Key Controls

Rating at
end of Q1

Principal Risks

Likelihood
Rating
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Exec
Lead

Impact
Rating

1. Supporting our Population to Stay Healthy and Live Longer in All Areas of the Borough
Mitigating Actions

Integrated services located
in LIFT premises generally
in areas of deprivation or
where there is high
prevalence of disease;
Implementation of Primary
Care Strategy;
Implementation of
Integrated Health Care
Strategy;
Implementation of Mental
Health Strategy;
Implementation of 7 day
access to GPs and GM
standards in primary care;
Borough Locality Plan
includes above and forms
part of GM Plan to be
finalised in March 2016.

2. Commissioning high quality services, which reflect the population’s needs, delivering outcomes and patient experience
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3

WWL Mortality
CQUIN agreed for
2015/16;
Quality, Safety &
Safeguarding
(QSSG) bimonthly meetings
held with WWL;
Discussion at
Executive level;
CCG clinicians
attending WWL
Quality & Safety
Committee;
Establishment of
a ‘Task and
Finish’ Group to
report to WWL’s
Quality & Safety
Committee;
Multi-disciplinary
Mortality Review
Group now meets
weekly.

4

WWL
internal
audit
report
provided
limited
assurance
.

Seven day
working
funded as a
quality
initiative will
also
facilitate
consultant
hand-overs

Gaps in
Assurance

12

12

12

Closing
Rating

Positive
Assurance

Rating at
end of Q3

If Wrightington,
Wigan & Leigh
(WWL) FT’s
performance
underpinning
patient safety
and quality
around hospital
mortality
indicators
(HSMR & SHMI)
does not
improve,
patients will not
receive the
expected
standard of care
and harm may
result.

Gaps in
Control

Rating at
end of Q2

Julie
Southworth/
Sally
Forshaw

Key Controls

Rating at
end of Q1

Principal Risks

Likelihood
Rating

Exec
Lead

Impact
Rating

within the resources available
Mitigating Actions

Weekly ‘Modified Early
Warning System’ (MEWS)
audit at WWL to improve
early identification of
deteriorating patients;
Pneumonia and Sepsis
care pathways will
improve outcomes;
Revised SHMI
improvement plan to be
presented to Governing
Body in January 2016 and
subsequent Quality,
Safety & Safeguarding
Group;
Advice has been sought
by WWL from SHMI
experts from NHS
England and Advancing
Quality Alliance to support
WWL to improve its
benchmarked position.

7
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NHS contract in
place for
continuing
healthcare and
funded nursing
care patients;
Individual patients
reviewed
annually;
Local quality
surveillance group
including CQC,
Wigan Council
and Healthwatch
monitoring data.

4

Patients
registered
with CCG
Practices
not
covered
by
continuing
healthcare and
funded
nursing
care
arrangements.

Local
Quality
Surveillance Group
chaired by
CCG
shares
intelligence on
nursing
home
facilities;
Collaborative
working.

Insufficient
data;
Limited
capacity to
visit homes
but an
improving
position
due to the
new post in
place.

8

12

12

12

Closing
Rating

Gaps in
Assurance

Rating at
end of Q3

3

Positive
Assurance

Rating at
end of Q2

If there are
inadequate
Quality
Assurance
processes for
residential and
nursing homes,
patient harm
may occur as a
result.

Gaps in
Control

Rating at
end of Q1

Julie
Southworth/
Sally
Forshaw

Key Controls

Likelihood
Rating

Principal Risks

Impact
Rating

Exec
Lead

Mitigating Actions

Collaborative working with
Wigan Council Quality
Assurance Team is
progressing well, for
example, Westwood
Lodge Joint Service
Implementation Plan.
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4

Response is
being
coordinated by
NHS England
(GM & Lancs);
New structure
involving Wigan
Council and CCG
on revised
discharge dates;
Chief Officers of
both Bodies
signing off
revised
discharge dates;
Fortnightly
tracker report
being signed off
by CCG Chief
Finance Officer
and Wigan
Council Director
of Adult Social
Care & Health;

4

CCG not
in direct
control of
most
discharge
activity;

Monthly
reports to
Clinical
Governance,
Finance &
Performance
Committees;
Availability Fortnightly
of
patient
alternative trackers with
local
NHS
provision. England;
Regular
Unsatisfac reporting to
-tory
NHS
provider England
performance
resulting in
delayed
discharges

Root Cause
Analysis agreed
with NHS
England

9

Gaps in
Assurance

12

16

20

Closing
Rating

Positive
Assurance

Rating at
end of Q3

If the
management of
care for those
patients on the
Winterbourne
View Register is
not delivered
effectively the
CCG may be
subject to
further scrutiny
from NHS
England (NHSE)
and the
Department of
Health and may
suffer
reputational
damage.

Gaps in
Control

Rating at
end of Q2

Mike
Tate/
Kim
Godsman

Key Controls

Rating at
end of Q1

Principal Risks

Likelihood
Rating

Exec
Lead

Impact
Rating

3. Function as an effective commissioning organisation that puts patients first
Mitigating Actions

Associate Directors now
lead monthly Joint
Operations Group;
Revised aspirational
dates have been set;
Development of
commissioning policies for
patient type to enable
decisions to be made
quickly;
Joint funding
arrangements between
Wigan Council and CCG
agreed for individual
patients;
Additional scrutiny from
NHSE has directed that
discharge plans include
added precision on
timings;
GM now one of national
fast track sites for LD
services with funding for
case coordinators at local
level – recruitment
process has commenced.
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Mike
Tate/
Kim
Godsman

A shortage of
nursing home
provision in the
borough may
have a negative
impact on both
patient care and
the urgent care
system.

4

System
Resilience Group
escalation plan;
Winter
investments;
Winter de-brief
and diagnostic
escalation policy;
Winter resilience
plan and
workshops to test
the plan;
Joint
commissioning
bid funded for
additional
community beds
and
infrastructure.
Monthly System
Resilience Group
(SRG) meetings
and system
updates;
Wigan Live! Bed
status updates.

3

Provider
reticence
to invoke
timely
escalation;

Reports
from
Providers/
Secondary
Use
Service
Discharge (SUS) data.
process.

12

12

12

Mitigating Actions

Integrated Discharge
Team; Winter investment
community beds;
Christmas/New Year
holiday period plan in
place;
Urgent Care
Commissioning Lead on
site at WWL 2 days/week
to system manage
discharge process.

Low
number of
paediatric
beds due
to
inadequate
levels of
trained
staff

3

Closing
Rating

Gaps in
Assurance

Rating at
end of Q3

4

Positive
Assurance

Rating at
end of Q2

If the urgent
care system
does not adapt
and improve
there may be a
repeat of
2014/15
seasonal
pressures and
lack of capacity
which may
result in system
failure.

Gaps in
Control

Rating at
end of Q1

Mike
Tate/
Kim
Godsman

Key Controls

Likelihood
Rating

Principal Risks

Impact
Rating

Exec
Lead

Detailed
analysis of
bed
supply,
demand
and
utilisation
not yet
completed.

12

12

12

System-wide bed review
currently underway;
Development of new
strategy under Wigan
Leaders;
Implementation of
Integrated Community
Nursing & Therapy Team
model will ensure that the
full spectrum of
community care is
delivered in care homes
(currently unavailable)

10
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Mike
Tate/
Kim
Godsman

If initial access
to and follow up
treatment for
psychological
therapies does
not reduce the
number of
people with
anxiety or
depression,
disorders will
increase.

Contract
monitoring
process; financial
adjustments/
Incentives;

4

SRG meetings
and Root Cause
Analyses.

3

Contract
monitoring with
the three
providers
involved in the
service;
Performance
management;
Weekly reporting.

4

NWAS
performanc
e reporting
data.

12

12

12

Closing
Rating

Indirect
commissioning
arrangements
through
lead
commissioner
Blackpool
CCG;
Other
health
economies’
performance

Gaps in
Assurance

Rating at
end of Q3

3

Positive
Assurance

Rating at
end of Q2

If ambulance
response times
continue to be
breached,
patients will
continue to
experience
delays in
receiving
treatment.

Gaps in
Control

Rating at
end of Q1

Mike
Tate/
Kim
Godsman

Key Controls

Likelihood
Rating

Principal Risks

Impact
Rating

Exec
Lead

Mitigating Actions

Commissioned utilisation
of Ambulance Liaison
Officer.
Use of NWAS pathfinder
GP based in Leigh Walkin-Centre;
Winter resilience plan

Corporate
report to
Governing
Body;
‘Exec to
Exec’ focus

11

Possible
inaccuracies around
provider
performance data
(5 Boro’s
Partnership
Mental
Health FT
has
provided
assurance
that
October
2015 data
published
in January
2016 will be
accurate)

12

12

12

Weekly reporting;
Continuing dialogue with
provider;
Improving Access to
Psychological Therapies
(IAPT) waiting list initiative
funded 50:50 by CCG and
NHS England;
Action plan in respect of
initiative;
Implemented waiting list
initiative until 31/03/16 to
bring down response time
for follow up appointments
which impacts on ‘patients
finishing treatment’
performance.

Patients currently
supported by
community
CAMHS team
assessment;
Care planning
and children’s’
social care;
Additional
investment
targeted at lower
levels of need;
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CAMHS strategy
published
18/12/15 agreed
by NHSE
together with
funding.

3

All these
cases are
reported
into the
weekly
System
Resilience
Operational
Group
(SROG)
through
commission
ed
services;
Community
CAMHS
provider
holds
regular
dialogue
with CCG
safeguardin
g
partnership
team.

More
formal and
regular
information
required
from NHS
England.

12

12

12

12

Closing
Rating

Gaps in
Assurance

Rating at
end of Q3

4

Positive
Assurance

Rating at
end of Q2

The Child &
Adolescent
Mental Health
Service
(CAMHS) Tier 4
Bed Shortage
may result in
patients
receiving care in
inappropriate
settings and not
being properly
safeguarded.

Gaps in
Control

Rating at
end of Q1

Mike
Tate
/Kim
Godsman

Key Controls

Likelihood
Rating

Principal Risks

Impact
Rating

Exec
Lead

Mitigating Actions

Action plan agreed with
NHS England;
is being coordinated to
reduce demand;
SRG prioritised funding
for hospital (when patients
are placed
inappropriately) for 1:1
care.
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4

Governance
groups
established;
Programme
Board; Health &
Social Care
Partnership
Board; Joint
Commissioning
Board; Provider
Forum; Standing
Conference;
Standing
Conference
Executive

3

Terms of
reference
of groups
not all
finalised.

Signed
memorandum of
understanding;
Terms of
reference
being
developed
and signed
off

13

Reporting
flows not yet 12
fully
established

12

12

Closing
Rating

Positive
Gaps in
Assurance Assurance

Rating at
end of Q3

If the required
governance
structures and
work
programmes
within the
Greater
Manchester
devolution of
budgets and
powers are not
established
effectively the
CCG’s various
healthcare
strategies for
the borough’s
population will
not be realised.

Gaps in
Control

Rating at
end of Q2

Trish
Anderson

Key Controls

Rating at
end of Q1

Principal Risks

Likelihood
Rating

Exec
Lead

Impact
Rating

4. Function as an organisation that consistently delivers its statutory duties and participates fully in Greater Manchester
Devolution
Mitigating Actions

Governing Body, Chair
and Chief Officer to
regularly review
governance
developments for start on
st
1 April 2016;

Shadow phase October
2015 – March 2016;
Borough Locality Plan
forms part of ‘Taking
Charge of our Health &
Social Care in Greater
Manchester – The Plan’
draft Dec 2015, to be
finalised March 2016.

Mike
Tate/
Chris
Melling

4

Report of activity
levels against
Acute Trust
Plans; Referral
information
submitted to
GPs; Monthly
report to Finance
& Performance
Committee
covering QIPP
and Activity

3

3

Ongoing
dialogue
including
with NHS
England
Director of
Finance
(Lancs &
GM).

GP referral
manageme
nt may
need to be
extended
beyond
MSKCATS
;
Limited
stakeholde
r
engageme
nt/
ownership

RAIDR
system
generated
reports;
Trauma &
Orthopaedic
patients
now
required to
refer to
MSKCATS
service

14

12

12

12

Closing
Rating

Organisations’
plans not
fully
aligned.

Rating at
end of Q3

Governing Body
to Trust Board
dialogue;
‘Exec to Exec’
negotiation
process;
Commissioning
Plan.

Positive
Gaps in
Assurance Assurance

Rating at
end of Q2

4

Gaps in
Control

Rating at
end of Q1

If WWL’s
performance
and strategy is
not
synchronized
with the CCG’s
strategy and
NHS England’s
Five Year
Forward View,
the local health
economy will
come under
financial strain
and this will
have a
consequential
impact on
resources
available and
therefore patient
care.
If demand within
the system
grows the
overall QIPP
gap which
currently stands
at approximately
£6.7m for
2015/16 will
increase.

Key Controls

Likelihood
Rating

Mike
Tate/
Craig
Hall

Impact
Rating

Principal Risks

Page 122

Exec
Lead

Mitigating Actions

The Plan as above to be
finalised March 2016;
NHSE Lancs & GM
Director of Finance has
indicated that GM as a
health economy should be
responsible for its control
total. GM CCG Chief
Finance Officers have
agreed that financial
mitigation is available
through this mechanism.

12

12

12

QIPP team generating
new potential schemes
each month;
Quality validation process
now being implemented;
Financial mitigation will be
used if appropriate to
achieve statutory duty.

Appendix 1

Corp.
Objective

Principal Risk

Rating at
end of Q2

Exec Lead

Rating at
end of Q3
Direction of
travel

Risks Currently Rated between 8 and 10 being Monitored at Committees
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Julie
Southworth

4

North West CSU do not have the resource to complete the migration of the CCG to Windows 7, resulting in the operating
system in use by all CCG PCs and laptops being no longer supported by Microsoft. This could potentially leave security holes
and increase the risk to CCG data.

10

10

→

Mike Tate

4

If prescribing expenditure continues to exceed budget without any balancing initiatives it could impact on the CCG’s surplus
position.

10

10

→

Julie
Southworth

2

If safeguarding systems for children and vulnerable adults are not fully embedded within local health economy providers’
delivery systems there will be a risk of serious incidents.

12

9

↓

Mike Tate

3

If WWL staffing issues and demand from cancer campaigns leads to increased pressure on resources, more than 1% of
patients will wait longer than 6 weeks for a diagnostic test.

9

9

→

Trish
Anderson

1

Insufficient providers and estates are available to satisfy the requirements of movement from Acute to a Community setting

9

9

→

Julie
Southworth

2

If shared care protocols (SCPs) are not in place between GPs and secondary care, appropriate monitoring may not be
carried out which may result in patient harm.

9

9

→

Julie
Southworth

2

9

9

→

Julie
Southworth

2

If 5 Boroughs Partnership FT does not fully address NHS England’s action plan following the legacy cluster review around
serious incidents, patient harm may result.

9

9

→

Julie
Southworth

3

If there is a lack of capacity within main or reserve list of domiciliary care providers this may result in the Continuing
Healthcare Team having to commission domiciliary care from care agencies with whom they are not familiar.

9

9

→

Julie
Southworth

2

If the CCG does not receive accurate information from care providers to support the quality monitoring of independent care
home and domiciliary care providers there is a risk of the CCG being unable to identify any area of potential concern

9

9

→

Trish
Anderson

1

If the commissioning of primary care services is not managed effectively the CCG’s primary care strategy may not be
delivered

12

8

↓

If GPs prescribe ‘red’ drugs (responsibility for these medicines should normally remain with the consultant or specialist

clinician) patient harm may occur as a result.

15

Principal Risk

Rating at
end of Q3
Direction of
travel

Corp.
Objective

Rating at
end of Q2

Exec Lead

Julie
Southworth

2

If Healthcare Acquired Infection (HCAI) rates are not managed then patients may suffer harm and there may be financial
penalties.

8

8

→

Trish
Anderson

1

If implementation of the integrated care strategy to develop out of hospital is not achieved there will not be a reduction in
hospital activity and associated costs.

8

8

→

Julie
Southworth

4

If the transition away from North West CSU service provision is not managed effectively this may result in data loss or system
breakdown with a negative impact on patient care.

12

8

↓
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1. FOREWORD
1.1 The purpose of the report is to set out the how Wigan Borough Clinical Commissioning Group
(WBCCG) is meeting the general and specific duties of the Public Sector Equality Duty
(PSED) in line with its statutory requirements under the Equality Act 2010 (the Act). At
WBCCG, we are committed to mainstreaming inclusion and diversity throughout all we do,
promoting equality, embracing diversity and ensuring full inclusion for the population we serve.
1.2 During the last 12 months WBCCG has seen substantial progress in embedding inclusion,
diversity and human rights into core business activity. We have continued to invest energy,
enthusiasm and commitment into making sure equality is a decisive factor in delivering
evidence based commissioning and service improvement, excellent patient care and creating
a positive workplace environment that is considerate of our workforce. This was achieved
through the implementation of various initiatives, and projects including:
•
•
•
•
•

Continuing progress towards achievement of our equality objectives.
Data collection, monitoring and analysis
Equality and diversity training
Equality Impact Assessment Review on a range of policies and service re-design.
Establishment of the Equality and Diversity Collaborative.

1.3 There continue to be gaps within information gathering and analysis of population data. Only
equality information in relation to a patient’s ethnicity, age, gender and religion is collected
routinely. The implementation of more robust equality monitoring and data analysis within
service will be a key priority within WBCCG Equality Delivery System Action Plan and work will
be undertaken with providers to ensure this is achieved.
1.4 WBCCG is responsible for commissioning local health services within the Wigan Borough,
which covers a large geographical area, serving a population of over 320,000, with 63 GP
practices and is one of the largest CCGs in England. WBCCG employs 161 staff and has a
budget in excess of £400 million.
1.5 The key drivers for change are our demographic profile, inequalities in health outcomes,
ensuring quality and safety for our patients and our financial stability. In support of this we have
a shared transformational agenda within our Health and Wellbeing Strategy which is built on
three pillars described as Start Well, Live Well and Age Well. Only by working together with our
partners will we meet the needs of the population of our Borough and the funding challenge of
the coming years.
1.6 We have established clear ambitions for our Borough that will enable us all to drive the
transformational agenda we have and deliver innovative new services for our population that
meet their long term needs.
1.7 Our ambitions for the people of the Borough of Wigan in the next 5 years are:
•

Addressing with others the wider determinants of health and ensuring that they contribute
to improving health outcomes.
5
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•
•
•

Targeting support on those patients with a higher dependency on health services, to
improve the management of the individuals’ conditions and contain the use of services
Shift the delivery of services from inhospital to out of hospital in order to create a
sustainable Health and Social Care System in the Borough of Wigan
Continually improve the quality and efficiency of seamless care services both in and out
of hospital

1.8 Everyone counts. We use our resources for the benefit of the whole community and make sure
no one is excluded or left behind. We support the individual and the community. We believe
that no decision should be taken about you, without you. After all, it’s your healthcare.
1.9 Our priorities are focused on our biggest challenges and are based upon the demographics and
habits of the Wigan Borough population. Wigan has a registered population of 320,000. Nearly
100,000 of these are considered to be part of the most deprived 20% in the country. As a
population, too many of us do not choose well for the benefit of our health. Wigan has higher
than average rates of alcohol consumption, smoking and obesity. Almost a quarter of our
residents have long term illnesses. Emergency hospital admissions for mental health problems,
depression and dementia are higher than they should be.

Julie Southworth
Director of Quality and Safety

6
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2. Introduction
2.1 The Act harmonises and replaces previous legislation, and ensures consistency in what
employers and service providers need to do to ensure compliance.
2.2 The Equality Act covers the nine “protected characteristic” groups:










Age
Disability
Gender Reassignment
Marriage and Civil Partnership
Pregnancy and Maternity
Race
Religion or Belief
Sex
Sexual Orientation

2.3 A requirement of the Act is the Public Sector Equality Duty (PSED), which is part of the “general
equality duty” which is the overarching requirement.
2.4 The General Equality Duty provides “specific duties” which are intended to help performance
and gain assurance.

3

The General Equality Duty

3.1 The Equality Duty has three aims. It requires public bodies to have due regard to the need to:
 Eliminate unlawful discrimination, harassment, victimisation and any other conduct
prohibited by the Act.
 Advance equality of opportunity between people who share a protected
characteristic and people who do not share it; and
 Foster good relations between people who share a protected characteristic and
people who do not share it
3.2 The Equality Act explains that the second aim (advancing equality of opportunity) involves, in
particular, having due regard to the need to:
 Remove or minimise disadvantages suffered by people due to their protected
characteristics
 Take steps to meet the needs of people with certain protected characteristics where
these are different from the needs of other people
 Encourage people with certain protected characteristics to participate in public life or
in other activities where their participation is disproportionately low.
7
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3.3 It states that meeting different needs includes (among other things) taking steps to take account
of disabled people’s disabilities. It describes fostering good relations as tackling prejudice and
promoting understanding between people from different groups. It explains that compliance with
the general equality duty may involve treating some people more favorably than others.
3.4 The Act requires that we publish relevant information to demonstrate our compliance with the
PSED. This must include information relating to people who share a relevant protected
characteristic who are our employees and by people affected by our services. NHS organisations
must, therefore, consider equality issues when making decisions, such as how they:





act as employers
provide services
develop, evaluate and review policy
commission and procure from others

As a listed public body we have published this information to demonstrate that we have
complied with the duty.
3.5 WBCCG fully supports the principle of equality and diversity in service provision and
employment and opposes all forms of unlawful or unfair discrimination. All patients accessing
services we procure and all staff, whether part-time or full-time and whether permanent or
temporary, will be treated fairly and with respect.
3.6 WBCCG is a public body and we must ensure we comply with a part of the Act known as the
Public Sector Equality Duty. The duty came into force in April 2011. It replaces the three
separate duties that previously existed in relation to race, gender and disability. There is now
one single duty for nine protected characteristics: age, disability, gender reassignment, marriage
and civil partnership, pregnancy and maternity, race, religion or belief, sex and sexual
orientation (in respect of eliminating unlawful discrimination).
Our Equality & Diversity Strategy was published in 2013 with reference to the following:













Health Inequalities in Wigan Borough
Health Inequalities: People with Protected Characteristics
Inclusion Health
Wigan Borough Health & Wellbeing Board
WBCCG Commissioning Plan
Equality and Human Rights: The Legal Framework
The Health and Social Care Act 2012
The NHS Constitution
Patient and Public Engagement
Embedding Equality, Diversity and Human Rights in the Commissioning Cycle
NHS EDS (Equality Delivery System)
Equality Objectives and Action Plan
8
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 Quality & Governance

Wigan Borough CCG Equality & Diversity Strategy: Please follow this web link
http://www.wiganboroughccg.nhs.uk/media/16572/equality_and_diversity_strategy.pdf

4. CCG Leadership
4.1 All WBCCG Governing Body members have a collective and individual responsibility to ensure
compliance with the PSED, which will in turn secure the delivery of successful equality
outcomes for WBCCG, both as a commissioner and an employer.
4.2 The Governing Body provides strategic leadership to the equality and diversity agenda, which is
in part achieved by establishing and embedding the Equality and Diversity Strategy, and also
by:
 Agreeing the organisation’s objectives for improving its equality performance
 Ensuring that equality is a core consideration in Governing Body discussions and
decisions
 Leading by example by actively championing the equality and diversity agenda and
attending staff listening sessions and meetings of patient and community groups
4.3 A Lay Member has been appointed to the CCG’s Governing Body to lead on patient and public
engagement. The Lay Member has oversight responsibility for ensuring that the voice of the
local population is heard in all aspects of the CCG’s business, and that equal opportunities are
created and protected for patient and public involvement and engagement.

9
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4.4 The Chief Officer has responsibility for ensuring that the necessary resources are available to
progress the equality and diversity agenda within the organisation and for ensuring that the
requirements of this framework are consistently applied, co-ordinated and monitored.
4.5 The Director for Quality and Safety has operational responsibility for:
 Developing and monitoring the implementation of robust working practices that ensure
that equality and diversity requirements form an integral part of the commissioning cycle
 Working with the Equality and Diversity Lead to ensure that equality and diversity
considerations are embedded within their working practices.
 Ensuring that the Governing Body, staff and member practices remain up to date with the
latest thinking around diversity management and have access to appropriate resources,
advice, and informal and formal training opportunities
4.6 All line managers have responsibility for:
 Ensuring that employees have equal access to relevant and appropriate promotion and
training opportunities.
 Highlighting any staff training needs arising from the requirements of this framework and
associated policies and procedures.
 Support their staff to work in culturally competent ways within a work environment free
from discrimination
5.

Quality Innovation Productivity and Prevention (QIPP) programme

5.1 QIPP is a national programme for the NHS aiming to make efficiency savings while delivering
appropriate outcomes.
5.2 The general equality recommendation across all work streams is that each project should
undergo an Equality Analysis screening assessment, with a full Equality Analysis undertaken
where indicated.
5.3 One of the objectives of WBCCG is to improve the quality of healthcare commissioned and
provided for the population of Wigan Borough. There is a QIPP programme running which has 6
significant or “high impact” areas of service transformation.
Key initiatives are:
 Unplanned care QIPP scheme – reducing unnecessary attendances and admissions to
secondary care
 Planned Care – delivering care closer to home
 Mental Health – Rapid Assessment Interface and Discharge aimed at identifying the
patients with dementia earlier allowing for a speedier discharge process

10
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 Medicines Management – improving patient outcomes and productive prescribing
 Long term conditions – improved support to patients with long term illness and carers
5.4 Each QIPP Project where appropriate is required to undertake an Equality Impact Assessment
during the feasibility stage of the business case, which is analysed by the Project Manager.
5.5 The identification of impacts enables early understanding of project beneficiaries, and provides
a focus for the ongoing monitoring of the project through monthly highlight reports.

6. Joint Strategic Needs Assessment (JSNA)
6.1 The JSNA has provided a baseline understanding of the health and wellbeing needs of the
residents of the borough. The challenging and historically rooted health inequalities in the
borough are clearly described and it is appreciated how this impacts on service users in the
protected groups.
6.2 The health and wellbeing board in its November 2014 meeting endorsed a new approach to the
production of the JSNA in the year 2015 proposing a focus not only on health needs, but on the
assets of communities and individuals, and to make the JSNA more of a living and developing
process.
6.3 The Director of Public Health is responsible for coordinating the production of the new assets
and needs based joint strategic assessment on behalf of the health and wellbeing board.
7. Health and Wellbeing Board
7.1 WBCCG jointly chairs (with Wigan Council) the Wigan Health and Well Being Board. This board
includes representatives from NHS provider organisations, NHS England and Healthwatch. The
Director of Public Health routinely attends the meeting.
The work of the board is to:
 Secure and maintain whole system partnership commitment to promoting the health of
the public and reducing health inequalities.
 Reform the health and social care system to improve outcomes in a financially and
clinically sustainable system and protecting the health of the public.

7.2 The board is responsible for producing and endorsing the Wigan Joint Health and Well Being
strategy, as a framework by which the commissioning intentions of NHS England, the CCG, and
the Council can be assessed as making a contribution to the health and wellbeing of the
residents of the borough. The current strategy runs from 2013 to 2016 and is being reviewed for
consideration in the January 2016 meeting. In the context of the JSNA and the Health and Well
Being Strategy, the Board has endorsed in 2014 the CCG 5 year commissioning plan and the
11
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borough integrated care strategy, and all key strategic frameworks have been brought together
in the borough “locality plan”.
8. Patient and Public Engagement
8.1 The Community Membership Scheme has been developed to enable patients, carers and the
public to work together with us to better understand and help shape local health services.
Membership is open to individuals and to groups. People are encouraged to get involved at
whichever level suits them, from receiving information, completing surveys or attending regular
forum meetings.
8.2 The WBCCG Patients’ Forum reports directly into the Governing Body on a quarterly basis. It is
made up of highly engaged and knowledgeable representatives from the Patient Participation
Groups (PPGs) and Healthwatch Wigan. The group undertakes a number of roles including
shaping and reviewing CCG strategies and policies; creating links and opportunities to engage
with the wider population; monitoring and evaluating engagement activities.
8.3 We are now using a service user experience form developed jointly with the voluntary and
community sector which enables us to collect data from different communities on a regular
basis. The data is analysed on a quarterly basis alongside data from our Early Warning System
(Ulysses) and Patient Opinion and is reported to Clinical Governance Committee.
8.4 Further activities we have undertaken this year include:
 Consultation on services for the “older you”
 An ongoing project with Macmillan Cancer and NHS England to test out new ways of
working, particularly in relation to marginalised groups and better utilisation of the
voluntary and community sector.
 A conference for PPG members and practice managers to explore best practice and
ways they can engage with a broader cross section of their community.
 Offering small levels of financial support to PPGs to run community health activities, for
example, health awareness days.
 Market research to understand people’s use of NHS services, including running focus
groups targeted at specific sections of the population including carers and young
people.
9. Communications
9.1 This year we have worked hard to ensure that we do more to reach out wider in to our
communities and make our information more accessible:
 We have strong brand guidelines that lay out strict rules on the size and layout of font to
make sure communications are consistent and easy to read and are not in “NHSspeak”.
12
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 We have a ‘Reader’s Panel’ of people from the community who are invited to check our
public documents for accessibility and language, including consultation documents and
we have patient representatives on groups that produce public facing information
 Our website has a standard size of Arial 12 font – larger than the NHS standard
size. There is also a translator and size adjustor on the website.
 We use a portable hearing loop as standard during our public Governing Body,
meetings and engagement activities and have used it during consultation activities.
 We have produced consultation documents in large font as standard and organised
other versions of documents on request, including braille.
 When we run marketing campaigns, we use a variety of different methods and styles to
show the same information and make it more accessible for different audiences,
including children’s versions of information.
 Equality and diversity information is collected as standard at public events so we can
target audiences in future that we previously missed.
9.2 Next year, we will be implementing the Accessible Information Standards that are compulsory
for NHS providers, but not for commissioners, to ensure we meet best practice. We will work
with our providers on this, to make sure we are consistent.
10.

Procurement and Commissioning

10.1 Procurement and commissioning form our core functions with respect to:








In-Hospital services
Primary care
Community services
Medicines Management
Mental Health
Ambulance
Voluntary sector

10.2 In order to have due regard to equality impacts in our procurement and commissioning WBCCG
make use of our equality analysis at the time of making decisions. This is especially important
with respect to providers.
10.3 WBCCG cannot delegate its responsibilities and duties for equality but where another provider is
being procured or commissioned to deliver services on behalf of WBCCG they will be required
to comply with the relevant equality duties. If such a provider is already subject to the PSED
WBCCG will seek evidence of their fulfilment of the Duty as part of its assessment of their
procurement.
10.4 The Department of Health national contract is routinely used by WBCCG. The national contact
includes provider requirements around ‘equity of access, equality and no discrimination’ and
13
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‘pastoral, spiritual and cultural care’. Further evidence will be sourced to demonstrate how
providers meet these requirements through the Quality Safety and Safeguarding Group
meetings.
10.5 WBCCG senior leaders have a role to play in building relationships with our provider
organisations. This means they get involved in strategy and decision making at a high level
within our local economies and therefore have the opportunity to promote health equality for all
our communities.
10.6 The Patient/ Service User Experience programme (Ulysses) has been launched in all practices
and is providing WBCCG with valuable insights on patient experiences. Further work is currently
being undertaken on this system to gain better data monitoring information.
10.7 Wigan Borough CCG is now a party to the Greater Manchester Devolution agreement, and as
such has developed a locality plan that outlines how local services will be transformed over the
next five years, as a part of that process all locality plans will be subject to a Greater
Manchester level equality and diversity impact assessment.

11. Partnerships
11.1 Wigan Borough CCG works in partnership with other commissioners to, deliver high quality
support and care. There is a good record of partnership working and strong relationships with,
for example:
 Wigan Council - to jointly commission services for children and young people, those
with learning disabilities, mental health issues, physical disabilities and emerging client
groups, including older adults services.
 Healthcare providers such as local hospitals and care settings
 Healthwatch
 Voluntary and community organisations, for example, a recent patient engagement
programme with Age UK.
 Kings fund- to review integrated care.
11.2 In all these arrangements WBCCG ensures that partners pay appropriate heed to the
requirements of the Act.
12. Safeguarding
12.1 WBCCG has a dedicated safeguarding team to ensure strategic support and advice is available
for both safeguarding adults at risk of abuse and safeguarding children / children looked after
concerns.
12.2 Although the Local Authority have lead responsibility for safeguarding adult enquiries, WBCCG
supports the process to ensure a clear clinical understanding of the issues presented. Following
14
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all case conferences the Local Authority requests a short response through an audit tool to seek
the views of individuals and to identify potential improvements opportunities for learning
underpinned by an action plan.
12.3 Safeguarding is inclusive of all and appropriate alerts are fully investigated irrespective of race,
ethnic and national origin, religion, gender, sexual orientation, disability and learning ability.
12.4 WBCCG is represented on the Wigan Safeguarding Adult Board and Wigan Safeguarding
Children’s Board by the executive lead for safeguarding. The Assistant Director Safeguarding
Adults and Assistant Director for Safeguarding Children attend the Safeguarding Boards in the
capacity of an expert advisor.
12.5 The Assistant Directors Adult Safeguarding / Child Protection are members of the respective
board executive committees.
12.6 Through provider quality safety and safeguarding group meetings, WBCCG seeks assurance on
how NHS providers capture the voice of the child or adult at risk.
13

Complaints

13.1 WBCCG has a dedicated Governance team to deal with queries, concerns and formal
complaints relating either to the commissioning of services or to services commissioned by
WBCCG.
13.2 Since April 2014, Equality and Diversity monitoring forms have been sent with complaints
service evaluation forms to complainants. This is an important source of information helping us
to identify whether certain groups experience problems disproportionately to other groups.
13.3 Equality monitoring is undertaken as part of evaluation of these services, and the information
gathered is analysed, brought together in quarterly reports so trends and themes can be
identified and addressed.
13.4 The complaints policy sets out the process for accessing complaints services to ensure
flexibility, access and provision of patient information. Information on how to make a complaint is
available on the WBCCG website.
13.5 Translation, interpreter and other recognised formats are also available to our patients.

14

Equality Governance

14.1 The Equality Act 2010 and the Human Rights Act 1998 provide the legal frameworks within
which the CCG operates its equality governance. Equality and the improvement of health
inequalities are fundamental to all aspects of the NHS. At a national level, the Health & Social
Care Act 2012, NHS England, the Operating Framework and the NHS Constitution all highlight
the need to reduce discrimination in services, improve accessibility and reduce health
inequalities for all.
15
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14.2 The Equality Delivery System and the PSED are the two main ways we demonstrate how the
CCG is performing on issues of equality and health inequality to our patients, staff, partners and
communities.
14.3 At Governing Body level the Director of Quality and Safety has lead accountability. The
Assistant Director of Governance ensures that WBCCG is meeting its legal responsibilities and
provides a practical direction in relation to equalities. The Equality and Diversity Lead works
directly with employees and providers.
14.4 Our work is laid out in an Equality and Diversity Delivery Plan, and is reviewed by the Equality
and Diversity Group on a quarterly basis. This along with the Corporate Governance Committee
provides assurance to the Governing Body that WBCCG is fulfilling its equality goals and
objectives.
14.5 Performance against equality is discussed regularly with all our providers at Quality Safety and
Safeguarding Groups and Contract Meetings.
15

Equality Delivery System

15.1 The NHS Equality Delivery System (EDS) is designed to support NHS Organisations deliver
better outcomes for patients and communities and better working environments for staff, which
are personal, fair and diverse. The EDS is all about making positive differences to healthy living
and working lives so that everyone counts.
15.2 The EDS is a national tool, that is used in partnership with patients, the public, staff and staffside representatives, to review equality performance, identify equality objectives and actions. It
offers local and national reporting and accountability mechanisms.

16

Equality Delivery System Self – Assessment

16.1 WBCCG has adopted the EDS as its performance toolkit to support the CCG in demonstrating
its compliance with the three aims of the Public Sector General Equality Duty and the Act.
16.2 The Equality Act 2010 and the national Equality Delivery System (EDS) require NHS
organisations to identify clear equality objectives. The EDS requires the organisation to work
with staff and patients to evaluate and grade their performance against eighteen separate
domains within four EDS goals:
 Goal 1 - Better health outcomes for all
 Goal 2 - Improved patient access and experience
 Goal 3 - Empowered, engaged and well supported staff
 Goal 4 - Inclusive Leadership at all Levels
16.3 The assessment process involves establishing stakeholder participation with representatives
from equality stakeholders across the protected groups. The aim of engaging with equality
group stakeholders or ‘communities of interest’ is to build an on-going engagement process
that is inclusive.
16
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16.4 In April 2015 WBCCG held a grading event to establish WBCCG EDS outcomes and
objectives for 2015-16. The EDS tool was used to review the equality performance of WBCCG
and to help prepare equality objectives as required by the PSED. To get maximum value and
allow the opportunity for delegates to review the evidence properly, ask questions and request
information, the event focused on Goal 2 (points 1-4) and Goal 4.1.
16.5 Evidence was collected from the following departments and teams within WBCCG: Localities,
Commissioning, Quality, Governance and our partner organisations Bridgewater Community
Healthcare NHS Foundation Trust, Wrightington, Wigan and Leigh NHS Foundation Trust, 5
Boroughs Partnership NHS Foundation Trust and third sector providers e.g. The Brick
Homelessness Charity.
The following four grades form the EDS evaluation:
Grades

Undeveloped

Developing

Achieving

Excelling

WBCCG Outcomes from Assessment
Goal 2 Improved Patient Access & Experience
2.1 Patients, carers and communities can readily access
services, and should not be denied access on unreasonable
grounds
2.2 Patients are informed and supported to be as involved as
they wish to be in their diagnoses and decisions about their
care, and to exercise choice about treatments and places of
treatment
2.3 Patients and carers report positive experiences of their
treatment and care outcomes and of being listened to an
respected and of how their privacy and dignity is prioritised
2.4 Patients' and carers' complaints about services, and
subsequent claims for redress, should be handled
respectfully and efficiently

Developing

Undeveloped

Undeveloped

Developing

Goal 4 Inclusive Leadership at all Levels
4.1
Boards and senior leaders routinely demonstrate their
commitment to promoting equality within and beyond their Developing
organisations.
16.7 WBCCG is a relatively new organisation and recognises that EDS is a developmental process.
Whilst good progress has been made in establishing our equality agenda we recognise that
we need to improve in some areas and we will prioritise these over the coming year. To fully
embed our values into our activities within WBCCG and with partner organisations we need to
put equality at the heart of our service delivery.
16.8 The event and the feedback taught us that the following key points are important for
improvement:
17
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 Partnerships are vital: Working with Gateway organisations and third sector to
understand the diverse experiences of different groups.
 Ensuring a consistent approach across all organisations to share and collate
information.
 Accessibility for all – not only those with addresses/phone/computer access.
 Communication/Data Sharing – including people being made more aware of services
that are on offer.
 If email could be used to communicate with patients (with their agreement) this would
save time and money.
16.9 We received feedback on all areas assessed from the event and this will feed into the
development of equality objectives and the supporting action plan that will be developed
once the draft objectives have been prioritised and approved.
16.10 WBCCG is currently gathering evidence on Goal 1 Better Health Outcomes for All, Goal 3
Empowered, Engaged and Well Supported Staff and the remainder of Goal 4 Inclusive
Leadership at all Levels and will be submitting it to Healthwatch Wigan for independent
evaluation and grading.

17

Ensuring Equality & Diversity for our Employees

17.1 Ensuring Human Rights, Equality, Diversity and Equal Opportunities for our workforce:
WBCCG is committed to ensuring that, as far as it is reasonably practicable, the way we treat
our employees reflects their individual needs and does not discriminate against individuals or
groups on the basis of their age, disability, gender reassignment, marriage & civil partnership,
pregnancy & maternity, race, religion or belief, sex, or sexual orientation.
17.2 WBCCG has approved a new Human Rights, Equality, Diversity and Equal Opportunities Policy
that underpins all other employment policies within WBCCG.
17.3 Our principles include:
 Promoting employee and organisational development by raising awareness of human
rights, and focusing on equality and diversity at all levels within WBCCG.
 Embed the human rights based approach to support WBCCG core business of planning
and delivering a high quality and accessible health service for all;
 Develop and maintain a culture within WBCCG that promotes fairness, respect, equality,
dignity and autonomy for others at all times;
 Ensure WBCCG values the diversity within our community and aims to reflect this in our
workforce by reviewing selection criteria and procedures to ensure that individuals will
not be disadvantaged by conditions or requirements which cannot be shown to be
justifiable;
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 Provide fair access to any employment opportunities at WBCCG. This also impacts on
the fair access standards provided by our provider partner organisations;
 Provide impactful human rights, equality and diversity training to all employees.
 Implement the human rights, equality and diversity policy under which no job applicant or
employee will receive less favourable treatment.
 Train all managers appropriately to demonstrate that all employees will be treated fairly
i.e. selected, promoted, and treated on the basis of their relevant merits and abilities;
 Support employees and independent contractors to effectively meet the requirements of
the articles of the Human Rights Act 1998 and the Equality Act 2010, as well as
progressing healthcare commission standards on human rights and patient treatment to
support and add value to the work on related duties and priorities, such as: equality and
diversity; health inequalities; dignity in care; commissioning a patient-led NHS; deliver
patient choice; provide a personalised service and ensure our service users, carers and
community have a stronger voice to influence service development and protect the most
vulnerable people.
17.4 Recruitment
 Recruitment literature is designed to appeal to a diverse range of people, thereby
supporting WBCCG aims of recruiting an increasingly diverse staff/staff that reflects the
communities it serves.
 In a small number of cases, due to the nature of the role, where a post requires a post
holder with a specific protected characteristic e.g. a female or a male nurse due to
intimate care and/or dignity issues WBCCG will, with approval from the appropriate
director or Human Resources will promote the application of a Genuine Occupational
Qualification.
 In some cases WBCCG may encourage job applications from a particular protected
characteristic group to address any identified gaps. This helps WBCCG to increasingly
reflect the community within the workforce. However, the successful candidate will
always be the person who is most suited for the post during the interview.
 WBCCG ensures that its advertisements are aimed at as wide a group of potential
applicants as possible. Where there is under-representation, positive action will be taken
to encourage applications. All internal advertisements will be given as wide a circulation
as possible.
 WBCCG strives to be an employer of choice by ensuring all job applicants and
employees are treated fairly and are not disadvantaged.
 All applicants are informed that WBCCG encourages equal opportunities and operates a
Human Rights, Equality, Diversity and Equal Opportunities Policy. WBCCG has amended
its procedures to ensure such information is conveyed in advertisements, job descriptions
and application forms, for example the ‘two tick disability symbol’ when achieved. (A
disabled person applying for a vacancy who meets the ‘essential criteria’ requirements
for the post will be guaranteed an interview).
 All applicants for posts with WBCCG are given as much clear and accurate information
as possible about posts in advertisements, job descriptions, person specifications and
other available documentation including clear guidance notes for completion of the
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application form, to enable them to gauge their suitability to apply for a post. The task of
the managers is to appoint the most suitable person for the post.
 All employees involved in interviewing the applicant are or will be trained in recruitment
and selection which includes Equality Diversity Human Rights training to ensure that
selection is made on an objective basis.
 WBCCG provides all new employees with a pre-employment assessment via the
Occupational Health Provider. This process determines if that person is medically fit to
undertake that particular role. A person who has a medical / physical / mental health
condition that does not affect their ability to do a given job will not be discriminated
against.
17.5 Training
Equality and Diversity is a core dimension in WBCCG’s Learning & Development Policy. All
employees must have a full outline which identifies which level is relevant to them and this helps
to identify their training needs. WBCCG provides the following training to be attended as
appropriate:
 Mandatory awareness training.
 Mandatory Equality Impact Assessment Training (for all senior staff and above or those
who undertake equality analysis);
 Governing Body development sessions.
 Key Skills for Managers
17.6 Health & Wellbeing
Employee wellbeing is of paramount importance in WBCCG and we recognise that wellbeing is
an important factor in the job satisfaction of our employees and is therefore a management
issue for the organisation.
WBCCG fulfils its commitment by:
 Identifying potential hazards or circumstances that might contribute to inappropriate
levels of work-related stress and conduct risk assessments to eliminate or control the
risks from such stress. Risk assessments are the mechanism used to assess risks;
 Consulting with managers, employees and employee representatives on issues relating
to wellbeing via various forums including Health & Wellbeing Group meetings and
employee briefings;
 Increasing awareness and understanding of stress related issues and the importance of
good health and wellbeing through identification, prevention, control and subsequent
monitoring of causes of stress at work including, where appropriate training and health
promotion;
 Provide mandatory training in all subjects relating to health and safety via tutor led
courses and e-learning;
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 Provide a confidential Employee Assistance Programme for employees whose well-being
is adversely affected by stress, alcohol or substance misuse or smoking related illness.
17.7 Work Life Balance
 WBCCG recognises that enabling employees to work flexibly, where possible, is
important in assisting them to balance their life and thereby promoting equality of
opportunity. This can be through career breaks, job sharing, flexible hours, and phased
return to work after long-term absence, access to child care and also by recognising
personal commitments such as caring for relatives/dependents or cultural needs.
 WBCCG will consider requests made by all staff to work flexibly based on the
requirements of the service. (See WBCCG Flexible Working Policy).
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18 Wigan Borough CCG Workforce Information
The CCG workforce data supplied was collated from 1st April 2015 - 31January 2016. A diverse
and culturally aware workforce is better placed to understand and respond to the needs of
everyone in our community.

WBCCG GENDER SPLIT

Male

34%

Female
66%

RELIGIOUS BELIEF

Gender
Male
Female
Total

55
106
161

Religious Belief
Atheism
Buddhism
Christianity
Hinduism
Do not wish to disclose
Islam
Judaism
Other
Sikhism
Undefined

Atheism
Buddhism
Christianity
Hinduism
Do not wish to
disclose
Islam
Judaism
Other
Sikhism
Undefined
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CCG
%
1.9%
0%
33.8%
0%
56.9%
1.9%
0%
0.6%
0%
5%

WBCCG OVERALL WORKING TIME SPLIT

17.4%
27.3%

Full Time - Male
Part Time - Male
Full Time - Female

6.8%

Part Time - Female

48.4%

Part/Full Time
Full Time
Male
44
Full Time
Female
78
Part Time
Male
11
Part Time
Female
28
Total
161

DISABILITY

No
Yes
Not Stated

Disability
No
Not Stated
Yes

47.5%
50%
2.5%
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WBCCG ETHNIC ORIGIN
Ethnic Origin
White
Mixed
Asian or Asian
British
Black or Black
British
Other Ethnic
Groups

White
Mixed
Asian or Asian British
Black or Black British
Other Ethnic Groups
Not Stated
Unknown

CCG
%
88.8%
0%
4.4%
0%
1.3%
5.6%
0%

MARITAL STATUS
Marital Status
Civil
Partnership
Divorced
Legally
Seperated
Married
Single

Civil Partnership
Divorced
Legally Separated
Married
Single
Unknown
Widowed
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CCG %
0.6%
5.6%
1.3%
63.1%
22.5%
3.8%
3.1%

WBCCG AGE PROFILE

Under 20
21-25
26-30
31-35
36-40
41-45
46-50
51-55
56-60
61-65
66-70

December 2015
Age Range

Headcount

Under 20
21-25
26-30
31-35
36-40
41-45
46-50
51-55
56-60
61-65
66-70

5
5
6
13
23
17
34
25
26
3
4

CCG
%
3.1%
3.1%
3.7%
8.1%
14.3%
10.6%
21.1%
15.5%
16.1%
1.9%
2.5%

SEXUAL ORIENTATION
Sexual Orientation
Bisexual
Gay
Heterosexual
Do not wish to
disclose
Lesbian

Bisexual
Gay
Heterosexual
Do not wish to disclose
Lesbian
Undefined
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CCG
%
0.6%
0%
41.3%
53.1%
0%
5%

19 Population Statistics for Wigan Borough Census 2011 and Other Data Information
The information below was provided by Wigan Council census information 2011. As not all
information is gathered on the Census we have looked at trends and statistics for some areas. It
is essential to consider population information available when commissioning services for the
borough.

GENDER

160000
159500
159000
158500

159853
158000
157500
157947

Gender (Census Data)
All
persons
317800 %
Male
157947 49.7
Female
159853 50.3

157000
156500
Male

Female

(Data from Wigan Council Census 2011)

TOTAL LIFE EXPECTANCY AT BIRTH IN YEARS (NOT
HEALTHY LIFE EXPECTANCY)
100
90
80
70
60
50
40

77.4

80.8

Male

Female

30
20

Total life
expectancy at
birth in years
(not healthy life
expectancy)
Male
77.4
Female
80.8

10
0

(Data from Public Health Outcome Framework 2009-11)
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SEXUAL ORIENTATION (THOSE IDENTIFYING AS LESBIAN,
GAY OR BISEXUAL)
350000
300000
250000
200000
150000

290787

100000

Sexual Orientation from
predicted %
%
All
(Predicted
persons 317800 Nationally)
Yes
27013
8.5
No
290787
91.5

50000
0

27013
Yes

No

It is predicted nationally that sexual orientation numbers (those identifying as lesbian, gay
or bisexual) is between 7 and 10% of the population.

TRANSGENDER
350000
300000
250000
200000
317736

150000
100000

Transgender from predicted
%
%
All
(Predicted
persons 317800 Nationally)
Yes
64
0.02
No

50000

317736

99.98

64
0
Yes

No

It is predicted nationally that gender dysphoria is approximately 0.02% of the population.
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DEPRIVATION
250000
200000
150000
100000

191951
125849

50000

Households with at least 1
dimension of deprivation
All persons 317800
%
Yes
191951
60.4
No
125849
39.6

0
Yes

No

(Data from Wigan Council Census 2011)

DISABILITY - DAY TO DAY ACTIVITIES LIMITED A LITTLE
OR A LOT
300000
250000

Disability - day to day activities
limited a little or a lot

200000
150000
249479
100000
50000

All persons
Yes
No

317800
68321
249479

68321
0
Yes

No

(Data from Wigan Council Census 2011)
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%
21.5
78.5

BLIND/PARTIALLY SIGHTED
60000
50000
40000
30000

58793

20000
10000
8680
0
Estimates of those living with a level People officially registered as blind or
of sight loss that has significant
partially sighted with local authority
impact on their lives
social services that also state they
have an additional disability

Blindness
All Persons
317800 %
Estimates of those
living with a level
of sight loss that
8680 0.03
has significant
impact on their
lives
People officially
registered as blind
or partially sighted
with local authority
58793 18.5
social services that
also state they
have an additional
disability

(Data from Royal National Institute of Blind People data)

ESTIMATES OF THOSE LIVING WITH HEARING
LOSS
300000
250000
200000
150000
264728
100000

Estimates of those living with
hearing loss
All Persons
317800
%
Yes
53072 16.7
No
264728 83.3

50000
53072
0
Yes

No

(Data from Action on Hearing Loss estimates of 1 in 6 of the population 16%)
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ESTIMATES OF TOTAL NUMBER OF PEOPLE IN
THE POPULATION WITH LEARNING DISABILITIES
350000
300000
250000
200000
311630

150000
100000

Estimates of total number
of people in the population
with Learning Disabilities
All Persons 317800 %
Yes
6170 1.9
No
311630 98.1

50000
6170
0
Yes

No

(Data from Improving Health and Lives data 2012)

LANGUAGE - FIRST OR MAIN LANGUAGE
SPOKEN
English
Polish
French
Slovak
Lithuanian
Latvian
Arabic
Kurdish
Urdu
Chinese
Other

Language - first or main
language spoken
All persons
317800 %
English
311762 98.1
Polish
1209 0.38
French
202 0.06
Slovak
249 0.08
Lithuanian
362 0.11
Latvian
172 0.05
Arabic
310 0.1
Kurdish
183 0.06
Urdu
212 0.07
Chinese
453 0.14
Other
2686 0.85

NB: Information has not been provided where the total number of speakers of a language is
below 100, this means the list is not indicative of all the languages spoken within the borough,
there are many others with just a small number of speakers and these are listed as other.
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RELIGION
250000
200000
150000
100000
50000
Religion not stated

No Religion

Other Religion

Sikh

Muslim

Jewish

Hindu

Buddhist

Christian

0

Religion
All persons
317800 %
Christian
247184.8 77.8
Buddhist
702 0.2
Hindu
683 0.2
Jewish
70 0.0
Muslim
2161 0.7
Sikh
60 0.0
Other Religion
690 0.2
No Religion
48633 15.3
Religion not
stated
17616 5.5

(Data from Wigan Council Census 2011)

MARITAL STATUS

Widowed or surviving
partner from a same-sex civil
partnership

Seperated (but still legally
married or still legally in a
same-sex civil partnership)

In a registered same-sex civil
partnership

Married

Single (never married or
never registered a same-sex
civil partnership)

140000
120000
100000
80000
60000
40000
20000
0

(Data from Wigan Council Census 2011)

Marital Status
All usual residents
aged 16+
257,825 %
Single (never married
or never registered a
same-sex civil
partnership)
84705 32.9
Married
122180 47.4
In a registered samesex civil partnership
482 0.2
Separated (but still
legally married or still
legally in a same-sex
civil partnership)
6536 2.5
Divorced or formerly
in a same-sex civil
partnership which is
now legally dissolved
25412 9.9
Widowed or surviving
partner from a samesex civil partnership
18510 7.2
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ETHNICITY

Other ethnic group

Black/African/Caribbean/Blac
k British

Asian/Asian British

Mixed/multiple ethnic groups

White

350000
300000
250000
200000
150000
100000
50000
0

(Data from Wigan Council Census 2011)

Ethnicity
All usual residents
White
White: English/Welsh/Scottish/Northern Irish/British
White: Irish
White: Gypsy or Irish Traveller
White: Other White
Mixed/multiple ethnic groups
Mixed/multiple ethnic groups: White and Black Caribbean
Mixed/multiple ethnic groups: White and Black African

317800
309144
303472.2
1458
151
4063
2756
1015
429

%
97.3
95.5
0.5
0.0
1.3
0.9
0.3
0.1

Mixed/mulitple ethnic groups: White and Asian
Mixed/multiple ethnic groups: Other Mixed
Asian/Asian British
Asian/Asian British: Indian
Asian/Asian British: Pakistani
Asian/Asian British: Bangladeshi
Asian/Asian British: Chinese
Asian/Asian British: Other Asian
Black/African/Caribbean/Black British

783
529
3519
1019
676
109
891
824
1678

0.2
0.2
1.1
0.3
0.2
0.0
0.3
0.3
0.5

Black/African/Caribbean/Black British: African
Black/African/Caribbean/Black British: Caribbean
Black/African/Caribbean/Black British: Other Black
Other ethnic group
Other ethnic group: Arab

1310
216
152
703
304

0.4
0.1
0.0
0.2
0.1

399

0.1

Other ethnic group: Any other ethnic group
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AGE GROUPS
70000
60000
50000
40000
30000
20000
10000

(Data from Wigan Council Census 2011)

Age 90 and over

Age 85 to 89

Age 75 to 84

Age 65 to 74

Age 60 to 64

Age 45 to 59

Age 30 to 44

Age 25 to 29

Age 20 to 24

Age 18 to 19

Age 16 to 17

Age 15

Age 10 to 14

Age 8 to 9

Age 5 to 7

Age 0 to 4

0

Age Groups
All usual residents
317800 %
Age 0 to 4
19704 6.2
Age 5 to 7
11122 3.5
Age 8 to 9
6992 2.2
Age 10 to 14
18115 5.7
Age 15
4131 1.3
Age 16 to 17
7945 2.5
Age 18 to 19
7627 2.4
Age 20 to 24
19386 6.1
Age 25 to 29
20021 6.3
Age 30 to 44
66102 20.8
Age 45 to 59
63878 20.1
Age 60 to 64
21293 6.7
Age 65 to 74
30191 9.5
Age 75 to 84
15890
5
Age 85 to 89
3814 1.2
Age 90 and over
1589 0.5
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20

Conclusion and Summary of Progress

20.1 Equality, diversity and human rights data reporting and scrutiny have begun to tell WBCCG a
story about the experiences of its local population including the most vulnerable and
marginalised patients, carers and staff. Through engagement and data gathering WBCCG can
gain assurances about the quality and safety of its services for local protected groups.
20.2 WBCCG wants to be sure that the decisions taken make a positive difference to the lives of
people in the Wigan Borough. Inequalities in health between different groups are well
documented and long-standing. We cannot simply assume that health policy will be equally
beneficial for everyone.
20.3 Equality Impact assessments (EIAs) are a practical and systematic approach to establishing
whether WBCCG policies and services have a negative impact on different groups of people.
WBCCG need to be able to demonstrate that we have given ‘due regard’ to all protected groups
(in line with the General Equality Duty). EIAs enable us to evidence how we have given ‘due
regard’. During 2015, WBCCG has continued to undertake EIAs on all policies and services (to
ensure that any new or existing policies and services do not disadvantage any group or
individual).
20.4 During 2016 we will review the provision of available resources to support staff to undertake
EIAs effectively and provide additional equality impact assessment training sessions.
20.5 Progress has been made with Equality and Diversity since the inception of WBCCG in April
2013 and WBCCG prides our self on equality for all.
20.6 In 2016 WBCCG plans to further develop its key activity to reduce inequalities, including:
 Identifying a number of priority equality objectives which will address some of the
issues outlined in this report. There is a particular focus on “older you” services
which will hopefully developed to address differential health outcomes.
 Researching and promoting equality monitoring in patient experience so we can
understand more about whether membership of a protected group has an impact on
experience, and if so, what actions can we take to address the differentials.
 Educating and training staff in the principles of Equality and Diversity and ensuring
that the removal of inequality is a core active principle of all CCG plans.
 Creating programmes of work that actively address inequality for vulnerable groups
e.g. learning disabilities
 Ensuring that all WBCCG staff undertake equality & diversity training on an annual
basis, to ensure that equality & diversity considerations are factored into WBCCG
decision-making.
20.7 WBCCG will be working closely with service providers to improve the information about patient
experience that is provided by equality groups.
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20.8 WBCCG has also set further targets for improvement in line with the Equality Delivery System
during 2016 which are contained within WBCCG Equality and Diversity action plan.
20.9 We are aware, however, that there is still more to do to make improvements in our support of
this agenda. There are areas where we need to better understand the access, experience and
outcomes of patients from protected groups and support our providers to share these insights.
WBCCG could use the insights from the experiences of protected groups more effectively and
there is a need to improve quality and consistency of equality monitoring across our providers.

Contact Details
Tracie Smith, Equality & Diversity Lead
01942 482721
tracie.smith@wiganboroughccg.nhs.uk

Alexia Mitton, Head of Communications
01942 482849
alexia.mittons@wiganboroughccg.nhs.uk

If you would like help translating this information into another
language, or you would like this information in Braille, large
print or audio format, please call 01942 482711 or e-mail
public@wiganboroughccg.nhs.uk
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Nurturing Equal & Inclusive
Healthcare for All
Our system wide vision:
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“Health and social care services should support people to be well
and independent and to take control of their own care, services
should be provided at home, in the community or in primary care ,
unless there is a good reason why this should not be the case. All
services in our Borough should be safe and of a high quality and
part of an integrated sustainable system led by primary care”

