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OPEN MEETING MINUTES (Unratified)
Meeting of the Integrated Commissioning Committee
Held on Wednesday 19 June 2019 at 3.00pm in G:03 Wigan Town Hall
Present:
Cllr David Molyneux, (DM) Council Leader - Joint Chair
Dr Sanjay Wahie (SW) CCG Out of Hospital Care Lead
Dr Neeta James (NJ) CCG Prevention and Wellness Lead
Dr Jayne Davies (JD) CCG Childern, Young Persons and Maternity Lead
Dr Gen Wong (GW) CCG Unplanned Care Lead
Cllr Keith Cunliffe (KC) Council Portfolio Holder for Adult Social Care
Cllr Jenny Bullen (JB) Council Portfolio Holder for Children and Families
Cllr Carl Sweeney (CS) Council Portfolio Holder for Planning and Environment
Craig Hall (CHa) CCG Deputy Chief Finance Officer deputising for Paul McKevitt
Stuart Cowley (SC) Director of Adult Social Care
In Attendance:
Cllr Jim Moodie (JM) Lead Member, Leisure and Public Health
Craig Harris, (CHr) CCG Managing Director from 08/07/2019 (CH)
Julie Crossley, (JC) CCG Director of Commissioning
Gill Rowlands, (GR) CCG Assistant Director, Community Commissioning
Brendan Whitworth, (BW) Council Assistant Director, Legal
Rebecca Murphy, (RM) Healthier Wigan Partnership Director
Kay East, (KE) Council Democratic Services Officer
Tim Collins, (TC) CCG Assistant Director Governance, (Minutes)
Lisa Ball, (LS) Council Business Manager – Drugs, Alcohol, Health, Reducing Reoffending
Lynn Mitchell, (LM) CCG Senior Assistant Director, Nursing and Quality
Mark Rotheram (MR) Council Strategic Financial Manager, Resources and Contracts
Gemma Bathurst-Whittle (GB) Council Service Manager – Strategy and Intelligence
ACTION
1

Chair’s Welcome
The Chair opened the meeting at 3:00pm formally welcoming all members
and attendees to the first meeting of the committee.
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ACTION
Apologies for Absence
Dr Tim Dalton, Cllr Nazia Rehman, Paul McKevitt, Caroline Kurzeja,
Alison McKenzie-Folan, James Winterbottom

2

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

3

Minutes from the previous meeting
Inaugural meeting, no previous minutes.

4

Actions/Decisions Log from previous meeting
Not applicable

5

Strategic Commissioning Business
5.1

Terms of Reference
TC presented this item which had been previously approved by the
Council’s Cabinet and CCG’s Governing Body. He wished to
highlight two sections: one referring to the Strategic
Commissioning Function Operating Model which the committee is
required to adhere to - an updated model will come to the next
meeting; and secondly the requirement that the CCG and Council
will jointly undertake a 6 month review of the Terms of Reference,
membership and performance – this may be led by the audit
committees of both parties.
2
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ACTION
SW stated that the membership needs to be looked at before the
next meeting. GP members need more support from CCG officers
at the committee as currently there is only the Accountable Officer
and Chief Finance Officer representing that cohort.
Resolved:
 The members received the report
 CCG officer membership to be enhanced following
agreement by both parties
5.2

CHr/SC

Committee Forward Plan
TC presented this item which mapped out the prospective business
of the committee for the remainder of the year and would be added
to as new business came through.
Resolved:
 The members received the report

5.3

Crisis Resolution and Home Treatment Business Case
JC asked for approval of this business case as the Crisis
Resolution and Home Treatment Service is a pivotal component of
the borough’s plan to transform mental health urgent care
pathways and to improve the response and experience of people
presenting to the system in need of urgent support. JC summarised
the case assuming that members had read and considered the
paper before the meeting.
The case had previously been approved by:
 The Wigan Borough Urgent and Emergency Care
Improvement and Transformation Board
 The Wigan Borough Mental Health Programme Board
The decision before the committee was:
 The Mental Health Programme Board recommends the ICC
receive and approve the business case.
 The Mental Health Programme Board request approval to
progress implementation of the service with oversight
provided by the Urgent and Emergency Care Improvement
and Transformation Board and Healthier Wigan Partnership.

3
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ACTION
KC referred to his previously declared indirect interest which he
had reported to the CCG governance team and it had been agreed
that it did not preclude him from taking part in the discussion. He
was in favour and supported the new commissioned service.

5.4

Resolved:
 The members approved the business case and the
implementation and oversight arrangements
Community Services Programme - Closure Report Phase 3
and next steps
SC presented the report which described the:
 Closure of the Community Services Transition Programme
 Lessons learnt from the Programme implementation
 Governance process for outstanding actions, risks and issues
that need to be resolved
 Phase 4 transformation
A further summary of programme lessons learned was distributed
to members at the meeting and this indicated that while the
programme was challenging the overall conclusion was positive
with good practice recognised. To achieve the objectives in one
year was commendable. SC thanked JC and Adele Markland for
their support and commitment. There are some issues still
outstanding and NHS Improvement were performing an arbitration
role. This is a potential growth area as we move care out of
hospital into the community and further resources may be needed.
JC added her thanks to the team for their hard work.
The committee was requested to:
 Accept the phase 3 is completed and to note the reflection
that has been provided of the programme.
 Support the governance to take forward the outstanding
actions from the programme.
 Support Healthier Wigan Partnership (HWP) taking forward
phase 4 of the programme and how it will be managed and
reported.
Resolved:
 The members accepted that phase 3 was complete,
noted the lessons learned and supported the ongoing
4
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ACTION
governance and the leadership of HWP in the next phase.
5.5

Integrated Community Neuro and Stroke Rehabilitation Model
JC presented the business case including an update on progress
being made around the delivery of the Integrated Community
Neuro and Stroke Model for the Wigan Borough. GM Health &
Social Care Partnership has mandated that from October 2019 all
CCGs will implement the mandated model within their own
localities.
It was agreed that due to timescales and the meeting schedules,
that this business case was presented to the HWP Board on 8 May
2019 to fully approve the Wigan community rehabilitation model
and HWP Board gave permission to progress to immediate
implementation in order to commence the new model in October
2019.
GR continued to summarise the paper and pointed out the financial
investment required and the risks to delivery around workforce and
finance.
KC confirmed that the model had progressed through
appropriate governance stages and commented that each of
ten localities in GM requires a new community team so there
be competition for staff but Wigan has an advantage due to
progress already made.

the
the
will
the

SW was assured by the previous approval stages and noted the
differential between GM costs and those contained in the business
case.
Resolved: The members:
 Approved the business case
 Approved progress to fully implement the enhanced
model
 Supported monitoring of implementation by HWP
6

Performance and Quality
6.1

Wigan Council and CCG Financial Outturn 2018/19
CH presented the report which stated that the CCG achieved
statutory financial balance after receiving financial support of
around circa £12.4m through the Section 75 agreement.
5
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ACTION
The provisional outturn for the Council for 2018/19 shows a small
surplus of £0.303m when compared against the budget agreed by
Council in March 2018. This means that the savings requirement
of £12m has been delivered.
The Housing Revenue Account (HRA) overall revenue position
shows an underspend against budget of £1.562m, this despite a
budgeted position which expected to drawdown reserves of £4.8m.
Resolved:
 The members noted the financial outturns of both
organisations.
6.2

Better Care Fund (BCF) Position 2018/19
MR presented the report which recorded that:










The BCF Quarter 4 return was submitted on time to NHS
England.
The locality is still awaiting details of the 2019/20 BCF
allocations and Planning Requirements.
In 2018/19 there was a small underspend (£0.312m) on the
capital element of the BCF which will be rolled forward into
2019/20 to be utilised in line with the grant conditions to
support individuals to remain independent in their own
homes.
In 2018/19 performance was generally good against the key
BCF metrics and Wigan’s performance was comparatively
strong on a local and a national level. However in the light of
the year on year increase in non-elective admissions and
permanent admissions to residential care these
performance measures will be closely monitored going
forward.
The May 2019 edition of the North West Association of
Directors of Adults Social Services (NWADASS) monthly
Delayed Transfers of Care update placed Wigan 32nd best
nationally based on the sum of delayed bed days per head
of population as at March 2019. This places Wigan top of
the 23 North West Authorities.
On the national measure to assess the interface between
health and social care published in September 2018 Wigan
was ranked 4th best out of 150 Local Authority areas.

KC referred to the underspend on capital allocation and questioned
6
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ACTION
whether this can be used to build on previous successful
programmes in the borough to support people to remain
independent in their own homes thereby avoiding more costly
health and social care interventions. MR confirmed that this would
be a positive use of the fund and would be actively considered.
Resolved:
 The members noted the 2018/19 year-end position of the
BCF.
6.3

Single Quality System Briefing
LM presented the item on behalf of Sally Forshaw, CCG Director of
Nursing & Quality and highlighted the following:
 The vision and concept for quality oversight defined as a
whole systems approach via the integrated commissioner
and provider alliance through the programmes of HWP.
 Progress made by the Quality Task and Finish Group on the
development of a Single Quality System.
 The proposed strategic framework for the ‘Wigan System for
Quality’
The next stage of the process was to ask the public in July/August
during planned engagement activities and gain feedback to
influence the Quality priorities for the borough. The aim would be
to achieve a shared quality framework with HWP and it would be a
challenging task to implement an economy-wide system and
approach. Primary Care Networks in particular will need support.
JB requested that in the engagement period children and young
people are consulted through the established networks. RM
referred to the significant amount of engagement carried out for
The Deal 2030 and suggested that this is used as a resource. LM
acknowledged both points and confirmed that engagement would
be as wide as possible.
Resolved:
 The members approved the paper

6.4

Integrated Performance Framework
GB presented the report:
The paper set out a system wide proposal and ambition to
introduce an integrated business intelligence model for the
7
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ACTION
borough. It described the whole system governance structure
requiring support from business intelligence and outlined how a
shift to outcome-based analysis will take place. It requires the
integration of business intelligence to support the system
governance. The paper also outlined the Population Health
journey through investments and their intended impact from 20192021 and will include a shift change from performance reporting to
case study and strategic analysis.
The report included an update on current system performance, with
detail against a number of key partnership measures and
performance against Greater Manchester Transformation metrics.
GB stated that the team will continue with this approach if approval
was granted by the committee to this and the delivery of a future
business case to request support to implement the described
changes.
JC reported that the performance team had been working with
CCG commissioning team and to have all the elements in one
report would be useful and was welcomed.
KC agreed and commented that performance reports can have too
much detail, it was important to capture the impact on individuals’
daily lives.
SC stated that it was a sensible approach and the involvement of
HWP, Performance and Quality Teams working together was very
positive and the visual impact of the report was striking. There
needed to be a collation of data for the quarterly checkpoint
meetings with GM.
JD agreed with the positive visual impact but reminded members of
formal performance reporting requirements and requested that GP
activity be included in future iterations.
Resolved:
 The members received the paper and approved the
approach to future reporting
 GP activity to be included in future reports

GB

8
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6.5

Drug and Alcohol Service CQC Report
LB presented the report and highlighted the following:
The current adult drug and alcohol service contract commenced in
April 2018 with an all age service delivered by Addaction. The
CQC inspect all community-based services that provide, care,
treatment and support in the community for people with substance
misuse issues. This may also include people who have dual
diagnosis or co-occurring disorders where the person is
experiencing a mental health concern as well as substance
misuse.
The inspection took place on the 19th March, just as Addaction
were completing the implementation of the first full year of
operation of the new model. In addition, this is the first year that the
CQC has rated substance misuse services.
The inspection team assess across five key rating domains and
Addaction received an overall rating of ‘Good’ across each of the
domains, with two areas of outstanding practice. The team was
delighted with the outcome.
JM commented that this result was a significant achievement after
just one year in operation and JB added her congratulations. RM
reported that this was a great example of place-based care working
on SDF footprints as that approach was written into the contract.
SW referred to the link with medicines management and the aim to
reduce opioid prescribing would be impacted positively by the
Addaction service. LB indicated that the service was now also
supporting pain management.
Resolved:
 The members received the report and recorded their
congratulations to the team and the provider.

7

Greater Manchester Updates
7.1

100 Day Commissioning Review and GM Commissioning
Review
RM presented this item which had previously been presented to
the GM Partnership Executive Board. It was presented to
committee for information. The report outlines how the wider GM
system needs to offer more explicit support to the development of
9
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new models of integrated commissioning and provision in each
place, and if successful should lead to the committee and HWP
being able to draw more explicitly on expertise, advise and support
from a more mature GM-wide system and JCB.
Five key priorities had been identified from the review and from the
perspective of the committee there were some key principles and
suggested approaches that should help support the developing
maturity of local arrangements for the Strategic Commissioning
Function and HWP.

8

Resolved:
 The members received the report.
Any Other Business – to be accepted at the Chairman’s discretion
There being no other business the Chairman closed the meeting at
4:05pm.

9

Date and time of next meeting
Wednesday 28 August 2019 at 3:00pm in G:03, Wigan Town Hall

Signed …………………………………………………..
Dr Tim Dalton/Cllr David Molyneux, Joint Chair

Date …28.08.19……….
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ACTIONS FROM INTEGRATED COMMISSIONING COMMITTEE
OPEN MEETINGS 2019/20
Meeting
Date
19.06.19

Agenda
Item
5.1

Agreed actions from meeting

8.3

Deadline

CH/TC

August 2019

GB

October 2019

Update

Committee Terms of Reference


19.06.19

Action By

CCG officer membership to be
enhanced following agreement
by both parties

Integrated Performance Framework


GP Practice activity to be
included in future reports
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Integrated Commissioning Committee
Agenda Item Number: 5.1

Date: 28 August 2019

REPORT TITLE:

ICC Terms of Reference

REPORT AUTHOR:

Tim Collins, Assistant Director, Governance (CCG)

PRESENTED BY:

Tim Collins

RECOMMENDATIONS/DECISION
REQUIRED:

Approve

EXECUTIVE SUMMARY
The committee’s terms of reference were presented for approval at its first meeting on 19 June
2019. The members approved the document provided that the CCG’s Director of
Commissioning and Director of Nursing and Quality were both added to the non-voting
membership of the committee. This paper is to confirm that action has been taken.
Since the June meeting the CCG’s Constitution and Governance Handbook containing the
committee’s terms of reference have been submitted to NHS England for approval. They have
requested that the following change be made:
7.7 The ICC’s functions include some of the functions delegated to the Primary Care
Commissioning Committee (PCCC). Those functions must be delegated to the PCCC as the
ICCs sub-committee. Any other matters that require consideration by the ICC which are in the
scope of the PCCC, (other than reports from the PCCC), must be carefully analysed in
advance to identify any conflicts of interests.
The committee is asked to note this amendment which should not have any impact on its
business.
FURTHER ACTION REQUIRED:

None

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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Integrated Commissioning Committee
Agenda Item Number: 5.2

Meeting Date: 28 August 2019

REPORT TITLE:

Locality Plan Refresh

REPORT AUTHOR:

Rebecca Murphy, Healthier Wigan Partnership
Director

PRESENTED BY:

Professor Craig Harris
Managing Director/Accountable Officer, CCG

RECOMMENDATIONS/DECISION
REQUIRED:

To note the timeframe and requirements for the
Locality plan Refresh

EXECUTIVE SUMMARY
Locality Plan Refresh
GM H&SC have advised that they require all ten GM Localities to revise their Locality Plans by
November 2019, up to 2024. Plans will need to be developed across the system and be
endorsed by the Health and Well Being Board and Integrated Commissioning Committee.
Individual localities will be able to determine the exact shape and content of their refreshed
plans. However, it is anticipated that the plans will:






Reaffirm the outcomes they are seeking to influence;
Describe progress against those outcomes since 2016;
Outline plans for their local system in terms of integrated neighbourhood delivery and
place-based commissioning - particularly in the context of the Prospectus’s core aim of
creating a population health system in Greater Manchester and the approach to public
service reform set out in the White Paper.
To include completion of activity and Finance templates

The context for the refresh is set out in the report for the GM H&SC Partnership Executive
Board at Appendix 1 - Developing the Implementation Plan for the GM Prospectus
The refresh work will be led by Professor Craig Harris on behalf of the health and care system.
The approach to refreshing the plan will include;



Full alignment with ‘The Deal 2030’ with the Locality Plan being a key enabler to
achieving better outcomes for residents
Full alignment with the requirements of the NHS Long Term Plan
Cont./
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Cont./





Alignment with GM Priorities and requirements
Incorporation of the Healthier Wigan Partnership Transformation Priorities
A place-based approach
A single plan for transformation across the system Senior Responsible Officers from
across the system will be appointed to lead on key themes within the plan

A small working group has been set up to steer the development of the refreshed plan. A cross
system workshop took place on 24th July to map the achievements of the current plan, identify
any gaps and future requirements. Further workshops are planned.
The refresh will seek to strengthen several areas in the plan including Children and Young
People and Mental Health transformation.
Appendix 2 shows a design approach to align with ‘The Deal 2030’ design
Key sign off requirements:
Healthier Wigan Partnership/ SLT late September 2019
Overview and Scrutiny Meeting Monday 16th September 2019
Health and Well; Being Board – Wednesday 2nd October 2019
Integrated Commissioning Committee – Wednesday 23rd October 2019
Once the plan is fully drafted public engagement will be built into the schedule of work to
ensure that it reflects the needs of Wigan residents
FURTHER ACTION REQUIRED:

As above

EQUALITY AND DIVERSITY: Confirmed that any changes to service or procedure introduced as a
result of this report do not impact adversely on any of the protected groups covered by the Equality Act
2010.
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Greater Manchester Health and Social Care
Partnership Executive Board
Date:

21 June 2019

Subject:

Developing the Implementation Plan for the Prospectus

Report of:

Warren Heppolette, Executive Lead for Strategy & System
Development

10

PURPOSE OF REPORT:
This report outlines the key considerations and approach to developing the
implementation plan for the delivery of Taking Charge – Our Prospectus for the Next
5 Years.
KEY ISSUES TO BE DISCUSSED
In approaching the implementation of the Prospectus there is a range of factors
which need to be recognised and balanced:


The extent to which many of the objectives of the Prospectus will be enabled
and delivered through the implementation of the GM Model for Unified Public
Service, so the locality approach to implementation is a necessary and preeminent feature;



That we need to be clear and precise in both limiting the range of priorities
and ensuring that the right actions are taken at the right spatial level
(neighbourhoods, localities and GM); and



Whilst the scope of the Prospectus is broad, we need to highlight those
aspects of implementation which speak directly to the NHS Long Term Plan to
ensure clarity on our offers and commitments to supporting that process. That
will mean ensuring that the timeline to develop and inform the implementation
approach is aligned to that national process as far as is necessary.

1
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REQUESTS OF PEB:
The GMHSC Partnership Executive Board is asked to:


discuss this proposed approach to implementation with a view to commencing
the process for the locality plan refresh and the implementation plan for the
Prospectus from June 2019;



support the development of a brief to inform the locality plan refresh process,
building, ideally, on processes already underway in localities; and



establish a detailed timeline for the completion of the process and relevant
contributing phases through to October.

CONTACT OFFICERS:
Warren Heppolette, Executive Lead – Strategy & System Development
warrenheppolette@nhs.net

2
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SYSTEM ENGAGEMENT
The Prospectus itself was subject to extensive system development and
engagement through the course of 2018-19 including direct representation and
engagement through each of the sectoral groups. This proposed approach to
implementation was informed through an initial discussion at the Partnership
Executive during their meeting in April who asked for an outline approach to be
described at a future meeting.

3

Page 19

1.0

CONTEXT

1.1.

The first part of 2019 has seen the publication of several key Greater
Manchester strategies setting out the next phase of our work as a city
region. These include: The GM Unified Public Service Model; the draft GM
Spatial Framework; the 2040 GM Transport Delivery Plan; the Local
Industrial Strategy. Each of these documents provide key contributions to
delivering against the objectives of the Greater Manchester Strategy, Our
people, Our Place.

1.2.

The GM White Paper for a Unified Public Service is the most significant
statement of how we work in all parts of GM as place based integration and
the organisation of services around residents, families and communities
overcomes historic fragmentation and siloed working. The White Paper sets
out an ambitious delivery framework that will enable us to make full use of
our unique devolution settlement and turn it to the full benefit of all residents
in Greater Manchester. As is implied by the title of the White Paper, it is not
about any one single or set of public service organisations. It is about
harnessing energy across all services for the public to ensure that those
residents that most need help get it and at the same time supporting
communities, in the widest sense, so that they are best placed to mobilise
themselves and support each other.

1.3.

The Health and Social Care Prospectus, “Taking Charge, the Next 5 Years”
is the Health & Social Care Partnership’s contribution to that set of
commitments, opportunities and ways of working. The Prospectus itself sets
out the next stage of our journey to deliver healthy lives, with good care
available for those that need it and takes account of the objectives of the
NHS Long Term Plan. The NHS Long Term Plan is the national statement of
the NHS’s specific contribution to place based working.

1.4.

The Health and Social Care Prospectus, updates the story of implementation
from the establishment of the devolved arrangement in 2016 to the end of
the 3rd year of implementation. It describes how Greater Manchester has
responded to the objective of implementing Taking Charge and confirms the
extent to which we have, through that work, delivered against the ambitions
of the Five Year Forward View. The Prospectus identifies how our ambition
can be projected still further and identifies real ambitions to realise our
population health potential as first marmot city region globally. It describes
how the next stage of our plans to ensure a sustainable health and care
system will meet, and go beyond, the ambition in the NHS Long Term Plan.
Finally, it provides further detail on the health sector’s role to support the
ambitions within our Industrial Strategy to unlock GM’s economic potential
and ensure residents benefit from that development.
4
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1.5.

As we move into the summer, we need to translate our strategic ambition
into a clear implementation plan for the Prospectus and White Paper which
will in turn, cover the responsibilities that we have for the delivery of the NHS
Long Term Plan in Greater Manchester.

2.0

APPROACH TO IMPLEMENTATION

2.1.

The evidence, discovery and learning is emerging constantly. The
Prospectus and the White paper therefore are a reflection of where we are
as well as a projection of where we are going. The implementation approach
should therefore, start with the opportunity for localities to describe and
celebrate their progress, highlight evidence of impact, refresh the ambition
and offer each locality’s version of what the Prospectus means for them.

2.2.

As was the case in the development and implementation of Taking Charge,
our ambition our approach will need to confirm clarity on three things:

2.3.

2.4.



Those things we elect to do once across GM;



Those things we elect to do consistently across the ten localities; and



The implementation and innovation which is happening in the ten districts
now and that which is planned in each locality during the coming period.

This is relevant across each of the three main ambitions of Taking Charge –
The Next Five Years:


building a population health system – drawing on the health potential
of the unified model for place based working and community
connectedness in each district as well as the opportunity to develop as a
Marmot City Region and the GMCA commitment to a ‘health in every
policy’ approach;



creating a sustainable health and care system – utilising the unified
model to support integrated neighbourhood care and support and the
LCO model, progressing place based commissioning to commission for
health as well as health services, and working together to drive
improvement and quality at scale and to implement the objectives of
Improving Specialist Services; and



unlocking economic potential - the unified model supporting health and
work as well as the building on our strengths around health innovation.

Implementing the Prospectus, especially in the context of the development of
place based working in the ten districts, will reflect the mobilisation of
leadership across Greater Manchester: political, clinical and managerial –
5
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and going beyond health and social care into the wider public service, the
VCSE and civic society. The principle of subsidiarity is an important part of
this. We will need to recognise that the implementation of the Prospectus
starts with the citizen in each part of Greater Manchester; builds to the
neighbourhood (30,000 to 50,000 population) and then to the locality.
2.5.

A traditional, hierarchical programme management approach is unlikely to
galvanise the type of leadership required. Instead, we need to tackle delivery
of the White paper and Prospectus through a model of distributed leadership
across Greater Manchester that inspires a sense of collective ownership and
mutuality.

2.6.

At the same time, and through the same process GM will be expected to
offer that part of this detailed implementation plan which serves as a formal
response to the Long Term Plan. This will be important to ensure a
coordinated and proactive approach to making the case for transformation
resources associated with implementation.

3.0

REFRESH OF LOCALITY PLANS

3.1

Plans at locality level are therefore critical to the delivery of the prospectus
and the white paper. This was true for exactly the same reasons at the time
we developed taking charge together. This also recognises, of course, that
the original set of 10 locality plans were constructed in 2015 and need to be
updated to reflect the breadth of transformation in localities since then. A
number of localities have reported that the original locality plans have been
overtaken by their implementation and better described and better evidenced
reality can now be presented.

3.2

Clearly, the shape and content of the 10 Locality Plans will need to be driven
by stakeholders in localities themselves. Localities may wish, in a similar
way to the Prospectus, to provide:

3.3



a reaffirmation of the outcomes they were seeking to influence



a description of progress against those outcomes since 2016



a description their plans for the pillars of the local system: the approach
to place based, integrated delivery and the neighbourhood model, and
the approach to place based commissioning.
In the context of the long term plan it will be evident that, as Greater
Manchester made more progress in implementing the NHS 5 year forward
view, there will be long term plan objectives which we have already
6
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delivered; others for which we are implementation ready; and those for which
we need to prepare more fully to be ready to implement. These aspects will
need to be drawn out in detail to help us make sense of phasing and the
resourcing sought.
4

THE GM IMPLEMENTATION PLAN & THE LONG TERM PLAN

4.1

The updated locality plans, and the detail supporting them, will inform the
Implementation Plan for the Prospectus covering the period to the end of
2023/4 – and including how GM will deliver on its requirements as part of the
Long Term Plan.

4.2

The Implementation Plan for the Prospectus will both describe how GM will
deliver on our ambition to create a population health system and how we will
implement the totality of the Long Term Plan over the next five years.

4.3

In describing implementation of the Long Term Plan, we will reflect the
progress we have made in GM and the unique system architecture we are
building: where programmes in the Long Term Plan are already embedded in
the care model in GM, we will say so; where there are new requirements, we
will seek to phase these in and ensure they align with and complement the
system architecture in GM. In doing so, we will provide a clear plan for
consistent delivery of NHS constitutional standards in GM.

4.4

The Implementation Plan for the Prospectus will also need to serve as the
basis for decisions for the allocation of transformation funding to GM as part of
the implementation framework for the LT Plan.

4.5

We might explore the value or necessity of detailed appendices where there is
an opportunity or requirement offer greater implementation detail or to speak
directly to the NHS Long Term Plan. This might include the detail of specific
service development initiatives, locally relevant descriptions of how they will
continue to improve the quality of care and support whilst delivering clinical,
system and financial sustainability. Plans to tackle health inequalities are also
likely to feature prominently.

4.6

Similarly, Locality Plans will need to be supplemented by detailed finance,
activity and workforce plans covering the period to 2023/4. This will both
enable GM to meet the planning requirements for the NHS Long Term Plan
and provide the basis for any future investment decisions for transformation
funding in GM.

4.7

It is understood that, as part of the approach to implementation of the Long
Term Plan, first submissions will be invited in September, with final
submissions by the end of October. We will clearly need to factor in those
7
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requirements, and ensure that the essential level of information at locality and
GM level is available to respond to those requirements. It is proposed that the
refreshed set of Locality Plans follows the same timeline as that for the
Implementation Framework for the NHS Long Term Plan: covering the period
2019/20 to 2023/24. However, that need not mean that full and final locality
contributions need be completed by this date, only those aspects requested
as part of the national submission.
5.0

LOCAL ENGAGEMENT

5.1

It is expected that the LTP implementation framework, due out imminently, will
emphasise the importance of engagement with staff (clinicians in particular)
and the wider community, in the development of the formal response in
autumn.

5.2

It’s also expected to acknowledge that this engagement should build on
existing ongoing work, including the Healthwatch sessions which took place
from February to April this year.

5.3

However, we would begin by recognising that localities will have been
engaging communities on LCO developments and local public service
changes over the past 2 years at least. The key objective therefore, may be to
capture and incorporate that activity and not necessarily be required to
embark on anything new.

5.4

With that in mind, a collective approach to engagement on the locality plans
will be designed with the Heads of Communications in June. By this time the
Healthwatch results will be out as well as the LTP implementation framework.
Any further system feedback on both the Prospectus and the white paper on
public service reform will also have been collated (June 7 deadline).

6.0

RECOMMENDATIONS

6.1

The GMHSC Partnership Executive Board is asked to


discuss this proposed approach to implementation with a view to
commencing the process for the locality plan refresh and the
implementation plan for the Prospectus from June 2019;



Support the development of a brief to inform the locality plan refresh
process, building, ideally, on processes already underway in localities;
and



establish a detailed timeline for the completion of the process and
relevant contributing phases through to October.

8
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Appendix 2 - Chapter Design Example

Example Theme
Name
We want to:
help people get healthier, stronger
and generally more active to
increase life expectancy for every
person in our Borough, etc, etc

Residents have told us:
Our residents and patients
have told us that they it is
too difficult to get an
appointment and that they
need more choice of times
and ways to see a doctor.
They want more services
easily available online and in
their community.
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Deal 2030: Our People

24% 49% 75%
KEY STATISTIC
1

KEY STATISTIC
2

KEY STATISTIC
1

The difference it will make to residents:
1.
2.
3.

People will live longer
People will be healthier for longer
People will be know how to live healthier lives

How we will do this:
Lots of text about the programme of work and how it will be achieved.
It might include different projects or themes within the overall heading.
It might give statistics, data or timescales.
It is important that it clearly sets out what the project is and how it will help achieve what we have said will
be achieved.
Lorem ipsum dolor sit amet, consectetuer adipiscing elit. Maecenas porttitor congue massa. Fusce posuere,
magna sed pulvinar ultricies, purus lectus malesuada libero, sit amet commodo magna eros quis urna.
Nunc viverra imperdiet enim. Fusce est. Vivamus a tellus.
Pellentesque habitant morbi tristique senectus et netus et malesuada fames ac turpis egestas. Proin
pharetra nonummy pede. Mauris et orci.
Lorem ipsum dolor sit amet, consectetuer adipiscing elit. Maecenas porttitor congue massa. Fusce posuere,
magna sed pulvinar ultricies, purus lectus malesuada libero, sit amet commodo magna eros quis urna.
Nunc viverra imperdiet enim. Fusce est. Vivamus a tellus.
Pellentesque habitant morbi tristique senectus et netus et malesuada fames ac turpis egestas. Proin
pharetra nonummy pede. Mauris et orci.
Lorem ipsum dolor sit amet, consectetuer adipiscing elit. Maecenas porttitor congue massa. Fusce posuere,
magna sed pulvinar ultricies, purus lectus malesuada libero, sit amet commodo magna eros quis urna.
Nunc viverra imperdiet enim. Fusce est. Vivamus a tellus.
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Lorem ipsum dolor sit amet, consectetuer adipiscing elit.
Maecenas porttitor congue massa. Fusce posuere, magna
sed pulvinar ultricies, purus lectus malesuada libero, sit
amet commodo magna eros quis urna.
Nunc viverra imperdiet enim. Fusce est. Vivamus a tellus.
Pellentesque habitant morbi tristique senectus et netus
et malesuada fames ac turpis egestas. Proin pharetra
nonummy pede. Mauris et orci.
Lorem ipsum dolor sit amet, consectetuer adipiscing elit. Maecenas porttitor congue massa. Fusce posuere,
magna sed pulvinar ultricies, purus lectus malesuada libero, sit amet commodo magna eros quis urna.
Nunc viverra imperdiet enim. Fusce est. Vivamus a tellus. Pellentesque habitant morbi tristique senectus
et netus et malesuada fames ac turpis egestas. Proin pharetra nonummy pede. Mauris et orci.

What we will do and what we need from you:
Our Part

Your Part

What will you do to help
residents?

What do you need residents to
do?

Base this on evidence and
information

Use the engagement to find out
what they have told you

Be honest about what you can
achieve

Be realistic about what they
can do

Make them active statements

Ask for action

How this Programme fits in:
Bigger pieces of work:

Where this programme links to that work:

Deal for 2030

Priorities: 1, Ensure the best start in life and, 2, Happy, healthy
people

GM Health & Social Care Partnership

Theme: 1, Population health

NHS Long Term Plan

Areas: Starting Well, Aging Well and Prevention
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Integrated Commissioning Committee
Agenda Item Number: 5.3

Date: 28 August 2019

REPORT TITLE:

Commissioning Intentions process 2020/21

REPORT AUTHOR:

Jennie Gammack – Senior Assistant Director of
Primary Care

PRESENTED BY:

Craig Harris - Managing Director/ Accountable Officer
Wigan Borough Clinical Commissioning Group

RECOMMENDATIONS/
DECISION REQUIRED:

The ICC is asked to note the content of the paper and
to agree to the approach outlined in the paper for the
planning, development and implementation of the
Commissioning Intentions for 2020/21.

EXECUTIVE SUMMARY:

The purpose of this paper is to set out our approach for the planning, development
and implementation of the Commissioning Intentions for 2020/21.
The paper will aim to describe a series of steps that will be undertaken in order to
deliver a collective set of principles and plans for the borough to ensure that the
services commissioned are safe, effective and are within the financial parameters that
apply; at the same time initiating the changes that are needed to the health and care
system to achieve stability and long term sustainability.

FURTHER ACTION
REQUIRED:
EQUALITY AND DIVERSITY: Confirmed that any changes to service or procedure introduced as a result
of this report do not impact adversely on any of the protected groups covered by the Equality Act 2010.
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Commissioning Intentions 2020/21
1. Introduction
1.1 Wigan Borough Clinical Commissioning Group (the CCG) and local partners recognise the need to
improve the ways in which services are commissioned, especially for people, families, and
communities where both health and social care can work together to achieve better outcomes. The
added value from joint commissioning will come from increasing:
 co-production
 personalisation
 prevention and early intervention
 Asset Based Community Development
 community capacity
 self-directed support and self-care
1.2 The purpose of this paper is to set out our approach for the planning, development and
implementation of the Commissioning Intentions for 2020/21.
1.3 The paper will aim to describe a series of steps that will be undertaken in order to deliver a collective
set of principles and plans for the borough to ensure that the services commissioned are safe,
effective and are within the financial parameters that apply; at the same time initiating the changes
that are needed to the health and care system to achieve stability and long term sustainability.
2. Our Approach
2.1 The 2020/21 Commissioning Intention will build on work carried out during 2019/20; reflecting the
principles and values that all organisations have signed up to as part of the Healthier Wigan
Partnership (HWP) Alliance Agreement.
2.2 We will adopt a standardised approach and have a single commissioning plan across health and
social care which will articulate the commissioning decisions we make with one organisation and the
impacts that this may have on another part of the system i.e. commissioning a reduced rate of
activity within Secondary Care and the impact that this may have on Primary Care or Community
Care.
2.3 We will ensure that the “Deal” principles are adopted and written into contract with our providers to
ensure that both providers and commissioners work with service users, families and carers in order
for improved understanding of the role people play in their care.
2.4 As part of our single Commissioning Intentions plan we will ensure that Urgent Care, Acute Care,
Primary Care, Community Services, Mental Health, Children’s and Young People, Voluntary and
Community Sector and Nursing Homes are all incorporated.
2.5 Through our Commissioning Intentions we will ensure that Wigan Borough Clinical Commissioning
Groups Statutory obligations are met and that we deliver the requirements of the NHS Long term
plan.
2.6 Providers will be required to ensure that they meet their performance targets in relation to the 4
hour A&E target, Cancer Standards, Referral to Treatment Times, and diagnostic waiting times.
2.7 We will explore opportunities to utilise pooled budgets and look at opportunities for different
payment structures rather than activity driven payments i.e. payment for outcomes.
3. Priorities and timescales
1
Urgent Treatment Centre briefing paper v1.0
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3.1 Over the next 6 weeks the are a series of actions that will be undertaken in order to inform our
thinking on the commissioning intentions prior to sharing the intentions with provider organisations
with a view to securing the service improvements and the wider system change that will be aligned
to the borough wide locality plan refresh.
3.2 We will;
 Undertake a review intentions from last year, achievements are elements of non-delivery.
 Gather intelligence across CCG and council regarding current intentions
 Map proposals against priority areas, transformation programmes, commissioning decisions,
financial investments/disinvestments and consequences
 Ensure the intentions are in line with Health and Well Being and locality plan proposals
 Draft high level, single, borough wide commissioning intentions to share with all providers on
NHS contracts
 Restrict to intentions that will have material impact
3.3 It is intended that we will hold a workshop in early September were we will co-produce the
commissioning intention prior to sharing these with leads in all organisations in draft.
3.4 The CCG Governing Body will sign off the Commissioning Intentions from a CCG perspective at their
September 2019 Governing Body meeting with appropriate sign off also through the Local Authority.
3.5 Letter to all providers will be issued late September, early October 2019 setting out the
Commissioning Intentions for 2020/21 which will be negotiated through contract negotiations.
3.6 The agreed commissioning intentions will be shared with ICC members with a formal update at the
October 2019 meeting.
4. Recommendations
The ICC is asked to note the content of the paper and agree the timescales and approach for agreeing the
Commissioning Intentions for 2020/21.

Jennie Gammack
Senior Assistant Director – Primary Care

August 2019

2

Page 32

Integrated Commissioning Committee
Agenda Item Number: 5.4

Date: 28 August 2019

REPORT TITLE:

Primary Care Networks Update

REPORT AUTHOR:

Claire Roberts - Associate Director, Primary Care

PRESENTED BY:

Claire Roberts

RECOMMENDATIONS/
DECISION REQUIRED:

Receive

EXECUTIVE SUMMARY:
Primary Care Networks (PCNs) are being introduced as part of Investment and Evolution: A Five
Year Framework for GP contract reform to implement the NHS Long Term Plan. PCNs consist of
groups of general practices working together with a range of local providers including wider primary
care contractors, community services, mental health services, social care and voluntary sector
providers. Their aim is to offer more personalised, co-ordinated health and care to their local
populations which should be between 30-50,000.
General practice will take the lead role in PCNs and will be supported to do so through the Network
Contract Directed Enhanced Service (DES). The DES contract will formally apply from the 1st July
2019 and will remain in place until at least the 31st March 2024, with amendments being made on an
annual basis. This year (2019-20) is being seen as a developmental year, with the majority of service
delivery requirements being introduced from April 2020.
This paper provides a summary of the key elements of PCNs and seeks to draw out the implications
and opportunities for the HWP Alliance in supporting transformation and improvements in health and
care services.
FURTHER ACTION
REQUIRED:
EQUALITY AND DIVERSITY: Confirmed that any changes to service or procedure introduced as a result
of this report do not impact adversely on any of the protected groups covered by the Equality Act 2010.
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Update on the development of Primary Care Networks
1.

Background and Context

Primary Care Networks are expected to provide proactive, co-ordinated care to their
local populations of 30-50,000 with a strong focus on prevention and personalised
care. PCNs, led by general practice, will have wide reaching membership including
key providers from the local system. Membership is expected to include community
pharmacy, optometrists, dental providers, social care, community services, mental
health providers, voluntary & community sector organisations and other relevant
partners.
Whilst PCNs can only be formed by general practice, the outcomes and benefits they
are expected to deliver can only be achieved through an alliance of partners working
together with local populations. The national policy direction therefore provides a real
opportunity to strengthen Wigan’s approach to integrated care delivery and population
health improvement.
This paper provides a brief update on the local position in respect of PCN development
and articulates how PCNs fit within our existing SDF model.
2.

The Local Position

Wigan Borough now has 7 PCNs which completed the required registration process
by the national deadline of the 30th June. The PCNs align fully with our Service Delivery
Footprints (SDFs). Appendix 1 includes a list of practices within each PCN. The focus
for PCNs over the past few months has been on the development of a series of
schedules which clarify governance, financial and decision-making arrangements
between member practices. PCNs have also implemented the first of the specifications
from the 1st July which focuses on extended hours provision.
Further specifications will be issued from April 2020 onwards including structured
medications reviews; proactive care delivered by integrated primary and community
teams; and support for early cancer diagnosis. There is also an expectation that local
enhanced services and specifications (outside the core GP contract) would be
delivered through PCNs, for example the local Enhanced Specification which includes
the primary care standards.
3.

How do PCNs fit within SDFs?

PCNs are formed by general practice but the NHS Long Term Plan outlines a broader
ambition whereby PCNs become the vehicle for GP collaboration with partners who
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have a stake in improving the health and wellbeing of the local population. PCNs
provide the basis for enabling general practice to work at scale; improving the ability
of practices to recruit and retain staff; to manage financial and estates pressures; and
to provide a wider range of services to patients. They also provide the foundation for
general practice to operate at the heart of an integrated place-based health and care
system which is central to HWPs strategy and vision. Collaboration with non-GP
providers will be a requirement of the Network Contract from 2020/21.
The diagram below attempts to describe the way in which PCNs fit within SDFs and
the relationship to GP Clusters. The language is nuanced, but it is important that there
is a shared understanding of the terminology that is being used and what it means for
us locally as we accelerate development of place-based governance and leadership
and implementation of our care model.

SDF

The SDF involves all partners within the
geographical area (including residents).
Strong joint working to achieve agreed
outcomes, connect to local assets and
address wider determinants of health

PCN
PCNs evolve to include wider system (nonGP) partners to deliver integrated services
and population health outcomes

PCN/ GP
Cluster

4.

PCNs formed by GP. Focus on
infrastructure development to support
GP at scale

Clinical Leadership

Each of the PCNs has nominated a Clinical Director who will be expected to ‘work
collaboratively with Directors from other PCNs and within their local health system,
playing a critical role in shaping and supporting their Local Care Organisations, helping
to ensure the full engagement of primary care in developing and implementing local
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system plans’. There is a requirement for Clinical Directors to work on internal
developments to support practice collaboration as well as a focus on external
relationships with partners within the context of integrated care systems. The GP
Collaborative will provide a forum for Clinical Directors to meet on a regular basis and
identify opportunities for joint working and the sharing of good practice.
Discussions have started to take place to clarify the roles and responsibilities of the
different clinical leadership roles in SDFs and appendix 2 provides a summary of these.
Proposals shared with the CCG Clinical Leadership team have outlined several key
principles which will guide developments. These include:

5.

•

A commitment to fund the HWP role until March 2020. There will be an in-year
review as we develop further understanding of the emerging roles and
responsibilities of the PCN Clinical Director and any overlap and /or duplication

•

There is recognition of the significant time commitment required across the 3
roles. There can be flexibility in how the roles are delivered within SDFs, but
there should be clarity on who will be accountable for specific outcomes and
functions

•

There is support for dispersed leadership models which promote and
encourage new leaders to emerge from within general practice. This will include
leadership from nursing and allied health professionals.

•

There is strong commitment to supporting the development of clinical
leadership within PCNs and the wider system. A learning and development offer
is being progressed with the GM Team and wider partners, which will also
include opportunities to share learning and good practice across PCNs

•

Alignment of CCG staffing resources to support the development of PCNs; the
sharing of good practice across networks and embedding effective practice

Summary & Next Steps

Primary Care Networks are strongly placed to realise the ambition that we have
articulated in Wigan for a placed based model of integrated health and care which
places primary care at its core. PCNs have the potential to play a significant role in
realising benefits for local people such as improved access to care; co-ordinated
services; proactive health care and support for self-care and self-management. They
provide an opportunity to build on and strengthen the infrastructure that continues to
support integrated working between primary, community and acute providers of care
and in working with local populations to deliver significant improvements in health and
wellbeing.
The initial focus for establishing PCNs has been on internal relationships between
practices and on putting in place the infrastructure and governance that will enable
Page 37

general practice to operate at scale and to play a pivotal role in integrated health and
care arrangements locally.
There is a significant opportunity for us to re-state our ambition through the refresh of
Wigan’s Locality plan and the current review of governance and leadership structures.
We should use these processes to articulate a shared vision of the potential role and
contribution of PCNs.
Nationally, there is a strong focus on the development of PCNs and a maturity matrix
has been developed (see Appendix 2) which allows PCNs and health systems to selfassess their current position. There will be an investment in learning and development
opportunities which HWP partners will be able to both inform and tap into.
The GP Collaborative will continue to provide a focus for joint working and good
practice sharing between PCNs and on the ‘internal’ infrastructure support that will
contribute to sustainable and high quality general practice. It has been proposed that
a future meeting of HWP SLT be used to open up conversations that will support the
evolution of PCNs with HWP Alliance members and within the context of wider SDF
infrastructure, governance and integrated working.
Working with HWP partners, it is proposed that a ‘Blueprint’ be developed that clarifies
our shared ambition for PCNs in the long term and the role that networks will play in
delivering the ambition of the Deal 2030 and our refreshed Locality Plan.

Claire Roberts
Senior Assistant Director for Primary Care
Healthier Wigan Partnership/ Wigan Borough CCG
August 2019
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Appendix 1: Registered Primary Care Networks
PCN Member Practices

ODS code

Practice’s
registered list
size (as at 1
January 2019)

P92020
P92028
P92033
P92042
P92005
P92626
P92633
P92635
P92637
P92646
P92652
Y02321

4578
4994
4707
6119
5799
5057
1983
2231
2984
3136
3976
5318

TABA
Coldahurst Lane Surgery
Elliott Street Surgery
The Surgery, Tyldesley
Dr KK Chan & Partners
Boothstown Medical Centre
Meadowview Surgery
Bee Fold Lane Surgery
Bag Lane Surgery
Astley General Practice
The Surgery, Astley
Sevenbrooks (ART Thompson)
Nelson St Surgery / Poplar St Surgery

50,882
Leigh
Wong & Partners
Brookmill
Westleigh Medical Practice
Lilford Park
Grasmere
Esa
Premier Health
Dr Khaing Surgery
Foxleigh
Leigh Family Practice
Pennington Park Surgery
Leigh Sports Village Practice

P92007
P92023
P92029
P92035
P92607
P92615
P92621
P92623
P92602
Y02322
Y00050
Y02886

6781
8533
4124
4117
8137
2671
3011
2217
2353
8771
2131
3958
56,804

SWAN
The Grange Practice
The Chandler Surgery
Shakespeare Surgery
Marus Bridge Practice
Hawkley Brook Medical Centre
Bryn Cross Surgery
Medicentre
Winstanley Medical Centre

P92005
P92024
P92653
P92642
P92647
P92034
P92001
P92038

4,648
4,514
3,328
5,639
3,759
6,068
5,732
3,151
36,839

Hindley
Lower Ince Surgery – Dr Wahie
Pennygate Medical Centre

P92620
P92016

4112
17285
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Hindley Health Centre - Dr Tun & Partners
Dr Ahmad & Partners – Dr S Patel
Higher Ince surgery [Ince Community Clinic]
Claire House GP Surgery / Rivington Surgery
Platt House Surgery - Dr Ullah

P92004
P92006
P92616
Y02274
P92031

7999
5961
3397
3637
3447
45,838

P92651

5419

P92041
P92648
P92639
P92012
P92002
P92630
Y02378

8394
3353
3046
5045
5610
2555
6544
39,967

Wigan Central
Pemberton Surgery
Newtown Medical Practice
Bradshaw Medical Centre
Longshoot Health Centre
Sullivan Way Surgery
Mesnes View
Wrightington Street Practice
Dicconson Group Practice (Boston House)
Marsh Green Medical Practice

P92019
P92021
P92008
P92026
P92011
P92634
P92030
P92003
Y02885

10,073
6,334
8,720
7,835
7,561
4,334
4,532
8,802
3,006
61,197

Wigan North
Standish Medical Practice
Aspull Surgery
Beech Hill Medical Practice
Shevington Surgery

P92014
P92015
P92010
P92017

12243
5480
12713
12620
43,056

LIGA
Dr Xavier
Ashton Medical Centre (Dr P Pitalia & SK
Pitalia)*
Slag Lane Medical Centre (Dr Sunil Kumar)
Dr Shahbazi Family Medical Practice
Dr Anis & Partner
Braithwaite Surgery
Dr Pal The Surgery
Bryn Street Surgery / Railway Surgery

Version 1.0
August 2019

Page 40

APPENDIX 1
Summary of Clinical Leadership Roles

C Governing Body/ Integrated
mmissioning Committee (ICC)
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tory responsibilities as Executive member of
CG Board
ming the Governing Body discussions and
ions
ulting with member practices on the
missioning decisions of the Governing Body
ring effective governance, accountability and
ardship of public money and demonstrate an
rstanding of the principles of good scrutiny
ring that the governing body remains ―in tune
the member practices
de an unbiased, high-level strategic clinical
on all aspects of the CCG business
ely engage with patients to ensure the CCG is
onsive to the views of local people, and
otes self-care and shared decision making in all
cts of its business
onstrate commitment to the delivery of the
s financial responsibilities including monitoring
rformance against financial, activity and quality

Healthier Wigan Partnership Clinical
Lead
•
•
•
•

•
•
•

•

•

Practice/ Cluster representation at HWP Board
Strong and effective partnerships developed between
practices and with HWP Alliance partners
Developing an understanding of the health & care
needs of the local SDF population
GP practice teams are aware of and fully able to
contribute to and influence developments within the
Alliance
Support for general practice transformation
Implementation of the agreed out of hospital model
of care in the SDF
Driving quality improvements in local primary care
services and reducing variation in provision and
outcomes
Contributing to admission avoidance and reducing
demand on local health & care services through
asset-based approaches
Leadership in Clusters/ SDFs to support
implementation of the Enhanced Primary Care
Specification (Standards)

PCN Clinical Director
•
•
•
•
•

•

•

•

Providing strategic and clinical leadership to the n
Leading and supporting quality improvement and
performance across member practices.
Supporting collaboration for better patient outcom
Providing strategic leadership for workforce devel
Supporting implementation of agreed service cha
and pathways, working closely with member prac
the wider PCN and the commissioner
Developing relationships and working closely with
network Clinical Directors, clinical leaders of othe
and social care providers, local commissioners and
Medical Committees (LMCs).
Facilitating practices within the network to take p
research studies and will act as a link between the
network and local primary care research networks
research institutions.
Representing the network at CCG-level clinical me
and the ICS/STP, contributing to the strategy and w
work of the ICS (HWP)
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Primary Care Network
Maturity Matrix

August 2019
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Primary Care Network Maturity Matrix
What is the PCN Maturity Matrix?
The Primary Care Network (PCN) Maturity Matrix outlines components that underpin the successful development of
networks. It sets out a progression model that evolves from the initial steps and actions that enable networks to begin to
establish through to growing the scope and scale of the role of networks in delivering greater integrated care and population
health for their neighbourhoods.
The matrix was built through learning from the initial wave of Integrated Care Systems who commenced early work on the
design and development of PCNs during 2017/18. It has since been refreshed in light of the NHS Long Term Plan and the GP
Contract Framework. A number of systems have developed their own version of the maturity matrices to meet local need.
Purpose of the Maturity Matrix
The PCN maturity matrix is not a binary checklist or a performance management tool. It is designed to support network
leaders, working in collaboration with systems, places and other local leaders within neighbourhoods, to work together to
understand the development journey both for individual networks, and how groups of networks can collaborate together
across a place in the planning and delivery of care. Using the matrix as a basis for these discussions will allow networks to:
•

Come together around a shared sense of purpose, identify where PCNs are in their journey of development and consider
how they can build on existing improvements such as those that may have been enabled by the GP Forward View and
other local integration initiatives.

•

Make plans for further development that help networks to continue to expand integrated care and approaches to
population health, and that can best meet the health and care needs of the population served by the network.

•

Identify support needs using the PCN Development Support Prospectus as a guide for framing support plans

A development journey for PCNs
Across England, PCNs will be at varied stages of development. A number of networks will be building on already established
integrated ways of working and emerging population-health based new care models, with GP practices, other primary care
providers, community services, secondary care, mental health, local authorities, the voluntary sector, local people and
communities already collaborating on existing transformation schemes and initiatives. It is important the momentum of
these existing ways of working is retained where that is already adding value for patients, staff and the wider population

Investment and evolution: A five-year framework for GP contract reform to implement The NHS Long Term Plan sets out a
trajectory for how networks can build over time, for example with the planned introduction of the contract service
specifications. The matrix is designed to complement that framework and to set out the wider supportive development
journey in how networks can grow their capabilities to support local priorities. It will help STPs and ICSs to work with
providers within networks to enable those journeys in a way that also reflects the priorities systems identify in their 5 year
delivery strategies. As for the prospectus support domains, the PCN maturity matrix covers areas that may, from April 2020,
be part of PCN service specifications.
General practices are central to the successful development of PCNs but the matrix is intended to support a holistic multiagency view of the development of networks. ‘Neighbourhoods’ are the cornerstone of integrated care, served by groups of
GP practices working with NHS community services, social care, mental health, other providers, voluntary organisations, local
people and communities to deliver more coordinated and proactive services. It is important that development discussions
framed around the matrix are able to bring together the insights and expertise of a range of local stakeholders who will be
working together to provide improvements in integrated care.
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How to use the matrix
Components of the matrix
The matrix is set out as a table of components for the development of PCNs and is organised as follows:
•

There are four columns showing a development journey over time – organised into ‘Foundation’, Step 1, Step 2 and Step 3

•

The columns are subdivided in to components that PCNs may find it helpful to consider as part of their development journey
and components that ICSs and STPs will also want to consider as part of the wider supporting infrastructure that enables
network development

•

There are five rows which organise the components into the following
o Leadership, planning and partnerships
o Use of data and population health management

o Integrating care
o Managing resources
o Working in partnership with people and communities
A basis for development discussions

Experience from the initial community of Integrated Care Systems shows that the matrix was most effectively used when it
provided the basis for local development discussions. Practices within a network came together with their CCGs and other loca l
organisations – for example local authorities and community services – for a shared discussion on current progress and future
plans for integrated care and networks. The output of these discussions was typically a shared set of priorities and actions for how
the network would evolve. There is no ‘one size fits all’ approach on how best to organise and hold these discussions. System
primary care leaders, CCG primary care directors and PCN clinical directors should come together to agree an approach that wo rks
best locally – which could, for example, inform the development of system and place level priorities and actions to support
networks. The PCN Development Support Prospectus and the funding available to systems for PCN development can be utilised to
support these local development discussions.
The matrix should be used pragmatically and flexibly, with networks viewing PCN development as a multi -year journey, and one
that can build on progress that has already been made in improving and transformation care and services for patients and
populations. Initial discussions may want to reference the maturity matrix and focus on the following questions: Where are you
now? Where do you want to be in a year? How will you get there and what do you need? Within this discussion networks will
need to think about the time needed, the capacity required, the support needed to build sustainable skills and confidence to
deliver. This will enable PCNs to identify where the network wants to focus its development activity during the remainder of 19/20
and subsequent years. Network development should be a continuous improvement process, which enables plans to grow and
mature, and therefore systems and their networks should consider holding further periodic reviews using the matrix – for example
on an annual or bi-annual basis.

Conversations between providers operating across the network’s footprint are crucial for building, trust and confidence and
helping develop partnerships. Where any ICSs or STPs are confident that they have already undertaken a level of local
development discussions against previous or locally developed versions of the matrix, it is expected those systems will apply a
proportionate approach in how any further discussions are taken forward. In these cases, systems should assure themselves
through appropriate local governance channels (including in dialogue with PCN Clinical Directors) that there is sufficient ex isting
intelligence on network development to inform support activities during 19/20, including for the deployment of any
transformation funding, and there is an understanding of local PCN level priorities that can in turn inform the development o f
system primary care strategies.
There is also an important role for systems in support the development of PCNs. The maturity matrix draws out how systems can
do this across each theme of the matrix, ensuring that PCNs have the infrastructure, resources and relationships to thrive
operationally and financially and make an important strategic contribution.
To complement the maturity matrix, there is a simple diagnostic spreadsheet tool that can support systems to understand local
PCN maturity, target support and inform any local development plans. The tool enables PCNs to put the matrix ‘into action’.
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PCN Maturity Matrix
Foundation
For PCNs:
• The PCN can articulate a clear
vision for the network and actions
for getting there. GPs, local
primary care leaders, local people
and community organisations, the
voluntary sector and other
stakeholders are engaged to help
shape this.
• Clinical directors are able to access
leadership development support.

For Systems
• Systems are actively supporting
GP practices and wider providers
to start establishing networks and
integrated neighbourhood ways of
working and have identified
resources (people and funding) to
support PCNs on their
development journey.
• Systems have identified local
approaches and teams to support
PCN Clinical Directors with the
establishment and development
of networks and for clinical
directors in their new roles.

For PCNs:
• The PCN is using existing readily
available data to understand and
address population needs, and are
identifying the improvements
required for better population
health.

Use of data
and
population
health
management

Prospectus
Domain:
Population
Health
Management

Step 2

Step 3

For PCNs:
• The organisations within the PCN
have agreed shared development
actions and priorities.

For PCNs:
• The PCN has established an
approach to strategic and
operational decision-making that
is inclusive of providers operating
within the network footprint and
delivering network-level services.
There are local governance
arrangements in place within
networks to support integrated
partnership working.

For PCNs:
• PCN leaders are fully participating
in the decision making at the
system and relevant place levels of
the ICS/STP. They feel confident
and have access to the data they
require to make informed
decisions.

• Joint planning is underway to
improve integration with broader
'out of hospital’ services as
networks mature. There are
developing arrangements for PCNs
to collaborate for services
delivered optimally above the 50k
footprint.
• There are local arrangements in
place for the PCN (for example
through the PCN Clinical Directors)
to be involved in place/system
strategic decision-making that
both supports collaboration across
networks and with wider
providers including NHS Trusts/FTs
and local authorities.

Leadership,
planning and
partnerships

Prospectus
Domains:
Leadership, OD,
Change
management, CD
leadership

Step 1

For Systems:
• Primary care is enabled to have a
seat at the table for system and
place strategic planning.
• As set out in the LTP, there is a
system level strategy for PCN
development and transformation
funding, with support made
available for PCN development.
System leaders supports PCN
clinical directors to share learning
and support development across
networks.

For PCNs:
• Analysis on variation in outcomes
and resource use between
practices and PCNs is readily
available and acted upon.
• Basic population segmentation is
in place, with understanding of
key groups, their needs and their
resource use. This should enable
networks to introduce targeted
interventions, which may be
initially focussed on priority
population cohorts

• The PCN Clinical Director is
working with the ICS/STP
leadership to share learning and
support other PCNs to develop.

For Systems:
• Primary care is enabled to play an
active role in strategic and
operational decision-making, for
example on Urgent and
Emergency Care. Mechanisms in
place to ensure effective
representation of all PCNs at the
system level.
• PCN Clinical Directors work with
the ICS/STP leadership to share
learning and work collaboratively
to support other PCNs.

For PCNs:
• All primary care clinicians can
access information to guide
decision making, including
identifying at risk patients for
proactive interventions, ITenabled access to shared
protocols, and real-time
information on patient
interactions with the system.
• Functioning interoperability within
networks, including read/write
access to records,.

• Data and soft intelligence from
multiple sources (including and
wider than primary care) is being
used to identify interventions.

For Systems:
• Infrastructure is being developed
for PHM in PCNs including
facilitating access to data that can
be used easily, developing
information governance
arrangements & providing
analytical support.

For Systems:
• Basic data sharing, common
population definitions, and
information governance
arrangements have been
established that supports PCNs
with implementation of PHM
approaches.
• There is some linking of data flows
between primary care, community
services and secondary care.
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For Systems:
• Primary care leaders are decision
making members of the ICS and
place level leadership, working in
tandem with partner health and
care organisations to allocate
resources and deliver care.

For Systems:
• There is a data and digital
infrastructure in place to enable a
level of interoperability within and
across PCNs and other system
partners, including wider
availability of shared care records
• Analytical support, real time
patient data and PHM tools are
made available for PCNs to help
understand high and rising risk
patients and population cohorts,
and to support care design
activities.

For PCNs:
• Systematic population health
analysis allows the PCN to
understand in depth their
population’s needs, including the
wider determinants of health, and
design interventions to meet
them, acting as early as possible to
keep people well and address
health inequalities. The PCN’s
population health model is fully
functioning for all patient cohorts.
• Ongoing systematic analysis and
use of data in care design, case
management and direct care
interactions support proactive and
personalised care

For Systems:
• Full interoperability is in place
across the organisations within
PCNs, including shared care
records across providers.
• System partners work with PCNs
to design proactive care models
and anticipatory interventions
based on evidence to target
priority patient groups and to
reduce health inequalities.

PCN Maturity Matrix

Integrating
care

Prospectus
Domain:
Collaborative
Working (MDTs)

Managing
resources

Foundation

Step 1

For PCNs:
• The PCN is starting to build local
plans for improving the integration
of care for their populations,
informed by the Long Term Plan,
GP contract framework and locally
agreed system/place priorities.

For PCNs:
• Integrated teams, which may
include social care, are working
within the network and supporting
delivery of integrated care to the
local population. Plans are in place
to develop MDT ways of working,
including integrated rapid
response community teams and
the delivery of personalised care.

For PCNs:
• Early elements of new models of
care defined at Step 1 now in
place for most population
segments, with integrated teams
including social care, mental
health, the voluntary sector and
ready access to secondary care
expertise. Routine peer review
takes place.

For PCNs:
• Fully integrated teams are in place
within the PCN, comprising of the
appropriate clinical and nonclinical skill mix. MDT working is
high functioning and supported by
technology. The MDT holds a
single view of the patient. Care
plans and co-ordination in place
for all high risk patients.

• Components of comprehensive
models of care are defined for all
population groups, with clear gap
analysis and workforce plans.

• The PCN and other providers have
in place supportive HR
arrangements (e.g. formalised
integrated team governance and
operational management) that
enable multi-agency MDTs to work
together effectively.

• There are fully interoperable IT,
workforce and estates across the
PCN, with sharing between
networks as needed.

For Systems:
• Systems support the PCNs to build
relationships across physical and
mental health service providers
and social care partners to
facilitate the delivery of Integrated
care.

For Systems:
• Systems support the building of
relationships across providers of
physical and mental health
services, and social care partners.

For Systems:
• There is continued development
of partnerships across primary
care, community services, social
care, mental health, the voluntary
sector and secondary care that are
enabling on-going MDT
development. Workforce sharing
protocols in place.

For Systems:
• Systems have developed and
implemented integrated care
models that meet with objectives
of the LTP.

For PCNs:
• Primary care, in particular general
practice, has the headroom to
make change

For PCNs:
• Steps taken to ensure operational
efficiency of primary care delivery,
such as delivering the Time to
Care programme, and support
general practices experiencing
challenges in delivery of core
services.

For PCNs:
• The PCN has sight of resource use
and impact on system
performance and can pilot new
incentive schemes where agreed
locally.

For PCNs:
• The PCN takes collective
responsibility for managing the
resource flowing to the network.
Data is used in clinical and nonclinical interactions to make best
use of resources.

For Systems:
• Systems have put in place
arrangements that support PCNs
with improvements in the
efficiency of primary care delivery
and enable PCNs to make
optimum use of their resources.

For Systems:
• Systems support networks to have
sight of resource use and impact
on system performance and that
can enable piloting of new
incentive schemes.

For Systems:
• Systems support PCNs to take
collective responsibility for
managing the resource flowing to
the network and use data in
clinical and non-clinical
interactions to make best use of
resources.

For PCNs:
• The PCN is engaging directly with
their population and are beginning
to develop trusted relationships
with wider community assets.

For PCNs:
• The PCN is routinely connecting
with and working in partnership
with wider community assets in
meeting their population's needs.

For PCNs:
• The PCN has fully incorporated
integrated working with local
Voluntary, Community and Social
Enterprise (VCSE) organisations as
part of the wider network.

• The PCN has undertaken an
assessment of the available
community assets that can
support improvements in
population health and greater
integration of care.

• Insight from local people and
communities, voluntary sector is
used to inform decision-making.

• The PCN is aware of the
organisations they need to engage
to develop multi-agency
approaches to integrated care and
are beginning to make initial
approaches.

• There are people available with
the right skills to make change
happen.

For Systems:
• System plan in place to support
managing collective financial
resources that includes PCNs.
• PCN development support funding
is being used to address PCN
development needs.
For PCNs:
• Approach agreed to engaging with
local communities.
• Local people and communities are
informed and there are routes for
them contribute to the
development of the PCN.

Working in
partnership
with people
and
communities

Prospectus Domain:
Asset based
community
development &
social prescribing

• System workforce plans supports
the development of integrated
neighbourhood teams.

• The PCN has established
relationships with local voluntary
organisations and their local
Healthwatch.

For Systems:
• Systems are providing PCNs with
expertise to support local
involvement of people and
communities.

For Systems:
• Systems have put in place
arrangements to support PCNs to
develop local asset maps in
partnership with their local
community to enable models of
social prescribing for personalised
care.
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Step 2

• Community networks are
understood and connected to the
PCN.

For Systems:
• Systems are facilitating effective
partnerships with local community
assets within PCN footprints.
• The system is developing a
strategy to support communities
to develop and build particularly in
those areas that face the greatest
inequalities.

Step 3

• Community representatives, and
community voice, are embedded
into the PCN’s working practices,
and are an integral part of PCN
planning and decision-making.
• The PCN has built on existing
community assets to connect with
the whole community and
codesign local services and
support.

For Systems:
• The community assets and
partnerships developed by PCNs
are being connected in to strategic
planning at place and system level.
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BRIEFING PAPER
PRESCRIPTION CHARGES FOR WIGAN’S CARE LEAVERS

Introduction
1.

The Wigan Borough CCG Safeguarding Team has been working with partners to
develop a Care Leavers Pledge in response to the Children and Social Work Act
(2017). Designated Professionals for Looked After Children at Oldham CCG shared
with Greater Manchester colleagues that they were progressing a business case to
fund prescription charges for Care Leavers.

2.

In addition, Care Leavers from Wigan Care Leaver Council recommended that as
part of the Deal for Care Leavers they would like to be exempt from prescription
charges.

3.

It was agreed that Wigan CCG Designated Professionals for Looked After Children
would liaise with colleagues at Oldham with a view to implementing this for Wigan
Care Leavers.

4.

After discussion with Oldham CCG colleagues it became apparent that the most
practical solution to supporting this request would be to pursue the route of
prepayment prescription certificates.

5.

This report outlines the costs of providing this in Wigan and some practical
considerations about the system that will need to be established to implement and
maintain this support.

Background
6.

On the 1st April 2019 prescription charges rose to £9.00 per item.

7.

Young people aged 16-18 who are in full time education are already entitled to free
prescriptions.

8.

Young people may also be exempt if they are on a low income, they (or their partner)
are in receipt of certain benefits or they have one of the medical conditions for which
all prescriptions are free.

9.

Young people who are in receipt of one of the benefits below (or are the partner of
someone in receipt of one of these benefits) are entitled to free prescriptions:


Income Support;



Income-based Jobseeker’s Allowance;



Income-related Employment and Support Allowance;



Universal credit depending on earnings for the most recent assessment period;
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Tax Credit if annual family income is £15,276 or less and they are in receipt of
either:
o Child Tax Credit;
o Working Tax Credit and Child Tax Credit paid together;
o Working Tax Credit including a disability element.

10.

Young people (including students) may be entitled to free prescriptions if they meet
the NHS Low Income Scheme requirements.

11.

Care Leavers have additional inequality issues over and above their peers of the
same age which includes financial pressures as they move into independent living.
Research tells us that Looked After Children and Care Leavers are far more likely to
experience negative mental health and physical health issues than their non-care
peers, (Care Leavers Association, 2018).

12.

Following consideration of the practicalities of the arrangements, financial impact and
potential legal implications the Authors’ of this report would like to recommend the
option of buying a Prescription Prepayment Certificate for Care Leavers who are not
entitled to free prescriptions.

13.

It should be noted that prescription exemption only covers prescribed items and all
people within Wigan including Care Leavers will be encouraged to self-care for minor
self-limiting conditions in accordance with NHS England guidance.

14.

This paper outlines the costs of that option and some practical considerations for
implementation.

Costs
15.

When considering the cost of prescriptions, it is also important to recognise this cost
against the cost of healthcare when appropriate medication is not obtainable when
needed.

16.

Currently in Wigan we have 142 Care Leavers aged 18-25, of these:

17.



44 young people are in work / apprenticeships and are therefore not exempt from
prescription charges;



11 young people attend university and may not be exempt from prescription
charges;



Therefore there are potentially 55 young people who may have to pay for
prescriptions.
(Figures Wigan Council, July 2019)

The preferred option is to support those care leavers meeting an NHS exemption
criteria to apply for the appropriate exemption e.g. HC2 certificate. This is because if
a person is eligible for free prescriptions under one of the national criteria they may
be exempt from other charges such as dental treatment charges.
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18.

Where Care Leavers are not entitled to free prescriptions through the national criteria
we propose purchasing an annual prescription prepayment certificate. The annual
cost for this is £104 per person. If all Care Leavers in Wigan aged 18-25 (55 young
people) required a pre-payment certificate, this would cost £5720.

19.

In December 2017 NHS Digital published the Health Survey for England 2016 Prescribed medicines. This survey found the average number of prescription items
per head of the population in 2016 was 20 with the number of medications taken
increasing with age. 24% of adults were taking three or more medicines. When the
survey was carried out 19% of young adults aged 16 to 24 had taken had taken at
least one prescribed medicine (not including contraception or nicotine replacement
therapy) in the last week. http://healthsurvey.hscic.gov.uk/media/63790/HSE2016pres-med.pdf

20.

If Care Leavers took the average 20 prescribed medications per year this would
equate to a cost of £180 per year per person which is above the annual pre-payment
certificate cost. The annual prepayment certificate becomes cheaper than paying
individual prescription charges once the person has received over 11 items during
the 12 month period.

Practical considerations
Payment
21.

In order to implement this system Personal Advisors would play a key role in
assisting Care Leavers to identify what they are already entitled to. If a Care Leaver
is not entitled to free prescriptions through existing NHS schemes Personal Advisors
would then need to support Care Leavers to obtain a prescription pre-payment
certificate via WBCCG.

22.

Prescription pre-payment certificates are purchased either on-line or by telephone.
The logistics of payment process will need to be agreed and finalised with colleagues
from the CCG Finance and Safeguarding teams.

23.

Given the requirement to enter bank details on the online form, the solution we are
recommending is a mock up form being completed by the young person with support
from their Personal Adviser if required. This would then be sent to the WBCCG to be
entered onto the system by the CCG Finance Team along with bank details and the
certificate sent via email back to the young person. A clear process will be developed
by the above teams to ensure a safe and effective pathway is followed.

24.

The process for obtaining an exemption certificate will be set out in the health section
on the Care Leavers Passport which will include national exemptions and local
arrangements for prescription pre-payment certificates where other exemptions do
not apply. There would also need to be a record of the prescription payment
certificate expiry dates so that the Care Leaver could be prompted by their Personal
Advisor to reapply.
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Cohort definition
25.

The cohort of young people that is being described is not a static group therefore
consideration must be given to the fact that this number will change year on year.

26.

Supporting each individual young person to obtain an exemption certificate at time of
need will be required, however it is essential that there is a system in place with local
authority colleagues to support the application process and reduce risk of
inappropriate application. The Personal Adviser will need to be appropriately
informed and supported to ensure exemption is appropriately applied. This will be
fully explained within the Care Leavers Passport and information will be available to
support Personal Advisers.

27.

For Wigan Care Leavers who live outside of the area whilst not responsibility of
Wigan Borough CCG (as we are not the responsible commissioner for these
individuals) the Author recommends that these young people should receive
prescription exemption as we remain the Corporate Parent.

28.

Consideration must be given to those Care Leavers originating from out of borough
that are now living in Wigan following being placed in care here.

29.

At present we do not have a way of tracking this particular cohort as they continue
with social care support from their originating authority. There is a risk that publicity
around this decision may however cause members of this group to question their
eligibility for exemption. The Committee needs to decide if they wish to include Care
Leavers from other originating authorities as we do not have data to indicate the
potential cost of this. An appeals process will need to be developed which clearly
outlines the approach decided to mitigate this issue.

Value for money
30.

It is impossible to predict the number of prescriptions that each individual Care
Leaver may require or how many of our Care Leavers do not meet the national
exemption criteria.

31.

There is a chance the number of prescriptions dispensed may not equate to the cost
of the annual prepayment prescription certificate.

32.

However, for Care Leavers who have chronic health conditions a prepaid prescription
certificate, if they do not meet national eligibility criteria, will make a significant impact
on their finances and ability to meet their own health needs. Overall, the potential
cost benefits outweigh the financial expenditure.

Recommendation
33.

As Corporate Parents we have special responsibilities for our Looked After Children
and Care Leavers. A Corporate Parent is intended to carry out many of the roles a
parent would and provide their children with the best possible support and care.

34.

The Authors’ recommend that the above proposal is implemented at the earliest
opportunity to strengthen our commitment as Corporate Parents.
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is a requirement for the BCF plan for the locality for 2019/20 to be approved by the Health and
Well Being board prior to submission of the plan to NHS England by the 27/09/2019.
The BCF Policy framework and national conditions continue to be in line with previous years.
For 2019/20 as a minimum, localities need to pool the CCG Minimum Contribution, the
improved Better Care Fund allocation, Winter Pressures Grant and the Disabled Facilities
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Given the strong relative performance of the locality in the key BCF measures, the timing of the
release of the 19/20 planning guidance and allocations and the imminent BCF review, it is
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2010.

Page 55

This page is intentionally left blank

Integrated Commissioning Committee
Wednesday 28th August 2019
Better Care Fund (BCF) Plan 2019/20

1.0 Introduction
1.1 The BCF Planning Requirements and individual BCF allocations for 2019/20 were released on
the 18/07/2019. There is a requirement for the BCF plan for each locality to approved by the
relevant Health & Well Being Board prior to submission of the plan to NHS England by
27/09/2019.
1.2 The BCF Policy Framework for 2019/20 provides continuity from previous years and should
ensure that the BCF provides a mechanism for personalised, integrated approaches to health
and care that support people to remain independent at home or to return to independence
after an episode in hospital.
1.3 The four national conditions that continue to be set by Central Government in the Policy
Framework are:
1) That a BCF Plan, including at least the minimum mandated funding to the pooled fund
specified in the BCF allocations and grant determinations, must be signed off by the Health
and Well Being Board (HWB), and by the constituent local authorities and CCGs.
2) A demonstration of how the area will maintain the level of spending on social care services
from the CCG minimum contribution in line with the uplift to the CCG’s minimum
contribution.
3) That a specific proportion of the area’s allocation is invested in NHS commissioned out-ofhospital services, which may include seven-day services and adult social care.
4) A clear plan on managing transfers of care, including implementation of the High Impact
Change Model for Managing Transfers of Care (HICM). As part of this, all HWBs must
adopt the centrally set expectations for reducing or maintaining rates of delayed transfers
of care (DToC) during 2019/20 into their BCF plans.
1.4 The BCF Policy Framework also sets out 4 national metrics that the performance of the locality
will be measured against. All BCF plans must include ambitions for each of the four metrics
and plans for achieving these are a condition to the fund:
1)
2)
3)
4)

Non-elective admissions (Specific acute);
Admissions to residential and care homes;
Effectiveness of reablement;
DToC

1.5 In 2019/20 localities are required to continue to make progress against the following former
BCF national conditions:
1) Develop delivery of seven-day services across health and social care
2) Improve data sharing between health and social care;
3) Ensure a joint approach to assessments and care planning.
1.6 For 2019/20 as a minimum localities should pool the following into their BCF:
Page
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BCF Allocation 2019/20 - Wigan Locality
CCG Minimum Contribution
Improved Better Care Fund
Winter Pressures Grant
Disabled Facilities Grant
Minimum to be included in the BCF Pool

£
24,452,012
14,678,010
1,592,223
4,013,889
44,736,134

1) CCG minimum contribution – for 2019/20 for the Wigan locality this represents an increase
of 4.78% on the 2018/19 CCG minimum contribution. This compares to the overall national
increase of 5.21%. In line with national conditions £16.734m must be spent on Adult Social
Care services and £6.949m must be spent on NHS Commissioned Out of Hospital
services.
2) Improved Better Care Fund (iBCF) – The Grant Determination dictates that the funding
must be used to meet adult social care needs, reduce pressure on the NHS including
supporting more people to be discharged from hospital when they are ready and ensuring
that the local social care provider market is supported. There is no stipulation as to a fixed
proportion to be allocated across each of the three purposes and the funding also needs to
be directed progressing changes in the HICM. This funding does not replace, and must not
be offset against, the NHS minimum contribution to adult social care. It is important to
recognise that increases in the IBCF allocations have been part funded by reductions in
Central Government grants to Local Authorities (New Homes Bonus).
3) Winter Pressures Funding – This allocation is in line with the 18/19 allocation for the locality
however for 19/20 the revised grant determination sets a condition that this funding must
be pooled into BCF plans. The grant conditions also require that the grant is used to
support the local health and care system to manage demand pressures on the NHS with
particular reference to seasonal winter pressures. This includes interventions that support
people to be discharged from hospital, who would otherwise be delayed, with the
appropriate social care support in place, and which help promote people’s independence.
This funding does not replace, and must not be offset against, the NHS minimum
contribution to adult social care.
4) Disabled Facilities Grant (DFG) – The DFG continues to be allocated through the BCF and
localities are being encouraged to think strategically about the use of home adaptations,
the use of technologies to support people to live independently in their own homes for
longer, and to take a joined-up approach to improving outcomes across health, social care
and housing. Local Government is now able to utilise specific DFG funding for wider
purposes with this discretionary use helping to improve delivery and reduce the
bureaucracy involved in the DFG application process, helping to speed up the process. As
examples Local Authorities could use an alternative means test, increase the maximum
grant amount, or offer a service which rapidly deals with inaccessible housing and the need
for quick discharge of people from hospital.
1.7 In June 2018 Central Government announced a review of the current functioning and structure
of the BCF to ensure it supports the integration of health and social care. This review will
report later in this financial year.
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2.0 Proposed 2019/20 BCF Plan
2.1The utilisation of the BCF cannot be seen in isolation and it is only one element of the system
wide response that is required to deliver sustainable health and social care services for the
locality. Whilst the BCF provides a mechanism for joint health, housing and social care planning
and commissioning it only forms one part of the total locality investment in health and social care.
Outside of the BCF both the CCG and the Council are committing non-recurrent investment to
assist the delivery of sustainable health and social care services for the locality. Any proposed
changed to the utilisation of the funding needs to be considered in terms of what it means to the
economy as a whole and the respective financial positions of individual partner organisations.
2.2 Since the inception of the BCF the locality has performed very strongly relative to other
localities in the two of the key metrics. As reported to the ICC on the 19/06/2019 Wigan’s DTOC
performance was the best out of 23 North West Authorities as at March 2019 and the latest
publication of the NHS Social Care Interface Dashboard in September 2018 placed Wigan as the
4th best out of the 150 local Authority areas.
2.3 On this basis given the strong relative performance of the locality in the key BCF measures,
the timing of the release of the 19/20 planning guidance and allocations and the imminent BCF
review it is proposed to uplift the current schemes, funded through the CCG minimum allocation,
by an inflationary increase of 1.8%. This is in line with the assumption prevailing at the time that
the CCG operational planning guidance for 2019/20 was issued. The remaining £0.698m balance
could then be utilised to fund approved schemes previously reliant on non-recurrent funding. This
could include the upscaling of the Community Link Worker service and continued investment in the
Complex Care and the Community Response Team services. For illustrative purposes this is
included as Appendix 1.
2.4 NHS England have recognised that CCGs were not advised to assume the actual level of
increased CCG minimum contribution to the BCF (5.21% nationally and 4.78% in Wigan) and as
such this would result in an unfunded pressure being created. Further to this it has recently been
announced that this unfunded pressure will be met centrally to meet the Government’s policy
decision on the BCF and avoid creating unmet cost pressures on CCGs that would otherwise
result in CCG operational plans needing to be revised. For the Wigan locality this will equate to an
allocation of £0.478m and receipt of this funding will ensure that the CCG required minimum
contribution to the BCF of £24.452m does not cause an unfunded pressure to Wigan CCG.
2.5 In terms of the iBCF the proposal would be to align with year 3 of the 3-year plan approved at
Wigan Health and Well Being Board on the 23/08/2017 amended to reflect changing
circumstances as detailed in Appendix 2.
2.6The proposal in relation to the Winter Pressures grant would be to closely align it with the plan
from last year. Since the original proposal for 2019/20 was put forward a commitment to fund an
additional 20 community-based beds from June 2019 to March 2020 has been made which is
reflected in the revised proposal detailed below. This reduces the additional coverage on
Residential and Nursing capacity and will need to be closely monitored.
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Winter Pressures Grant 2019/20
Additional Community Based Beds Required by Locality
Residential and Nursing Capacity
Community Based Support Capacity
Additional Reablement and Early Intervention Capacity

Original
Proposal
£m
0.292
0.750
0.250
0.300

Total

1.592

Revised
Proposal
£m
0.573
0.559
0.250
0.210
1.592

2.7 It is proposed that the locality continues to utilise the DFG as flexibly as possible to enable
people to live independently in their own homes for longer. Any proposals for the utilisation of the
DFG needs to be considered by the local Adaptations Board.
2.8 On the 7th August 2019 Wigan Health and Well Being Board endorsed progressing completion
of the BCF plan in line with the proposals contained within this report and delegated authority to
the Joint Chairs to sign off the final plan prior to submission by the 27th September 2019.
3.0 Conclusion
3.1 Given the strong relative performance of the locality as a result of the previous investment of
the BCF, the timing of the release of the 19/20 allocations and the impending BCF review it is
proposed to align the 19/20 BCF plan for the locality with previous iterations.
3.2 The Integrated Commissioning Committee is asked to endorse updating the 2019/20 BCF plan
in line with the proposals contained within the report.
3.3 Formal approval of BCF plans submitted by the localities and authorisation for CCGs to use
the minimum element of the BCF will be given by NHS England, following agreement with the
DHSC and MHCLG.
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Appendix 1 - Proposed BCF Allocations by Scheme
Schemes

Proposed
2019/20 Allocation (£)

2018/19 Allocation (£) 1.8% uplift

RAID Psychiatry Liaison
Primary Care Investments
Reablement
NHS Funding to Support Social Care
Assistive Technology
Community Equipment & Adaptations
Occupational Therapy
Hospital Discharge
Community Early Prevention
Carers
Mental Health services
Mental Health Advocacy
Older Persons & Intermediate Care
Services

1,151,470
3,004,786
2,215,397
2,879,961
720,882
622,344
1,247,613
924,368
461,046
870,244
940,934
161,860

20,600
53,756
39,633
51,523
12,897
11,134
22,320
16,537
8,248
15,569
16,833
2,896

1,172,070
3,058,542
2,255,030
2,931,484
733,779
633,478
1,269,933
940,905
469,294
885,813
957,767
164,756

220,551

3,946

224,497

Continuing Care / Funded Nursing Care
Care Bill Reform New Burdens
Protecting Social Care Services
Transitional Domiciliary Care Services /
Reablement Care Model
Hospital & Community Based Social
Work Teams (7 day Working)
Community Support
Housing with Care Developments /
Major Adaptations Programme
IT Development
Transformed Home Care Model
Development of High Quality
Dementia Services
Upscaling of the Community Link
Worker Service and continued
investment in the Complex Care and
the Community Response Team
services

65,138
950,112
2,783,423

1,165
16,998
49,795

66,303
967,109
2,833,219

829,792

14,845

844,637

518,620
326,756

9,278
5,846

527,898
332,601

1,082,413
31,117
622,344

19,364
557
11,134

1,101,777
31,674
633,478

705,323

12,618

717,942

BCF Total

698,027
23,336,495
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417,490

24,452,012

Appendix 2 - Proposed Utilisation of iBCF 2019/20
Improved BCF Schemes

Ensuring the
local care
provider
market is
supported

Investment in the continued innovation and
sustainability of the Residential & Nursing
Market
Investment in community based care and
support to ensure the ongoing sustainability
of provision including ethical home care and
supported living
People powered technology and digital
reform to upscale emerging technology within
care settings and people's own homes

Revi s ed
Propos a l

3,600,000

3,537,000

3,509,000

4,241,000

55,000

58,000

350,000

370,000

1,907,000

1,647,000

659,000

92,000

100,000

30,000

264,000

264,000

459,000

132,000

500,000

500,000

603,000

865,000

496,000

496,000

Population Health - Deal for Carers. Sustaining
strengthened support and recognition for
carers. A reformed offer as part of the Deal
targeted at preventing carer breakdown and
better recognising their social contribution

490,000

490,000

Reformed Model of Supported Employment,
creating new alternatives and furthering
opportunities for individuals aligned with the
principles of independence and self-reliance

257,000

257,000

1,429,000

1,429,000

0

270,000

14,678,000
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14,678,000

Prevenatative Commissioning & Investment Capacity building in community and voluntary
sector for health and social care benefit
Reform and expansion of Early Intervention
services including community and bed based
reablement
Design and implementation of a Home Safe
model & Additional Care Costs of Discharge to
Assess facility
Increase flu vaccination uptake across social
care providers
Population Health - Early Intervention Debt &
Welfare Advice. Programme to develop a
network of debt advice and support within
primary care to prevent associated health
demand.
Housing with Health - sustaining an upscaling
of health support to care homes alongside
strengthened quality oversight
Housing with Health - enhanced investment
and prioritisation of property adaptations to
help safe and timely hospital discharge and
Reducing
Pressures on preventing inappropriate readmissions
(including falls)
the NHS
Demand reduction and enhanced 7 day
(early
intervention, working investment in Community Social
Work and Safeguarding Capacity
prevention
and delayed Investment in mental health support to help
transfers of delayed discharges and enable people to be
supported within the community
care)

Meeting
Adult Social
Care Needs

Approved HWB
23/08/2017

Contribution to demographic and demand led
pressures within Social Care
Programme Capacity and support to help
facilitate health and social care integration
IBCF Total

Integrated Commissioning Committee
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RECOMMENDATIONS/DECISION
REQUIRED:

Receive

EXECUTIVE SUMMARY
The Health and Care System must ensure that it is competent and capable to deliver quality
along the whole commissioning cycle as part of its core business functions, in combination with
effective systems of governance. The work undertaken collectively by the CCG Quality Team
provides assurance to the ICC and the Clinical Governance Committee.
To this end the Quality Annual Report provides a retrospective view of the year 2018/19. The
report details the innovative approach that the CCG has adopted to respond to how quality has
and is continuing to influence the commissioning of safer healthcare locally. This is undertaken
whilst ensuring the best possible use is being made of the available finances.

FURTHER ACTION REQUIRED:

As captured within the report

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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A FOCUS ON QUALITY 2018/19

Foreword:
Wigan Borough Clinical Commissioning Group (‘the CCG’) must ensure that it is both competent and
capable to deliver quality along the whole commissioning cycle as part of its core business functions,
in combination with effective systems of governance.
The work activities undertaken by the CCG Quality Team in year have already been comprehensively
documented within the Quarterly Quality Equality and Safeguarding Reports received by both the
CCG Clinical Governance Committee and Governing Body.
The purpose of the Annual Report is to provide a retrospective overview on Quality. In doing so the
report will seek to highlight the innovative approaches that the Quality Team has adopted to respond
to how quality has and is continuing to influence the commissioning of safer; clinically effective
healthcare locally.
The information contained within this report is not intended to be wholly comprehensive of all the work
undertaken by the Quality Team; however it does provide a ‘snap shot’ of some of the areas of work.

Quality
In Focus
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1

The Background - What do we mean when we talk about ‘Quality’?

1.1

In care and support, quality starts from what matters most to enable people to live their lives in
the way they wish; and to maintain their wellbeing and independence for as long as
practicable.

1.2

The widely used definition of Quality as set out by Lord Darzi in the ‘NHS Next Stage Review’
(2008) has three core dimensions and places quality firmly at the heart of everything we do.
Safety
Effectiveness

Experience

1.3

Care that is delivered so as to prevent all avoidable harm and risks to the persons safety (whilst allowing
people to retain maximum personal control).
Care that is delivered according to the best evidence as to what is effective in improving the individual
person’s outcomes. This embraces the notion of clinical effectiveness, treatments and interventions
proven to work best, delivered in the right way.
Care which looks to give the person as positive an experience of receiving and/or recovering from the
care as possible. This includes recognition of the persons own aspirations and preferences, and being
treated with compassion, dignity and respect.

The current Care Quality Commission (CQC) inspection regime ensures that services are
providing; safe, effective and compassionate high-quality care. To direct the focus of their
inspections the CQC developed five Key Lines of Enquiry (KLOEs) that they ask of all
services. The questions they ask of providers are; are their services….
(1) Safe

(2) Effective

(3) Caring

(4) Responsive

(5) Well-Led

2

Wigan Borough CCG - Strategy for Quality & Safety 2017/20

2.1

Local people and the care that they receive in the health and care system has remained at the
heart of the work that we do as a CCG. Our ambition is clear we have and will continue to
seek to commission with our partner’s high quality health and care services that enable local
people to live longer, healthier lives.

2.2

The CCG ‘Strategy for Quality and Safety 2017/20’ identifies the shifts in activity as we
deliver against the Wigan Borough Locality Plan Further faster towards 2020; and identifies
the areas of focus and the methodologies that will be used to drive delivery. The Strategy
remains true to the CCGs initial pledge to commission high quality, safe care and details the
context that has assisted to shape and drive the CCG Quality Teams Delivery Plans. Progress
against the Strategy priorities are detailed in section 15 of this report.

2.3

The CCG Quality Team has a strong track record of collaboration with its partner organisations
and we recognise and appreciate their commitment in working together to improve the quality
of local services. In delivering the Strategy we will reinforce integration, through collaboration
and engagement activities with providers to secure quality improvement, whilst ensuring they
retain accountability for standards of quality and safety.

2.4

Through the Annual Quality Report, the Quarterly Quality, Equality & Safeguarding Report
(and adhoc briefing papers) to the CCG Governing Body and Clinical Governance Committee,
the Quality Team has remained true to the tenants of the Strategy. The reports have provided
evidence of compliance against a range of provider activities as highlighted below.

.
Never
Events
SAFE
Safeguarding

Mortality

CARING

CQUINS
Staff
Surveys

Complaints

Clinical
Audit

SUE of
Care

Reg 28
PFDs

NHS FFT

EFFECTIVE

Serious
Incidents

Coroners
Reports
Quality
Visits

CQC
Safer
Staffing

CQUINS
Patient
Experience
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Medicines
Safety
IPC & HCAI
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2.5

The Quality Team fully recognises the need to maintain our proven track record in respect of
oversight of provider quality assurance and improvement. Going forward, first and foremost we
will need to be able to demonstrate that we are making a credible difference by driving the
local agendas for quality and safety improvement.

3

Quality Accounts

3.1

Providers of NHS healthcare are required to publish a quality account each year. These are
based on the quality accounts regulations published by the Department of Health and Social
Care. The Quality Accounts provide an open and honest description of the quality of the
services for which the respective Trust Boards are accountable.

3.2

The Quality Account is designed to assure commissioners, patients and the local resident
population that, the provider is delivering the highest level of clinical care and continually
seeks to improve what they do. The Quality Team has reviewed the Quality Accounts for the
three local NHS Foundation Trusts in year and has provided a commentary for inclusion in
each of their final reports.

3.3

The Wigan Community Services arm of Bridgewater Community Healthcare Foundation Trust
will transfer on 1 April 2019 to Wrightington, Wigan & Leigh Foundation Trust, therefore this
will be the final year that the CCG will receive the Providers Quality Account.
Examples of the areas of Improvement as outlined within the Trusts Accounts for 2018/19
Acute
Community
Mental Health

• Mortality - HSMR & SHMI Improvement
• VTE Risk Assessment improvement from 84.89% in 17/18 to 96.79% in year
• Reduction in Medication Errors
•Improved processes for reporting of Patient Safety Incidents and levels of harm
• Improved Access to Clinical Supervision for Clinical Staff
• Implementation of Safety Huddles - Improved communications and patient safety

4

Care Quality Commission (CQC) Quality Reports

4.1

The CCG has systems in place to ensure that we receive and review the CQC reports relating
to our local service providers; and where it is required the monitoring of the provider quality
improvement plans.

4.2

Overall in year we can report a very positve picture in respect of the outcomes of the CQC
inspections that have been undertaken across all service providers across the health and care
economy.

4.3

Whilst we recognise there are some areas that require further focused attention to drive the
required quality improvements there are systems and processes in place that will support the
delivery of the provider improvement plans. A high level overview of the position at 31 March
2018 is detailed below.
Acute Foundation Trust (WWLFT)
•CQC have rated the Trust overall as GOOD

Mental Health Foundation Trust (NWBHFT)
•CQC have rated the Trust overall as GOOD

Community Foundation Trust (BCHFT)
•CQC have rated the Trust overall as REQUIRES IMPROVEMENT

Primary Care - General Practices = 60
•Outstanding= 3 / Good = 56 / Requires Improvement = 0 / Inadequate = 1
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4.4

NHS Foundation Trusts:
Acute Foundation Trust (WWLFT): The CQC inspected the Trust November 2017 and subsequently published
the quality report in March 2018. The Trust received an overall rating of ‘Good’; and all of the Trust sites are
now rated as ‘Good’ or ‘Outstanding’. In relation to the Trust Services; the Maternity Service was rated as
‘Requires Improvement’. Progress against the Trusts Improvement Plan has been monitored via the QSSG.
Mental Health Foundation Trust (NWBHFT): The CQC inspected the Trust (between 30 May to 11 July 2018)
and subsequently published the quality report in October 2018. The Trust received an overall rating of ‘Good’;
and was rated ‘Good’ in the ‘Safe’, ‘Effective’, ‘Caring’ and ‘Well Led’ domains. The ‘Responsive domain was
rated’ Requires Improvement. The Wards for older people with mental health problems were rated as
‘Inadequate’ overall and wards for people with a learning disability or autism rated ‘Requires ‘Improvement
‘overall. An improvement plan is in place and has been monitored via QSSG.
Community Foundation Trust (BCHFT):
The Trust is rated as ‘Requires Improvement’ overall the progress with the Trusts CQC approved Service
Improvement Plan has been monitored via the CCG provider QSSG in year. However it is important to note
that, the CQC has highlighted that the ‘Wigan Community Health Services for Adults’ were considered to be an
area of ‘Outstanding Practice’.

4.5

Primary Care - General Practice
At the year-end a very positive position was reported across the Borough with all Practices
being rated as either good or outstanding overall. The one provider rated as inadequate has
continued to be supported by the CCG Quality and Primary Care Teams. Additional support
has also been provided by the NHSE GP Excellence Programme. It is anticipated that a
further CQC inspection will be carried out during May 2019.

4.6

Nursing and Residential Care Homes
In regards the CQC ratings improvement has been seen across the sector in year:
Nursing Care Homes in Borough = 22

Residential Care Homes in Borough = 30

Outstanding 
Good
Requires Improvement
Inadequate
Not yet inspected

Outstanding 
Good
Requires Improvement
Inadequate
Not yet inspected

2
13
6
0
1

0
29
1
0
0

This is a positive shift from the previous status as reflected within appendix 1. For all the Care
Homes that are rated as Requires Improvement; Service Improvement Plans and monitoring
systems are in place.
In 2017/18 the Residential Care Homes in Borough were ranked as the third most improved in
the United Kingdom (UK) out of 151 local authorities. More recently on 6 March 2019
Independent Age UK then published their ‘Care Home Performance - England 2019’ briefing
paper which has shown a continued improvement:
5

Quality Safety & Safeguarding Groups (QSSGs)

5.1

The QSSGs have provided assurances on the quality of commissioned services in line with
the jointly agreed r quality oversight schedules. In brief the functions of the QSSGs are to:



Provide assurance that commissioning incorporates and upholds the tenets of Clinical
Governance.



Promote and assure quality so that patients receive clinically effective, safer care with a
positive experience of the care provided.



Oversee the execution of the QSSG duties in relation to the safeguarding of children and
adults.
Provide systematic assurance to the CCG ClGC on the quality and safety of all services
commissioned on behalf of and for the population of the Wigan Borough.
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5.2

The information included below highlights some key areas of focus that have been managed
by the CCG Quality Team with its key partners in year. All of the related agendas and the
actions taken to mitigate risk have been reported formally through the Quality, Equality and
Safeguarding reports on a quarterly basis to the CCG Clinical Governance Committee and
Governing Body in year.











North West
Boroughs
Healthcare

NHS FT







Bridgewater
Community
Healthcare
NHS FT

Wrightington
Wigan & Leigh
NHS FT

5.3

Suicide Prevention
CQC Service Improvement Plans - Monitoring & Review
Care Programme Approach (CPA) compliance
Wigan Assessment Team: Capacity and demand issues
Westleigh Unit: Service improvement and innovation activity
RAID Team performance
CAMHS performance
Wigan Home Treatment Team performance
Serious Incident (SI) Process















Community Services Transition
CQC Service Improvement Plans
NHSE Enhanced Surveillance
Trust response to the Kirkup Report
Staffing Capacity & Demand: including Speech & Language Service,
Community Nursing, Medicines Management and Therapies
Safer Staffing Nursing Caseload
Serious Incident (SI) Process & PSI Reporting via the NRLS
Safeguarding Mandatory Training compliance

Community Services Transition - Assurance on safe transfer at Day 1
Mortality - HSMR & SHMI and Learning from Deaths
Sepsis - Identification and treatment of the deteriorating patient
VTE - Risk Assessment
Never Events reported via NHSI StEIS
SIs – Relating to Diagnostic Incidents including delays
Safer Staffing Reviews
NHS Staff Survey

Highlights in Year
The CQC highlighted that the Wigan 'Integrated Community Services for Adults’
were considered to be an area of ‘Outstanding Practice’.
HSMR has steadily improved over 2018/19, the year to date figure is 95.7 at
December 2018.

SHMI is 110.3 and lowest in two years. WWLFT has moved from
Band 1 (worse than expected) to Band 2 (as expected).
Suicide Prevention: The CCG has supported the Mental Health Foundation
Trust in regards the development of a Suicide Prevention Strategy 2019/22.
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6

Commissioning for Quality and Innovation (CQUIN) 2017/19

6.1

The CQUIN payment framework enables commissioners to reward excellence by linking a
proportion of providers’ income to the achievement of local quality improvement goals.

6.2

The framework aims to embed quality within commissioner-provider discussions and to create
a culture of continuous quality improvement, with stretching goals agreed in contracts on an
annual basis.

6.3

The schemes were set over a two year period and a number have performed well; examples
of some of the areas where quality improvements have been are summarised below.

Improving the Assessment of Wounds
The aim was to increase the number of
wound assessments within the community setting
for wounds that had failed to heal after 4 weeks.
The set targets for achievement were:
≥ Q2 target 60%: Trust acheived 96%
≥ Q4 target 80%: Trust achieved 84%

Staff Health & Well Being
The Community Trust has engaged with staff
to deliver the agreed outcomes.
Examples of activity have included:
≥ Health & Wellbeing Awareneess
≥ Ovarian Cancer Awareness
≥ Motivational Messages
The Annual Staff Survey 2018 has also reflected
the positive improvement against the previous year

Improving Services for People who present
with Mental Health needs at A&E
61% for the top repeat attenders identified in
the 18/19 cohort with a primary mental health
condition and sustained reduction of 53%
for the 17/18 cohort (joint CQUIN with
NWBHFT and WWLFT shared with
GM CQUIN leads as a positive case study

Reducing the Impact of
Serious Infections Antibiotic review
94% of inpatients with sepsis had a clinical
antibiotic review within 72 hours of initiation
of antibiotics.

Preventing ill health by risky behaviours
Alcohol and Tobacco

Secondary Care Psychosis
The aligning of secondary care psychosis
registers and primary care QOF SMI registers Annual exercise led by the Trust to ensure
that patients with severe and enduring
mental health problems receive appropriate
care both in primary and community care

100% of inpatients received tobacco and alcohol
screening. 91% of patients who were found to be
drinking harmful levels of alcohol received brief
advice or onward referral for support.
90% of patients found to be smokers
received brief advice.

7

Infection Prevention & Control - Inclusive of Healthcare Associated Infection (HCAI)

7.1

The management of IPC and HCAI has been captured in year and reported through the
monthly dashboards and the quarterly Quality Safety and Safeguarding reports to the CCG
Governing Body and Clinical Governance Committee.

7.2

The Strategy for the Management of HCAI was reviewed in 2018 and following approval by
Wigan Borough Clinical Commissioning Group Governing Body will be subject to review
in June 2021; unless changes to the legislation or best practice guidance prompt an earlier
review.
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7.3

A view of the systems that support the reduction of HCIA are highlighted within the
following diagram.

7.4

Incidence of HCAI (2018/19)
C.difficle
Within the Wigan Borough there has been a significant reduction in C.difficile cases year on year from 2013 to date as
noted within the table below. In year, all reported cases have been reviewed to identify learning from the patient journey.
Feedback and learning is shared with individual care providers following each case review and quarterly across the health
economy. The challenge going forward is to sustain the reduction in infection incidence.

Meticillin resistant Staphylococcus aureus (MRSA)
6 cases of MRSA have been reported and reviewed in year. There is currently no mandatory requirement to review MRSA
BSI cases but within the Wigan Borough we have continued to review all reported cases to identify all learning as good
practice. The learning themes from the cases included:
Patient demographics
 Age: Three patients < 63 years and three >75 years.
 Immune-compromised with comorbidities.
 Invasive devices in-situ prior to the MRSA BSI.
 One patient had pressure sores/ ulcers.
 One an intravenous drug user.
 Two patients were previously positive for MRSA.

Learning from the Post Infection Review
 Care of invasive devices in line with policy and guidance.
 Prompt screening/commencement of decolonisation treatment.
 Antibiotic prescribing in line with current prescribing guidance.
 Body mapping of skin integrity on admission.
 Compliance with IPC policy and guidance:
 Documentation and communication between care services.

Meticillin sensitive Staphylococcus aureus (MSSA)
A total of 79 cases were reported in year. Samples of 31 cases from 1 April to 31 July 2018 have been reviewed with Care
providers. Following the analysis of the gathered information, the findings were presented in a report summary and
narrative overview inclusive of infogram to the Clinical Governance Committee. See infogram included at appendix 2

Gram negative blood stream infections (GNBSI) / E.coli
The Department of Health has published a new 5 Year Action Plan (January 2019): ‘Tackling Antimicrobial Resistance
2019/24’. The Plan extends the time period in which to achieve the 50% reduction and requires the adoption of a
systematic approach to preventing infections and delivering a 25% reduction by 2021/22 with the full 50% by 2023/24.
A total of 224 cases were reported in year. Comparison Data: E.coli reported infections by count and by population (per
100,000) by GM CCG Organisations has been included at appendix 3. The Wigan Borough has consistently remained a low
outlier by population comparison across the GM Region which is a positive. The year data comparison demonstrates an
increase in cases across the region during July and August 2018 and March 2019. It has been suggested the unseasonably
warm weather during the summer months contributed to the widely seen overall increase.
The Wigan Health Economy E.coli Improvement Plan remains in place with the aim being to drive collaborative working
across the Borough to progress the challenging reduction ambition. Further initiatives undertaken including engagement
with NHSI and GM have been detailed within appendix 4 for ease of reference.

7.5

Post Infection Review (PIR) & Root Cause Analysis (RCA) Process
Collaborative reviews have been completed for all confirmed cases of C.difficile and MRSA. All
identified learning has been shared across the health economy with, the aim being to prevent
further cases.
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Quality Outcome:
Wigan Borough - Whole Health Economy wide engagement with the HCAI RCA / PIR Process, in line with
National guidance, has been achieved, with all Care Providers involved with the patients care journey for
all reported cases.
The CCG managed approach has enabled a positive collaborative response from local Health and Social
Care and Out of Borough Providers to enable the review of all the confirmed cases and the sharing of all
identified learning.
Learning opportunities have developed from the RCA / PIR Review process, with the CCG IPC Lead
promoting shared learning and collaborative working.

7.6

Emergent Themes from the Shared Learning






Antibiotic Prescribing
Stool Sample Management: GP/Practice to consider Microbiology advice
Management of Suspected UTIs
Red flag of a C.difficile diagnosis within the patients records
Continue to review PPI: Support available from Medicines Management Team Pharmacy Technician.
New PHE Guidance: Do not perform urine dipsticks for people aged over 65 years (November 2018)
Dipsticks become unreliable with increasing age over 65 years. 50% of older adults, most with a urinary catheter, will have
bacteria present in the bladder/urine without an infection. This “asymptomatic bacteriuria” is not harmful, and although it
causes a positive urine dipstick, antibiotics are not beneficial and may cause harm.

7.7

Sepsis - Supporting Early Identification and Timely Access to Treatment
In the CCG Strategy for the management of HCAI; we said, ‘we would be committed to
enabling and supporting a collaborative approach across the Wigan Borough Health and
Social Care economy with an emphasis on the prevention, recognition and management of
key infections including Sepsis’. The CCG Infection Prevention and Control (IPC) Lead is
playing a key role in addressing Sepsis across the Borough and beyond. The areas of in year
are details as follows.
Quality Outcome: Wigan Borough – ‘Sepsis Spotters’:
The Wigan Borough Sepsis Awareness Programme and Sepsis Spotters Initiative was launched on
th
the 13 September 2018 to coincide with World Sepsis Day.
Education and interactive learning opportunities have and continue to be delivered by the WBCCG Infection Prevention
and Control (IPC) Lead across local General Practice settings. The interactive sessions are raising Sepsis Awareness, “Could
it be Sepsis” across the Borough, the aim being the escalation of an identified or deteriorating person. A focus on individual
General Practice Action Plans to drive the Sepsis agenda is also being encouraged with support available from the IPC Lead.
The programme is being delivered as a three
staged approach as briefly outlined below:
Phase 1:
Introductory
Level

Phase 2:
Advanced
Level

Phase 3:
Learning in Action

Sepsis awareness education and interactive learning opportunities for General
Practice staff that are non-clinical or non-registered (i.e. practice managers;
administrative staff; PPG members and student nurses and healthcare assistants). To
date 201 staff inclusive of PPG members have completed the programme.
Sepsis awareness education and interactive learning opportunities for the Clinical
Teams within the General Practice setting. The programme provides interactive
education utilising cases studies and nationally recognised tools; this enables
practitioners to effectively undertake the NEWS2 assessments and Sepsis Screening.
Participants are also enabled to undertake the collation and documentation of
baseline data from the local case histories presented to aid the detection of the
deteriorating patient the aim being to optimise onward care and outcomes. To date
eight Practice Clinical Teams have undertaken the programme. The programme
continues to be evaluated and a pilot assessment / transfer tool is now in action, this
has been agreed by the Practices that have engaged to date.
The future plan is to engage Practices to undertake learning in action.
This will be done using; role play and simulation of potential scenarios within clinical
practice.
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The following are a few examples of the areas of work supported by the CCG IPC Lead in
year…

7.8



GM and Multi Regional Sepsis Collaboratives: attendance at both collaboratives has
enabled cross boundary working with colleagues from the North region and GM footprint,
the mutual aim being to raise awareness and share good practice to reduce the overall
impact of Sepsis within the regions.



GM Sepsis System-wide Challenge Event: networking provided key opportunities for
learning and also to highlight and share good practice from Wigan with other stakeholders
i.e. Health and Social Care Providers; Independent Contractors, CCGs, AQuA and NHSE
Regional Teams in respect of the impact and challenges related to Sepsis.



Regional Sepsis Forum: Improving Detection of Patient Deterioration: hosted by Salford
University and speakers from NHS Care Providers; the UK Sepsis Trust; NWAS and patients
sharing their Sepsis Stories.



Sepsis Awareness Programme for Primary Care: the delivery of the programme for
General Practice has continued. The programme has now been attended by 121 Non
Clinical Staff, inclusive of Patient Participation Group (PPG) members. The feedback
highlights a high level of satisfaction with this learning opportunity. The Programme is
being expanded to General Practice Clinicians from April 2019, with the introduction of
NEWS2* across Primary Care Settings and the Sepsis Spotter Initiative.

IPC Education and Support
The General Practice: Preventing Infection Together (GP PIT) Programme has continued to be
delivered. The reduction of all HCAI/GNBSI, including an E.coli and Antimicrobial Resistance
focus, is included within the GP PIT Working / Support Group and the Education Programme
and has been made available to all General Practice staff.
In year 228 Practice staff have attended the programme. The evaluations from each session
has demonstrates extremely positive feedback from participants. The programme will therefore
continue to be run during 2018/19.

8

Learning from Serious Incidents and Never Events

8.1

The CCG holds the responsibility for the performance management of the Serious Incidents
(SIs) and Never Events (NEs) reported by the Acute and Community NHS Foundation Trusts.
The Quality Team also liaises with the Lead Commissioner for Mental Health Services (NHS
Knowsley CCG) in respect of SIs involving Wigan Patients and or Wigan based services.

8.2

SIs and NE’s are integral to the QSSG agendas and have been reported through the monthly
SINE Dashboard and the quarterly Quality Safety and Safeguarding Reports.

8.3

We seek to ensure that lessons are learned from all incidents and that findings are shared
wherever practicable to do so; to mitigate the risk of future recurrences. Detailed below are
some examples of the actions taken by the Trusts as a result of the wider learning.
Community Foundation
(BCHFT)
Bridgewater
Community Trust
Healthcare
NHS Foundation Trust
Foundation Trust
Pressure Ulcers
Grade 3/4

Improvement in
Investigation
Reports

Improved
communication with
Home Care
Providers
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Renewed Pressure
Ulcer Training
provision

CCG Quality Lead
attending Trust
Patient Safety
Group

12

Mental Health Foundation Trust (NWBHFT)

72 Hour Review
Process

Thematic Review of
Self Harm SIs

Suicide Prevention
Strategy &
Workplan

Borough Patient
Safety Panel

Borough Lessons
Learned Forum

Documentation

Never Events

Acute Foundation Trust (WWLFT)
Themed SIRI Panels held in year to share the learning from SIs.
Topics covered include:

Timely follow up of
test results

Mental Health

Duty of Candour

Themed SIRI Panels held in year to share the learning from SIs. Topics
covered include:

9

Commissioner Quality Improvement Visits

9.1

The visits provide an opportunity for commissioners to fulfil their duty to patients and the public
for the quality of commissioned services by:

9.2



Connecting with patients and staff at the point of care.



Further developing the relationships and understanding between clinical commissioners,
providers and patients / service users.



Developing a better understanding and experience of the care environment that has been
commissioned.

In year the Quality Team have visited a number of commissioned services for example:

Trafford Intermediate Neurological Rehabilitation Unit (31 May 2018)
An unannounced visit to the unit was undertaken as the CCG is the lead commissioner for Wigan and Bolton
Patients. A number of areas of good / notable practice were identified by the visiting team, examples included:







Positive staff morale
Effective Multi-Disciplinary Team working and communication
A wide range of training and development opportunities available to staff
An inclusive approach is used by the management in all aspects of the running of the Unit
Compliance with safeguarding training
Respect for patients privacy and dignity

The visit was very positive, informal feedback was provided verbally to the staff involved at the end of the walk
round. A formal written report was provided post the visit this made eleven recommendations for the Trust to
consider. Areas where further information/improvements were suggested and included ensuring:





Clear, timely and consistent communication to patients and relatives about the expected date of discharge
Nursing staff attend the MDT meetings
Information on travelling to the Unit from Wigan is shared with relatives
Visitors are given timely access to the Unit, particularly in the evenings

The Trust was requested to submit an action plan to CCG within two weeks of receipt the visit report being
shared. Progress with the action plan has been reviewed and monitored via the WBCCG Intermediate
Neurological Rehabilitation Unit Contract Monitoring Group.
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Northwest Boroughs Healthcare NHSFT - Wigan Assessment Team (13 November 2018)
An unannounced visit to the Assessment Team was undertaken on due to the concerns raised around capacity
and demand issues within the service identified via WBCCG oversight and reporting mechanisms.
The visiting team found the Assessment Team was striving to deliver a quality service to the service users;
however the pressures on the Team due to the high number of referrals into the service, some of which were
potentially inappropriate, was having a negative impact on the overall quality of the service provided and also on
the staff working within the service.
The visiting team made 23 recommendations and identified an opportunity for clinicians and managers working
within the team to further engage with local general practices via the Service Delivery Footprints (SDFs) to seek to
address inappropriate referrals into the service. This would allow people who do require support from the service
to receive it in a timely way.
The final draft report was discussed at QSSG in December 2018 and the Trusts Improvement Plan was submitted
to the Quality Team. The report was also received and discussed by the WBCCG Clinical Governance Committee
on 5 December (2018). Progress has also been monitored via the QSSG.

Additional visits have also been undertaken to the following services:
 Intermediate Care Services currently delivered across 2 sites in Borough
 Care Home Quality Visits
10
10.1

Experiences of Healthcare Services
Service User Experience of Care

Friends and Family Test

WWLFT
Inpatient Services
Satisfaction
96%
England average 96%

Safe Discharge

NWBHFT
Supply of Dressings

Consultant to
Consultant Referals

Patient Satisfaction
92%
England average 90%

BCHFT
Patient Satisfaction
96%
England Average
96%

WWLFT A&E
Patient Satisfaction
86%
England Average 86%
WWLFT Maternity
Services
Patient Satisfaction
100%
England Averge 98%

Service User Experience of Care (SUE) provides local people with an opportunity to tell us about experiences that
they or their family members may have had when receiving care and treatment. By speaking to a member of
their Practice Team and speaking to them about these experiences, the Practice is able to capture and share this
intelligence with the CCG Quality Team via the Safeguard Ulysses System.
Post analysis of the data, the Quality Team liaises with local partners to communicate the issues identified and to
highlight areas of good practice. Examples of the current areas of work addressed with our local Providers are
highlighted above.

10.2

Complaints, Concerns & Compliments: assurance reports have been included on the
QSSG agendas for the local NHS providers of Acute; Community and Mental Health Services;
and within the Performance and Quality Contract Group agendas for the Intermediate Care
providers.
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10.3

Parliamentary and Health Service Ombudsman (PHSO) letters have also been included on
the quality schedules for the providers and compliance monitored via the QSSG with each
provider respectively.

10.4

Coroner’s Regulation 28 Reports (Prevention of Future Death Reports - PFD): the
Providers have shared the PFDs letters and their responses to HM Coroner which included
details of the actions taken and to reassure the Coroner that their concerns have been
addressed to prevent future deaths.

10.5

In respect of the above areas any significant concerns have been escalated through the
QSSG Chairpersons report to the CCG Clinical Governance Committee.

10.6

A CCG Complaints Report has also been provided to the Corporate Governance Committee
bi-monthly in year. Any areas of concern have been escalated to the CCG Governing Body.
Further information is captured within the CCG Complaints Annual Report for 2018/19.

11

Quality Initiatives in Primary Care

11.1

The Primary Care quality work-streams have been reported on a quarterly basis in year
through the Quality Equality and Safeguarding Reports. Areas of focus have included:
Quality Peer Review 2018/19: The aim of the review is to provide primary care colleagues with
an opportunity to improve the quality of patient care from the sharing of learning. In year all
Practices were required to submit a Quality Improvement Project (QIP) of their choice. The
QIP selected by the Practice was required to be appropriate and relevant to the Practice’s
priorities to drive improvement.
The review meetings commenced in November 2018 and were completed during January
2019. 58 of the 60 GP Practices attended a meeting and the discussion topics that were
reviewed and discussed have been outlined as below.




The Safeguarding Toolkit
Asset Based Approaches
Screening & Immunisation: The SDF approach to improving uptake

Individual Practice presentations on their QIP initiatives were also delivered and discussed to
enable the wider learning to be shared. A formal report has been drafted and submitted to the
CCG Clinical Governance Committee (in May 2019) and also shared with CCG Primary Care
colleagues. Evidence suggests that the Practices find this a positive approach in influencing
quality improvement.
Locality Nurse Champions (LNCs) Group: The LNCs collectively consider and triangulate
information and intelligence to contribute to the delivery of safe, clinically effective quality care
in General Practice. In particular the Champions Group has and will continue to support:
-

Professional Development of the General Practice Nursing Team
Compliance with the 10-point action plan for General Practice Nursing
Development of Clinical Supervision in General Practice Nursing

The Nurse Champions have been involved in providing access to development support for
Practice Nurses locally to ensure they are able to meet the current and future demands facing
Primary Care Services. The group are also recognised for the key role they play in delivering
the wider strategy for Primary Care transformation and the key part they play in local
workforce planning.
Practice Nurse Forum: A comprehensive programme of educational events has continued to
be facilitated by the PNCs and delivered by local partners; specialist teams. All the events
have been well attended and evaluated. Examples of some of the educational topics delivered
in year have been referenced within the following tables.
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Quarter 1

Quarter 2

• Atrial Fibrillation
• Child Sexual Exploitation
• Lewy Body Dementia
• Military Veterans
•Menopause
•Spirometry in Practice

• The educational sessions
for July August and
September were all
dedicated to immunisation
updates

Quarter 3
• Anticoagulant Monitoring
& INR Service
• Sexual Health
• Specialist Weight
Management
• LLAMS

Quarter 4
• Diabetes
• Sepsis
• COPD
• Mental Health
• Living Well with Cancer

Primary Care Education Group: The Group brings together representatives from both Primary
Care and the CCG to assist with ensuring the development of the Primary Care General
Practice Workforce across the Wigan Borough. The aim is to promote education and training
and assure consistency of approach to improve the Quality and Safety of Primary Care
services. A highlight report on the group’s activity is submitted to the Primary Care Operations
Group following each meeting. Examples of initiatives that have been undertaken in year are
highlighted below.

Primary Care
Training &
Education

Primary Care
Standards

Review of
CQC Reports
to identify the
areas for QI

QI support for
Practices
Rated by CQC
as Requires
Improvement

Student Nurse
Placement

Fellowship for
General
Practice
Nursing

The Productive General Practice (PGP) - GP Quick Start - ‘Time for Care’: The PGP is an ‘onsite, hands-on, short term support package’ for Practices that forms part of the NHS England
‘Time for Care Programme’. Time for Care is at the heart of the General Practice Forward
View's support for Practices to redesign their care services and manage demand more
sustainably. At the heart of the development programme are innovations that release time for
care and facilitate local change programmes.
Following the initial engagement event in November 2018 a total of 10 Practices have now
participated in the programme. The programme was complete as at 6 March 2019 all Practices
noted improvements in a number of areas and shared the work across the group. The most
popular modules were:


Frequent Attenders: set up of a focused, speedy, regular review of high attenders; utilising
different approaches for individual patients and also for the practice in general.



Appropriate Appointments: This explores the available opportunities to ensure the patient
sees the right person, first time; and inks to the national ‘Avoidable Appointments Audit
Tool’.



Common Approach: this highlights any unwarranted variation in approach that ultimately
leads to extra effort; this supports the development of a common approach to service
delivery.

Further Actions: The significant potential for delivering system-wide benefits across the NHS
within a resource-limited system is clear. Therefore WBCCG has expressed an interest in
bidding for ‘Wave 8’ to assist to support a further 12 Practices through the programme. An
engagement event will take place 15 March 2019 following which a bid will be submitted to
NHSE.
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Practice Manager Handbook: A Practice Manager handbook has been developed in
conjunction with members of the Primary Care Team and WBCCG Practice Managers. The
handbook has been shared in quarter across all Practice Managers. The handbook is also
available on SharePoint and has been shared more widely across GM.
12.

Quality Drivers in Care Homes

12.1

The CCGs vision for Care Homes is that local people living in Care Homes will have equitable
access to high quality, safe, health and care services. Quality in Care Homes is currently
driven by the following factors:

12.2

The CCG has continued to work collaboratively with its partners Wigan Council to support
quality improvement within the Wigan Borough Care Homes. Communication and working
relationships with professionals and groups external to the CCG and Wigan Council continues
to grow.

12.3

The established Care Home and Domiciliary Care Reform Board consists of Senior
Leadership representatives from Wigan Council, the CCG and local Providers. Throughout
2018/19 the Board has ensured a continued system wide approach in supporting and
developing the care homes within an integrated health and social care economy.

12.4

The Board has now incorporated ‘Home Care Services’ within its remit to ensure an integrated
approach to care in the community and support the ‘Home First’ initiative hence its change of
title.

12.5

Relationships continue to be supported and developed between the local Trusts and the
Independent Care Home and Home Care Providers with joint working undertaken to avoid
unnecessary Hospital admissions and provide care closer to the patient’s own home.

12.6

The Home Care providers have engaged with the Community Teams to promote and utilise
‘shared care’ documentation in relation to pressure ulcer care; this has been positively
received by the care staff and importantly it is seeking to enhance the patient’s; carers and
families overall experience of care. It is envisaged that additional areas of care will be included
in the future which are currently under development (e.g. carer’s ability to refer to the
Reablement Team).
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Quality Improvement Initiatives
12.7

React to Red (R2R): The CCG Quality Team launched the ‘React to Red’ campaign at the
Wigan Council Care Home Forum back in October 2016. The resource packs included:







Training Book and DVD
User Guide
Staff Pocket Guides
Patient Guide
Posters
Competency Forms

12.8

All Care Homes within the Borough (Nursing & Residential) have received a hard copy of the
resource pack and also have access to the electronic resources as supplied by NHS England>
In addition, the Community Tissue Viability Team and the CCG Clinical Quality Lead have
rolled out the resource to the Home Care providers in Borough that are currently signed up to
the Ethical Framework. This now concludes a two year programme of work for the CCG
Quality Team in supporting and driving a Borough wide roll out of this essential resource.

12.9

Red Bag Scheme (Hospital Transfer Pathway): The Pathway was
developed by the Sutton Homes of Care Vanguard Site who participated
in the development of the Enhanced Health in Care Homes Framework
(September 2016). The Pathway is aimed at improving communication
between the local Care Homes and the Acute Hospital during times of
patient transfers and supports the reduction of delayed discharges.
The scheme was initially presented to the Joint Care Home Reform Board (10 April 2018) and
was well received. However; the GM CCG’s were later notified that NHS England (GM
H&SCP) would not be providing the funding for purchase of the bags therefore alternative
funding streams had to be explored. Due to the funding limitations it was decided that in the
first instance the pilot would be limited to Care Home providers currently participating in the
‘Trusted Assessor’ Model as follows:





Ashwood Care Home (Residential)
Richmond House (Nursing)
Westleigh Lodge (Nursing)
Woodlands Care Home (Residential)

This will enable closer monitoring of their use and transfer between Care Home and Hospital.
12.10 Greater Manchester Health & Social Care Partnership - Best Practice in Care Home
Group: The CCG Quality Lead attends the group; the remit is to support organisations across
GM in facilitating the delivery of a programme of QI initiatives within the sector. Key themes
and work streams developed by the Group in year have included:

Plans to roll-out of the DPST
Toolkit to enable Care Homes
to access nhs.net mail
‘Skills for Care’
Workshops

ASC Workforce Programme
Supporting recruitment & retention
Mouth care
Training Tools

Care Homes
Teaching
Programme

Person Centred Practice in
End of Life Care

Quality
Measures

Advice regarding Quality
Kite Marks, Aspirations
and Awards

13

NHS Mersey Internal Audit Agency - Assurance on Quality

13.1

In October 2018 the CCG Quality Team were audited by MIAA in respect of the quality
monitoring of NWBHFT. The audit findings were very positive and the CCG was awarded
‘High Assurance’.
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13.2

For the last four internal audit reviews undertaken the CCG Quality Team had received the
highest level of assurance and as far as we are aware this is unprecedented. Whilst the
outputs from the individual Internal Audits have been captured within the quality reports this
had never been reported as a singular view in respect of audit compliance.

13.3

In light of its significance in respect the CCGs systems and processes for Quality Assurance
and Improvement a paper providing a ‘high level view’ on the Quality Teams achievements
was presented to the Clinical Governance Committee in November 2018. This retrospective
report has been included at appendix 5 for reference.

13.4

The Quality Team felt the achievement was reflective of the sound systems and frameworks
that the Quality Team has developed and continue to embed that support the CCGs internal
arrangements for Good Clinical Governance.

14

CCG Quality Strategy Priorities for 2017 to 2020

14.1

Success Factors - Quality Outcomes: A number of challenging quality outcomes were
identified within the Wigan Borough CCG Strategy for Quality and Safety 2017 / 20 and remain
key areas of focus for the Quality Team. There are a number of areas in which progress has
been made; examples have been summarised below.


Care Quality Commission - Ratings for Wigan Borough Health and Care Services
All NHS Foundation Trusts (NHS FTs) to be rated no less than ‘Good Overall’.
As captured within the previous sections both the Acute and the Mental Health service
providers are rated as ‘Good’ overall. The Community services provider was rated as
‘Requires Improvement’ a service improvement plan and monitoring programme was in
place during 2018/19.



Elimination of any unwarranted variation in the provision of Primary Care Medical Services
As detailed within the report there have been many activities that have supported the drive
to reduce unwarranted variations in care:
-



CQC Inspections
Workforce Development
Education & Training
Peer Reviews
IPC / Management of HCAI

Serious Incidents - Establishment of a Borough Wide Integrated ‘Health and Care’ SI
Collaborative to support the dissemination of learning from the review of all SIs
to drive further improvements in patient safety.
The CCG and local NHS Trusts have established panels that review Serious Incidents and
Never Events to seek to identify and share learning. The aim being to identify any gaps/or
lapses in care that will support actions to prevent a recurrence. In 2019/20 the CCG quality
Team will reassess the need for a ‘System Wide Integrated Collaborative’ in respect of the
development of HWP systems and processes.
Human Factors Training: Collaborative work across the health economy has continued in
2018/19. In November 2018 the above event was delivered by the CCG with support from
AQuA. The event was attended by representatives from the local provider organisations.



Gram-negative bloodstream infections - E.coli
In line with the National E.coli reduction ambition, the CCG Quality Lead for IPC in
collaboration with Medicines Management colleagues has delivered local initiatives to raise
the E.coli and antimicrobial resistance agenda. This has been shared with GP and CCG
colleagues and also included within the ‘General Practice Preventing Infection Together’
(GP PIT) Education Programme and the CCG Medicines Management GP Peer Review
Programme. The focus areas have included: New Antimicrobial prescribing guidance;
appropriate antibiotic prescribing, Medicines Optimisation QIPP Plan, “Antibiotic Guardian”
pledging and ‘TARGET’ resources to assist UTI management.
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Mortality - To reduce overall rates for both HSMR and SHMI to 1.00 or below
Mortality reporting has been included in the CCG QSSG Provider Quality Assurance and
Improvement Schedule for 2018/19.
The latest WWLFT HSMR data for WWLFT (December 2018) was 98.4 and year to date
HSMR was 95.7. HSMR has steadily improved over 2018/19. The latest data for SHMI (12
month rolling to September 2018) is 110.3. This is the lowest SHMI has been in two years
and reflects an improving HSMR. WWLFT has moved from Band 1 (worse than expected)
to Band 2 (as expected).



Learning from Deaths
As part of the implementation of the CQC report ‘Learning, Candour and Accountability’ all
Trusts are expected to have arrangements for the learning from deaths of patients in their
care. This information is also shared with the CCG through the QSSG and summarised
within the Trusts Annual Quality Account. Alongside this providers specifically evidence:
-

Improvements in support to and communication with bereaved families and carers.

-

Improvements in the standards and understanding of data on harm and mortality.

-

Those services for people with learning disabilities and mental health problems are a
core part of this learning.

The local NHS Acute, Community and Mental Health Trusts have implemented the
Learning from Deaths Guidance, and progress has been monitored via the QSSGs.


Mental Health: this will include measures to bring about the integration of; primary and
specialist hospital care and also physical and mental health services. Outcomes included:
Defined new relationships with local community and mental health providers as well as
health and mental health providers and social services: During 2018/19 NWBHFT has
aligned its Community Based Teams to the 7 SDFs.
Evidence of improvements in Mental Health care for New and Expectant Mothers for
specialist perinatal mental health teams: The Greater Manchester Health and Social Care
Partnership have identified parent infant mental health as one of the key transformation
priorities and a whole system transformation programme is underway. The programme
focuses on enriching the provision in universal services including maternity, health visiting
and children’s service by building on three key mental health elements. These are:




GM Perinatal Community Mental Health Team (PCMHT)
Parent Infant Mental Health Teams – one in each locality
Perinatal Infant IAPT - enhancing IAPT services to meet the needs of parents in the
pregnancy to 2 years of age period

The GM Perinatal Community Mental Health Team (PCMHT) became operational in
Wigan in January 2019. Wigan’s share of the cost of the team is £99k in 2019/20. Plans
are progressing in Wigan to develop a Parent Infant Mental Health team in line with the
GM Service Specification. The investment allocated to develop the team in 2019/20 is
£244k.
A child psychotherapist has been commissioned to lead the team, and the next step is to
identify existing resources and gaps in the current offer in Wigan in order to progress our
plans towards meeting the GM specification.
The local psychological therapy services have all developed plans to become compliant
with the GM perinatal infant IAPT standards implementing the ‘Babies can’t wait’ protocol.
This will ensure that priority access to services will be given to parents in the perinatal
period and adaptation to therapy sessions to facilitate easier access. Additional
investment has been allocated to support the development (£163k) and we will monitor
the success of these plans and adherence to the standards throughout the coming year.
Evidence a reduction in suspected self-inflicted harm meeting SI criteria: The number of
SIs reported under the category of Apparent / actual / suspected self-inflicted harm
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meeting the SI criteria increased from 26 in 2016/17 to 32 in 2018/19. However a number
of activities are underway across the Borough to reduce the number of SIs reported under
this category.
During 2018/19 the CCG has supported NWBHFT to develop a Suicide Prevention
Strategy that was published in January 2019. In addition the Quality Team asked the Trust
to undertake a thematic review of suicides relating to Wigan residents who were or had
been in receipt of services from the Trust. Other activities have included the development
of Trust Suicide Prevention Work-plan that has been monitored in year via the QSSG.
The CCG Quality Team is also represented and contributes to the work programme for
the Wigan Borough Suicide Prevention Group.
In year the CCG also became a member of the Zero Suicide Alliance: the Alliance is a
collaborative of NHS Trusts, businesses and individuals committed to suicide prevention
in the UK and beyond. https://www.zerosuicidealliance.com. The alliance is ultimately
concerned with improving support for people contemplating suicide by raising awareness
of and promoting free suicide prevention training which is accessible to all. The aims of
the training are to:
 Enable people to identify when someone is presenting with suicidal thoughts and behaviours, to
be able to speak out in a supportive manner
 Empower people to signpost the individual to the correct services or support.

To demonstrate our commitment to the ‘Alliance’ the action for WBCCG was to ensure
that above link to the training is placed on the WBCCG website. This action has been
completed. The Quality Team will ensure that any information; resources or shared
learning is communicated to the health and care providers across the locality on
publication.
14.2

In addition as part of the whole systems approach the CCG Quality Team has contributed to
the development of quality assurance; improvement and outcome measures for the NHS and
other care services across the health and care system.

14.3

It is important to again highlight that the quality outcomes as captured in the CCG Strategy for
Quality and Safety 2017/20 were a ‘point in time view ‘of the estimated and anticipated future
deliverables based on the agreed priorities at 2017.

15

‘Quality the Wigan Way’ - Developing a Single Quality System

15.1

The Wigan Place Based Strategic Commissioning Function Operating Model described the
elements of integrated commissioning for the ‘place’. The model also envisaged how a ‘whole
system singular approach’ to quality assurance and improvement could be delivered, without
dismantling the robust and tested systems and processes in place.

15.2

In order to understand how we could develop a ‘Single Quality System’ for Health and Care
CCG Quality Leads with support from AQuA delivered the ‘Quality the Wigan Way’
Workshop Event (on 3 October 2018). The intention being to enable us to set out the vision of
a ‘Whole System Approach’ with the added opportunity to pool quality improvement expertise
and knowledge to achieve maximum benefit. Please see appendix 6 for an overview of the
event and outcomes.

15.3

The CCG Quality Leads are providing support to deliver the vision, the concept being that
quality assurance and improvement activity were ever it is reasonably practicable to do so will
be captured at the Service Delivery Footprint (SDF) level. To do this all partners will need to
develop and agree on a set of locally agreed quality priorities with clear and measurable
outcomes that can be delivered by the whole system.

15.4

To support delivery the CCG Quality Leads have undertaken the following activities in year:


Quality Task & Finish Group: established, first meeting held on 31 January 2019. The Group has met
bi-monthly thereafter
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15.5

Terms of Reference: drafted and approved by Wigan Locality Plan Portfolio Group (March 2019)
Quality Delivery Plan: has been developed by the group. The Delivery Plan remains on track
A Strategy on a Page (inclusive of the identified potential risks to delivery) is in place
Progress reported through the Wigan Borough Locality Plan Workbook

Areas of work planned for 2019 are as follows:
Quality Task and Finish Group - Workshop: It was felt that to progress at a pace that a ‘sub group workshop’
would provide an opportunity for quality leads to identify a defined set of quality outcomes that all partner
organisations could contribute to and deliver improvement against. A workshop event is planned to take place
on 15 May (2019.
Public Engagement & I Statements: This will enable us to capture the public views on what quality ‘looks and
feels’ like. The aim is to use the public’s views to influence the quality priorities for the Borough. The public
engagement activity is to be completed by the end of August (2019). Following the review and analysis of the
feedback the individual ’I’ Statements will be drafted and shared.
Care Quality Commission (CQC) System Wide Reviews: Given the transitional arrangements and related
quality agendas it was felt that it would be beneficial to have an insight into the outcomes and learning from
the system wide reviews. The CQC have agreed to support a local event, this is planned to be delivered in late
autumn/early winter. Commissioners; and providers within the HWP alliance will all be invited.
Governance: Development of a Single Quality Assurance and Improvement Framework

16

The Year Ahead:

16.1

It has to be recognised that the health and care system is facing considerable challenges that
have the potential to place delivery of high quality care and treatment at risk. The key
challenges are:


The capacity, capability and resilience of the workforce to ensure that the health and care
system can deliver safe care that is clinically effective for local people both today and
importantly to support the delivery of new models of care that will ensure that health and
care services are future fit.



Financial viability and sustainability of services

16.2

These challenges also provide opportunities for doing things differently as we continue to
integrate health and social care with ‘people and place’ being at the heart of the delivery of
services closer to home.

16.3

The CCG Quality Team will continue to ensure that we apply quality oversight and scrutiny
across commissioned services to provide the required level of quality assurance whilst
simultaneously driving Quality Improvement.

17

Reporting Process 2018/19

17.1

The CCG Governing Body and Clinical Governance Committee have received detailed
updates on a quarterly basis in year.
Quality Report - Quarter 1: 1 April to 30 June 2018
Quality Report - Quarter 2: 1 July to 30 September 2018
Quality Report - Quarter 3: 1 October to 31 December 2018

Quality Report - Quarter 4: 1 January to 31 March 2019
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17.2

The purpose of the quarterly reports was to provide the Governing Body and Clinical
Governance Committee with a view on the Quality and Safeguarding activities in the specified
reporting periods.

17.3

The quarterly reports were structured to highlight the areas of concern relating to our
Providers and sought to evidence the actions that were being taken to drive the required
improvements in quality and safety.

17.4

This final annual overview report will also be included on the Wigan Borough CCG Governing
Body and Clinical Governance Committee agendas for approval and completeness.

18

Conclusion

18.1

This report provides describes the quality workstreams and provides a wide range of examples
of the achievement in year. This enables the CCG to maintain it drive for continuous quality
improvement across all health and care commissioned services. This process is evolutionary
and continues to be strengthened.

18.2

Acknowledgements: the CCG Quality Team recognises the work that we do is supported by
many other colleagues both within and external to the CCG and we feel that it is important to
recognise this. Particular recognition must be given to the volunteers from our local Patient
Participation Groups (PPGs) and Healthwatch who have continued to support the work of the
Quality Team particularly in respect of the commissioner quality visits.

18.3

The NHS Wigan Borough Clinical Commissioning Group - Governing Body is asked to note
the content of the report and accept assurances that systems and processes are in place
which monitor the quality, safety and effectiveness of services commissioned on behalf of the
resident population of the Wigan Borough.

Report produced by: Senior Assistant Director for Nursing & Quality (WBCCG)
On behalf of the WBCCG Quality Team
Received by: Clinical Governance Committee (WBCCG)
Date: 7 August 2019
Approved by: Governing Body (WBCCG)
Date: 24 September 2019
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Appendix 1 (a)

CARE QUALITY COMMISSION (CQC) STATUS - NURSING HOMES
Position 31 March 2019
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Appendix 1(b)

CARE QUALITY COMMISSION (CQC) STATUS - RESIDENTIAL HOMES
Position 31 March 2019

Update: FINAL 31 March 2019
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PROVIDER

Bed
Capacity

Date Last
Site Visit

Date Last
Report Published

Ambleside Bank Care Home
Ancliffe Residential Care Home
Ash Tree House
Ashwood Court - Unit 1
Ashwood Residential Care Home
Barley Brook
Coppull Lane Respite Service (Wigan Council)
Cuerden Developments Limited - Alexandra Grange
Dennis Moore Care Ltd - Brideoake
Garswood House Residential Care Home
Golborne House Residential Care Home
Greenacres Residential Care Home
Heathside Residential Home
Hillcrest Residential Home
Hourigan House Residential Care Home
Kingshill (Making Space)
Lakelands Residential Care Home
Lime House
Lyndhurst Residential Care Home
Montrose Hall
Norfolk House
Norley Hall Care Home
Primrose Villa Care Home
Six Acres Residential and Supported Accommodation Limited
The Chanters
The Hamiltons Care Home
The Oaks Private Residential Home
The Old Rectory
Thorley House Residential Care Home
Windsor House Care Home
Woodlands Court Care Home
30

40
40
60
17
36
28
5
54
20
40
40
40
32
17
40
15
40
32
40
41
18
52
15
6
40
18
31
10
40
16
40
958

25 April 2018
10 July 2018
04 August 2016
25 October 2018
21 January 2016
01 June 2017
06 December 2017
17 May 2017
18 August 2016
24 October 2018
08 March 2017
11 October 2018
08 December 2016
14 March 2018
03 December 2018
06 July 2017
22 June 2018
23 August 2016
05 January 2017
11 January 2017
25 January 2017
12 September 2018
27 February 2018
27 June 2018
23 July 2018
09 January 2018
16 November 2016
16 April 2018
14 November 2018
30 May 2017
26 March 2018

16 June 2018
29 August 2018
22 September 2016
23 November 2018
15 March 2016
29 July 2017
30 March 2018
09 June 2017
21 September 2016
05 December 2018
19 April 2017
28 November 2018
28 January 2017
01 May 2018
12 January 2019
24 August 2017
13 July 2018
30 September 2016
01 February 2017
18 February 2017
22 March 2017
03 November 2018
01 May 2018
24 July 2018
24 August 2018
21 February 2018
26 January 2017
02 June 2018
13 December 2018
24 June 2017
02 May 2018

O
G
RI
I
NI
RP

KEY
Outstanding
Good
Requires Improvement
Inadequate
Not Inspected under new CQC Inspection Regime
Report Pending

RATING
O
G
RI
I
New Services

Current
Overall
Rating
G
G
G
G
G
G
G
G
G
G
G
G
G
G
G
G
G
G
G
G
G
RI
G
G
G
G
G
G
G
G
G

Rating at
Previous
Inspection
G
G
⚊
G
⚊
RI
—
RI
⚊
G
G
G
RI
G
G
G
G
⚊
G
RI
RI
G
RI
G
G
RI
I
G
G
G
I

+/


↑
↑

Potential
Re-Inspection
Date
25 October 2020
04 February 2018
25 April 2021
21 July 2017
01 December 2018
06 December 2019
17 November 2018
18 February 2018


 08 September 2018
11 April 2021

↑
08 June 2018
→
14 March 2020
→ 03 December 2021
→
06 January 2019
→
22 June 2020
23 February 2018
05 July 2018

↑
11 July 2018
↑
25 July 2018
↓ 12 September 2019
↑ 27 February 2020


↑
09 January 2020
↑
16 May 2018
16 April 2020


 24 November 2018
↑
26 March 2020

Placement
Suspension
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA
NA

SDF

R2R

HINDLEY
SWAN
HINDLEY
LIGA
LIGA
WIGAN

✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓

WIGAN
LEIGH
LIGA
LIGA
WIGAN
LEIGH
TABA+
LEIGH
WIGAN
HINDLEY
LIGA
Leigh
WIGAN
WIGAN
WIGAN
WIGAN
HINDLEY
TABA+
TABA+
HINDLEY
WIGAN
HINDLEY
WIGAN
WIGAN

NWAS
Triage Pilot

✓
✓

✓

Hyper-link
http://www.cqc.org.uk/location/1-122511944
https://www.cqc.org.uk/location/1-4344463260
http://www.cqc.org.uk/location/1-1477142322
http://www.cqc.org.uk/location/1-129770803
http://www.cqc.org.uk/location/1-136764905
http://www.cqc.org.uk/location/1-115219916
http://www.cqc.org.uk/location/1-2937035825
http://www.cqc.org.uk/location/1-273734989
http://www.cqc.org.uk/location/1-213332637
http://www.cqc.org.uk/location/1-4344463401
http://www.cqc.org.uk/location/1-1693738066
http://www.cqc.org.uk/location/1-4344463540
http://www.cqc.org.uk/location/1-137479817
http://www.cqc.org.uk/location/1-135914716

https://www.cqc.org.uk/location/1-1693738318

✓

http://www.cqc.org.uk/location/1-129770816
http://www.cqc.org.uk/location/1-1693738217
http://www.cqc.org.uk/location/1-126014063
http://www.cqc.org.uk/location/1-169634886
http://www.cqc.org.uk/location/1-1477112481
http://www.cqc.org.uk/location/1-123431184
http://www.cqc.org.uk/location/1-163214625
http://www.cqc.org.uk/directory/1-118087878
https://www.cqc.org.uk/location/1-1914718710
http://www.cqc.org.uk/location/1-310629095
https://www.cqc.org.uk/location/1-163073799
http://www.cqc.org.uk/location/1-128697380
http://www.cqc.org.uk/location/1-123393519
http://www.cqc.org.uk/location/1-4453091454
http://www.cqc.org.uk/location/1-133784141
http://www.cqc.org.uk/location/1-123533903

RE - INSPECTION TIMEFRAME
Within 30 months of the last comprehensive inspection report being published
Within 30 months of the last comprehensive inspection report being published
Within 12 months of the last comprehensive inspection report being published
Within 6 months of the last comprehensive inspection report being published
Following registration the first inspection will normally be scheduled between 6 - 12
months from the date of registration
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Appendix 2
Meticillin sensitive Staphylococcus aureus (MSSA) – Infogram
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Appendix 3

Comparison Data: E.coli
The tables below provide comparison data of E.coli reported infections by count and by population (per 100,000) by GM CCG Organisations.
Wigan Borough remains a low outlier by population comparison. The year data comparison demonstrates an increase in cases across the region during July 2018, August 2018 and March 2019. It has been
suggested the unseasonably warm weather during the summer months contributed to the widely seen overall increase. There has also been a notable increase in all HCAI during the month of March 2019.
E.coli Reported Infections by Counts by GM CCG Organisations
Organisation

May
18
17
13
10

June
18
30
11
14

July
18
22
8
11

Aug
18
24
20
18

Sept
18
30
14
18

Oct
18
16
15
9

Nov
18
14
15
14

Dec
18
25
9
9

Jan
19
23
19
14

Feb
19
13
10
9

Mar
19
15
13
11

Year
Total
254
154
145

19
10
13
15
20
14
15

36
13
14
18
23
17
19

44
15
15
18
15
17
15

42
18
21
20
21
20
27

42
23
24
16
22
16
30

49
11
16
15
19
14
15

34
14
19
19
21
13
17

33
18
17
21
23
16
11

34
14
11
24
11
15
14

27
12
15
21
21
18
19

31
15
17
17
15
8
14

38
16
24
25
20
19
28

429
179
206
229
231
187
224
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NHS Bolton CCG
NHS Bury CCG
NHS Heywood Middleton &
Rochdale CCG
NHS Manchester CCG
NHS Oldham CCG
NHS Salford CCG
NHS Stockport CCG
NHS Tameside Glossop CCG
NHS Trafford CCG
NHS Wigan Borough CCG

April
18
25
7
8

E.coli Reported Infections by population (per 100,000) by GM CCG Organisations

Organisation

April 18

May 18

June 18

July 18

Aug 18

Sept 18

Oct 18

Nov 18

Dec 18

Jan 19

Feb 19

Mar 19

NHS Bolton CCG
NHS Bury CCG
NHS Heywood Middleton
Rochdale CCG
NHS Manchester CCG
NHS Oldham CCG
NHS Salford CCG
NHS Stockport CCG
NHS Tameside/ Glossop
CCG
NHS Trafford CCG
NHS Wigan Borough CCG

107.44
45.14
45.03

70.70
81.13
54.47

128.92
70.94
78.80

91.49
49.93
59.92

99.81
124.81
98.04

128.92
90.28
101.31

66.54
93.61
49.02

60.16
96.73
78.80

103.97
56.17
49.02

95.65
118.57
76.26

59.86
69.09
54.27

62.38
81.13
59.92

Year
Total
89.72
81.62
67.08

42.71
52.28
63.59
62.81
94.89

78.31
65.77
66.27
72.94
105.61

98.90
78.42
73.37
75.37
71.17

91.36
91.07
99.41
81.05
96.43

91.36
116.36
113.61
64.84
101.02

110.14
57.51
78.27
62.81
90.15

73.96
70.83
89.94
76.99
96.43

74.18
94.10
83.16
87.93
109.13

73.96
70.83
52.07
97.25
50.51

58.73
60.71
71.01
85.10
96.43

74.66
84.02
89.10
76.27
76.25

82.66
80.95
113.61
101.31
91.83

79.26
76.92
82.82
78.81
90.09

72.58
56.49

85.29
69.25

88.14
56.49

100.35
98.40

80.28
109.34

72.58
56.49

65.22
61.96

82.95
41.43

75.26
51.02

90.31
69.25

44.44
56.49

95.33
102.05

79.69
69.34
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Appendix 4

Wigan Health Economy E.coli Improvement Plan - Initiatives



GM GNBSI/E.coli Collaborative: attendance at the collaborative has enabled cross boundary working with colleagues from the North region and GM footprint, the mutual aim being to raise
awareness and share good practice to reduce the overall impact of GNBSI/ E.coli blood stream infections.



NHS Improvement (NHSI) Programme Initiative: The CCG IPC Lead completed an Improvement Programme initiative led by NHSI in collaboration with other Wigan IPC colleagues during Q3 and Q4
2018/19.
The programme consisted of 4 national events and the delivery of a local improvement project to assist the reduction of E.coli BSI. The improvement project embraced a collaborative approach across
the health economy with the findings presented at a NHSI Celebratory Event in January 2019.
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th

Wigan Borough Point Prevalence Audit 2018: The Audit was undertaken on the 14 May 2018 across the Wigan Borough with participation from the local Health and Social Care Provider Services
including: District Nursing Services (BCHFT); Mental Health Services (NWB); Wigan Care Homes; Wigan and Leigh Hospice and Hospital Services (WWLFT).
The rationale for the audit was to gather detailed information and collective data with regard to urinary catheter devices across the Wigan Borough.
The findings from the study have contributed to the understanding of urinary catheter use within the Wigan Borough. The analysis and review of the information has enabled the identification of
potential priority areas for future interventions to enable safe, quality urinary catheter management and a positive impact on patient care. Data Packs were shared with all the Care Provider
participants to action and share the learning within their respective organisations.
Total number catheters identified within the
Wigan Borough on 14 May 2018
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Integrated Commissioning Committee
Agenda Item Number: 7.1

Date: 28 August 2019

REPORT TITLE:

GM Joint Commissioning Board Meeting Minutes

REPORT AUTHOR:

GM Health & Social Care Partnership

PRESENTED BY:

Craig Harris

RECOMMENDATIONS/DECISION
REQUIRED:

Receive and note

The minutes of the Greater Manchester Joint Commissioning Board meeting of 18 June 2019
are enclosed.

FURTHER ACTION REQUIRED:
EQUALITY AND DIVERSITY: Confirmed that any changes to service or procedure introduced as a
result of this report do not impact adversely on any of the protected groups covered by the Equality Act
2010.
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6
GM JOINT COMMISSIONING BOARD
MINUTES OF THE MEETING HELD ON 18 JUNE 2019 AT GMCA OFFICES, CHURCHGATE
HOUSE, MANCHESTER

Bolton

Councillor Susan Baines
Dr Wirin Bhatiani
Su Long

Bury

Geoff Little

Manchester

Dr Ruth Bromley
Ian Williamson

Oldham

Councillor Abdul Jabar
Dr John Patterson
Carolyn Wilkins

Heywood, Middleton and Rochdale

Dr Chris Duffy
Steve Rumbelow

Salford

Dr Tom Tasker (Chair)
Steve Dixon
Anthony Hassall

Stockport

Councillor Tom McGee
Dr Catherine Briggs
Noreen Dowd

Tameside

Councillor Brenda Warrington
Dr Ashwin Ramachandra
Steven Pleasant

Trafford

Councillor Jane Slater
Martyn Pritchard

Wigan

Councillor Keith Cunliffe
Dr Tim Dalton

GM Commissioning

Rob Bellingham

GMCA

Lindsay Dunn
Liz Treacy

GM Directors of Commissioning

Margaret O’Dwyer

1
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GM Health and Social Care Partnership

Stephen Kennedy
Sarah Price

GM Mayor

Andy Burnham

Mayor’s Office

Kevin Lee

NHS England

Tim Barton

HSCJCB 12/19

WELCOME AND APOLOGIES

Dr Tom Tasker, Clinical Chair, Salford CCG welcomed all locality members to meeting of the
GM Health and Care Joint Commissioning Board.
Apologies for absence were received from the following;
Eamonn Boylan (GMCA), Councillor Bev Craig (Manchester City Council), Dr Sally Johnston
(Trafford CCG), Councillor Sean Fielding (Oldham Council), Councillor John Merry (Salford
City Council), Sarah Rowbotham (Rochdale Council), Jon Rouse (GMHSCP), Dr Jeff Schryer
(Bury CCG), Councillor Rishi Shori (Bury Council) and Councillor Andrea Simpson (Bury
Council).
HSCJCB 13/19

CHAIRS ANNOUNCEMENTS AND URGENT BUSINESS

Members were advised that following the recent local elections, Councillor Linda Thomas
has stepped down from her role as Co-Chair of the Joint Commissioning Board. On behalf of
the Board, Dr Tom Tasker thanked Councillor Thomas for her contribution and leadership in
establishing the JCB.
It was reported that a nomination had been received for Councillor Brenda Warrington,
Tameside Council to be elected to the role of Co-Chair. Members were invited to support
the nomination, which will be formally ratified at next month’s JCB Annual General Meeting
confirming membership and receiving the reviewed Terms of Reference.
Councillor Susan Baines, Bolton Council and Councillor Jane Slater, Trafford Council were
welcomed as new members of the Board.
It was announced that Rob Bellingham has been appointed to the role of Managing Director
of the GM Joint Commissioning Team. On behalf of the JCB, the Chair congratulated Rob on
his appointment and offered support in this important new role.
HSCJCB 14/19

DECLARATIONS OF INTEREST

Liz Treacy, GMCA Solicitor and Monitoring Officer declared a personal interest in agenda
item 5 – Homeless Healthcare ‘A Bed Every Night’ as a Trustee of the GM Mayor’s charity.

2
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RESOLVED
That the personal interest of Liz Treacy, GMCA Solicitor and Monitoring Officer in agenda
item 5 – Homeless Healthcare ‘A Bed Every Night’ as a Trustee of the GM Mayor’s charity be
noted.
HSCJCB 15/19

MINUTES OF THE JCB MEETING ON 19 MARCH 2019

The minutes of the meeting held on 19 March 2019 were submitted for consideration.
Further clarification was provided by Rob Bellingham under minute HSCJCB 08/19 –
Improving Specialist Care Programme: Neuro-Rehabilitation Services Update. It was advised
that all business undertaken by the JCB is categorised as Level A or Level B business in
accordance with paragraph ten of the JCB Terms of Reference. It was reported that the
paper published on 14 March 2019 and considered at the meeting of the JCB on 19 March
was incorrectly categorised as relating to “Level A” business. The item should have been
categorised as relating to “Level B” business as set out in section ten of the JCB Terms of
Reference.
RESOLVED
1. That the JCB be advised and note that the Improving Specialist Care Programme:
Neuro-Rehabilitation Services Update published on 14 March 2019 and presented to
the JCB on 19 March was incorrectly categorised as relating to “Level A” business.
2. That the JCB be advised and note that the Improving Specialist Care Programme:
Neuro-Rehabilitation Services Update published on 14 March 2019 and presented to
the JCB on 19 March item should have been categorised as relating to “Level B”
business as set out in section ten of the JCB Terms of Reference.
3. That the minutes of the meeting of the GM Joint Commissioning Board held on 19
March 2019 be approved as a correct record.
HSCJCB 16/19

HOMELESS HEALTHCARE AND ‘A BED EVERY NIGHT’

Dr Ruth Bromley, Clinical Chair, Manchester Health and Care Commissioning introduced a
report that which had been prepared at the request of the GM JCB at their meeting on 19
March 2019. The report set out a proposal in support of short term financial investment into
rough sleeper provision, ‘A Bed Every Night’ (ABEN) and an aspiration for longer term
commitment to better support the health needs of people experiencing homelessness.
Members were provided with an overview of the co-productive design to continue the
commissioning of sustainable health and care services for people experiencing
homelessness and the next phase of ‘A Bed Every Night’ programme. In doing she thanked
Helen Simpson, Strategic Relationship Manager (Housing), GM Health and Social Care
Partnership and colleagues in the GMCA for providing a reflective approach on the
aspirations of proposals.

3
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Some of the experiences of people subjected to homelessness were provided to the Board.
Members were advised that although homeless people may not access and engage with
services in a similar way to others, they do care about their health. It was however
recognised that there are barriers which can result in the system not always delivering in the
right way at the right time. It was proposed that by making system changes to address the
barriers for the population experiencing homelessness there were further opportunities to
deliver for other vulnerable isolated groups in communities.
The cost benefit analysis of the programme was highlighted and it was recognised that in
the short term additional investment may be required to reduce the overall long term cost
of homelessness. An example of the partnership co-produced hub and spoke model adopted
by Manchester was outlined to the Board. It was further advised that there are good
examples of health care provision for the homeless population across GM. It was
acknowledged that the appreciation of homelessness should be widened to include families
and through prevention pre-empt the issues that result in vulnerable people becoming
homeless including domestic abuse.
Dr Cath Briggs, Clinical Chair, Stockport CCG, resonated thanks to GMCA for the collective
work developing the programme. She provided examples of some of the frustrations
experienced as a GP in providing access to healthcare for the homeless. Good examples of
collaboration across a pathway which includes health, housing and social care were
emphasised. The opportunities for a pathway to collaborate differently to prevent
homelessness were identified.
Martyn Pritchard, Accountable Officer, Trafford CCG asked the Board to consider an
investment into ABEN Phase 2 for a 12 month period from 1 July 2019 to 30 June 2020 and
advised that £1m from CCG Strategic Levy has been considered and approved by GM CCG
Chief Finance Officers. He confirmed to members that the allocation will be tied to an
assurance process. The report detailed revisions to the current provision that would bring
together a more formalised model that better met the needs of those who accessed it. The
purpose of the second 12 month phase would be to support this iterative improvement
process, amass understanding of current practice and use this to develop a longer term
plan.
Steve Dixon, Chair of GM Chief Finance Officers confirmed that the sum requested was
available from the CCG Strategic Levy and a balance of £1.5m remained which will continue
to be monitored on a monthly basis. The long term funding position for the programme was
questioned. It was advised that at this stage, JCB are requested to provide non recurrent
funding whilst the model is being developed. It was proposed that the long term financial
planning request of the JCB to consider and approve recurrent funding will be when there is
further assurance that the model is the correct one. Furthermore, the significant charitable
investment into the programme was not known at this stage.
Dr Wirin Bhatiani, Clinical Chair, Bolton CCG welcomed and supported the proposal and
highlighted the initiatives across localities to prevent and support people who have become
homeless. He recognised that the evidence of supporting the health and wellbeing of people
experiencing homelessness is both clear and compelling. It was proposed that the
4
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programme should be a key part of the commissioning strategy in order to address the
health inequalities in localities and across GM. He offered support for the long term plan to
focus on prevention and early help rather than just providing crisis intervention. The
initiative was recognised as a catalyst to develop GM standards to address the variation.
Anthony Hassall, Accountable Officer, Salford CCG thanked report presenters for the
examples which brought the paper to existence. He requested that a further update be
provided to the JCB in six months’ time to assist with forward planning.
Ian Williamson, Accountable Officer, Manchester Health and Care Commissioning
recognised the significance of joint working for the delivery of improvements between the
JCB, GMCA and other partners. It was acknowledged that in order to support the long term
discussions with regards to services and funding, quarterly updates to the Commissioning
Leadership Group will assist in supporting progress. Escalation to the JCB should be
considered if there are any obstacles and it proves necessary.
On behalf of the Chief Officer, GM Health and Social Care Partnership (GMHSCP), Sarah
Price, Executive Lead, Population Health and Commissioning explained that alongside the
request to locality commissioners, GMHSCP have proposed that an investment of £0.5m of
Transformation funding to support the extension ABEN through Q1 2019/20 to allow time
for this approach to be developed with JCB colleagues. This will be followed by an additional
investment of £0.5m on agreement of the revised model to support delivery over the 12
month period, 1st July 2019 to 30th June 2020. The proposal will be presented to GM Health
and Care Partnership Executive Board on 21 June for endorsement.
In offering support for the proposal, Steve Rumbelow, Accountable Officer, Rochdale CCG
requested that the JCB recognise the financial pressure of funding in the context of
competing priorities. The long term cost of not providing the funding for the programme
was described as more costly by Councillor Keith Cunliffe, Portfolio Holder for Adult Social
Care, Wigan Council.
On behalf of Oldham locality, Deputy Leader Oldham Council Abdul Jabbar offered support
for the proposal and suggested that the six monthly update includes alternative
considerations for delivery.
The GM Mayor, Andy Burnham was invited by the Chair to provide comment on the
proposal. He recognised and thanked the individuals responsible who have worked on the
proposition and echoed that the proposal was the start of a journey. He highlighted that
ABEN is devolution in action as partners embrace and move towards a population health
system. He confirmed that Greater Manchester Police and the Ministry of Justice would
provide contribution to the scheme alongside the charitable contribution and that from the
JCB and GMHSCP. The Mayor explained that homelessness is broader than a health issue
and highlighted the importance of housing first as a basis for better health and education
and support for the vulnerable. He thanked the Board and colleagues in the GMHSCP for the
quality of support and input into ‘A Bed Every Night’ programme.
RESOLVED
5
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1. That the investment proposition for funding of £1m, from CCG Strategic Levy to
support the implementation of Phase 2 ABEN and the associated model of care be
approved.
2. That the continuation of support and leadership to longer term work on homeless
healthcare be agreed.
3. That the following officers Dr Cath Briggs, Clinical Chair, Stockport CCG, Dr Ruth
Bromley, Clinical Chair, Manchester Health and Care Commissioning and Martyn
Pritchard, Accountable Officer, Trafford CCG be nominated and approved for
membership on the GM Homelessness Programme Board.
4. That the Commissioning Leadership Group receive quarterly updates on the progress
of the proposal.
5. That the GM Joint Commissioning Board receive a further update in six months on
the progress of the proposal.
HSCJCB 17/19

IMPROVING SPECIALIST CARE: NEURO-REHABILITATION FULL
BUSINESS CASE

Steve Dixon, Chief Finance Officer and Deputy Chief Accountable Officer, Salford Clinical
Commissioning Group/Commissioning Lead for Neuro-Rehabilitation, introduced a report
and clarified that it was categorised as relating to ‘Level B’ business as set out in the JCB
terms of reference, section 10. Rob Bellingham, Managing Director, GM Joint
Commissioning Team provided clarity with regard to Level A and B business as set out in
section 10 of the current JCB terms of reference.
The report presented the full business case for the acute neuro-rehabilitation services in
Greater Manchester. The report also provided additional assurance that JCB requested on
four main areas:





Equality impact assessments.
Travel impact assessment.
Community neuro-rehabilitation services in each locality.
Financial analysis.

The Board was invited to consider the content of the full business case, as well as
considering the additional assurance provided on the four specific points set out above.
In doing so, the Board was asked to note that legal advice had been taken on the process
undertaken to date and that advice had confirmed that the process followed had been
thorough. It was noted that no material risks had been identified from the process to date
or in the recommendations.
It was reported that acute neuro rehabilitation beds will remain at the existing four sites in
GM. However, some site configuration will change as additional investment is provided for
additional staffing and funding in the NHS in order to be less reliant on out of area
independent sector care. It was advised that all ten localities are committed to implement
the community pathway. However some risks to implementing the community standards
6
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have been raised by some localities, in particular the potential lack of available workforce
and anticipated timescales to recruit. This will be monitored throughout the
implementation phase.
The estimated total spend for commissioners for the current acute inpatient neuro
rehabilitation pathway in Greater Manchester is £25m and the new model is expected to
cost around £24.1m. The total cash releasing financial saving is around £1.1m, being around
£0.9m on inpatient spend and a further £0.2m reduction in outpatients. In relation to
capital costs, it was acknowledged that there is no capital available at national or GM level.
It was advised that in relation to the Salford Royal site, Salford CCG and Salford Royal have
agreed to find a local solution to accommodate additional specialist patients. The lack of
capital investment available was highlighted as a potential consideration for future
Improved Specialist Care Programme models of care.
It was reported that the business case has been presented at a number of meetings across
Greater Manchester. A summary of the discussions and amendments made to the business
case as a result of this engagement process were included at Appendix 1 of the report.
Members’ attention was drawn to the fact that some elements of the proposal set out in
the full business case related to elements of the specialised commissioning portfolio,
(described as ‘tier one’ services), which had been delegated by the Board of NHS England to
the Chief Officer of the GM Health and Social Care Partnership. Therefore, the proposal
required the support of both the JCB and the Chief Officer of the Health and Care Social
Partnership. The Chief Officer had been furnished with the same information for
consideration as the JCB and on his behalf and with delegated authority, Sarah Price,
Executive Lead Population Health and Commissioning confirmed the Chief Officer’s support
for the recommendation.
On behalf of Tameside and Glossop, Accountable Officer Steven Pleasant offered support
for the business case and requested that the comments of those engaged in the process, for
example Directors of Finance and Commissioning are provided to the JCB members for
consideration for the future models of care business cases. With regard to the community
offer and standards going forward he recognised the importance of all ten localities
collectively supporting each other to deliver the standards rather than part of a NHS
assurance process.
Anthony Hassall thanked Steve Dixon and other colleagues involved in the complex piece of
work to develop the business case and highlighted the reliance on the development of the
community pathway. He endorsed the proposal and highlighted that this was the test bed
for other possibly more contentious decisions of the Improving Specialist Care Programme.
Dr Ruth Bromley acknowledged the specialist role of individuals delivering health and care
for neuro-rehabilitation patients and highlighted the finite workforce issue that may have an
impact on all localities particularly in the community. Further ambitions to adopt
sophisticated quality impact assessments which includes financial hardship for marginalised
populations was considered to be both positive and proactive.
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Dr John Patterson, Clinical Chair, Oldham CCG reiterated the issues with regards to the
workforce issues and requested that Directors of Commissioning support a process of coordination of the workforce across the localities.
As the models of care have critical co-dependencies, for transparency, members requested
further detail with regards to the cost for the future models of care for the Improving
Specialist Care Programme. It was acknowledged that the report does not refer to the
significant additional investment in community services across the ten localities in GM
which is in the region of £4-5m.
In summary and on behalf of the JCB, the Chair thanked Steve Dixon for the report and the
assurance provided in respect of the key issues initially raised at the JCB meeting in March.
The challenge around the community aspect of the proposal was acknowledged and it was
suggested that the Commissioning Leadership Group provide further consideration to
support localities in delivering this aspect. The investment of funding into the NHS in GM
rather than into the independent sector outside of GM was regarded as a positive move for
GM as a whole and patients and families.
RESOLVED
1. That the contents of the report, in particular the additional assurance that JCB
requested in relation to equality impact assessments, travel impact assessment,
community neuro-rehabilitation services and the financial impact be noted.
2. That the full business case for acute neuro-rehabilitation services, specifically
approving the elements relating to CCG commissioned services and expenditure be
approved.
HSCJCB 18/19

IMPROVING SPECIALIST CARE (ISC) PROGAMME UPDATE

Anthony Hassall, Accountable Officer, Salford CCG/Commissioning Lead and Dr Christina
Walters, Programme Director, Improving Specialist Care Programme, GM Health and Social
Care Partnership introduced a report that firstly summarised the outcome on JCB options
appraisal sessions for GM Models of Care held on 21 May 2019 and secondly, outlined the
further work initiated in advance of the JCB meeting in July 2019, namely the production of
supplementary information on breast service site options. Members were advised that the
ISC Board’s recommendation is that the JCB begin to phase the programme and prioritise
specific models of care and their service options.
Tim Barton, Senior Manager, Intervention and Support, NHS England – North provided the
JCB with a presentation which outlined the what, why and how of the service change
process overseen by NHSE/I. It recognised that the objectives of service change should be to
achieve a fundamental improvement in the quality and sustainability of services in a way
which gains the support of patients, staff and the public.
It was noted that the assurance process aims to help organisations progress complex
programmes of service change and mitigate risk of successful challenge through the
application of a best practice approach.
8
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It was reported that NHSE expects all service change proposals to satisfy the government’s
four tests for service change plus NHSE’s test for proposed be closures. The extent of the
assurance required will be proportionate and should not place additional burden on
programmes.
The tests for service change, the extent of the assurance, the process, financial robustness
and the support available was outlined to the JCB.
Geoff Little, Accountable Officer, Bury CCG asked if the process outlined was mandatory and
clarification on how it fits with the GM devolution accountability agreement. It was outlined
that as part of the services changes at GM level there is the requirement that changes at
locality level fit with wider changes for example with community services.
It was clarified that NHS England’s view is that the service change process is commissioner
led and aligned with commissioning intentions. Commissioners are expected to go through
the assurance process prior to consultation to ensure system support. It was advised that
the fit with devolution has been discussed with the GMHSCP and it has been agreed that
NHSE/I will continue to apply the same process and work with GM. With regards to
community services it was acknowledged that any service changes are underpinned by the
correct infrastructure in primary and community services. It was clarified that the roadmap
within the presentation incorporates all stages of the work and there are no extra phases.
Clarity with regards to the authority of service change decision making was discussed and it
was confirmed that the arrangements for the oversight of major service changes have
iterated over recent years. It was considered that ultimately, CCG’s in GM would be
responsible for making decisions although there maybe an element of delegated decision
making when specialised commissioning is part of the process as in the case of neurrehabilitation services. It was confirmed that the methodologies of the NHSE/I process are
there to provide further reassurance and minimise the risk of any legal challenge.
On behalf of Manchester Health and Care Commissioning, Ian Williamson thanked Anthony
Hassall for the update provided and the opportunity to discuss further at locality level. He
provided members with an overview of the Healthier Together process and acknowledged
that the application of the NHSE/I assurance process was in part responsible for the positive
outcome of the judicial review with regard to Healthier Together.
Noreen Dowd, Interim Accountable Officer, Stockport CCG and Su Long, Accountable
Officer, Bolton CCG reminded members of the JCB the reasons for undertaking the
programme and the recent decisions in Stockport and Bolton with regards to breast services
that have had to be taken in an unplanned way in order to keep services safe and
sustainable.
Tim Dalton, Clinical Chair, Wigan CCG agreed that pace and prioritisation was required but
highlighted the importance of the fact that where consultation is required that
consideration is given to the language used in the communication and engagement to avoid
appearing as a decision has already been reached. The interdependencies of the pathways
9
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was highlighted as an important consideration for all models of care to ensure there are
resilient health and care systems to avoid destabilisation.
RESOLVED
1. That the report and the requirements it set out be noted.
2. That ongoing support for this work to proceed be confirmed.
HSCJCB 19/19

GREATER MANCHESTER CORPORATE SERVICES DELIVERY VEHICLE
UPDATE

Stephen Kennedy, Financial Strategic Lead, GM Health and Social Care Partnership
presented a report that provided the JCB with an update on the purpose and the updated
governance arrangements for the GM Corporate Services Delivery Vehicle (CSDV).
The paper advised that the proposed governance would be different at day 1 (the proposed
soft launch) and April 2020, when formal transfer would take place.
The report also included a description of the proposed relationships between the CSDV, the
customers, investors and the host.
The due diligence required for East Lancs Financial Services (ELFS) had been completed, and
had been reviewed at the ELFS Board, which took place on 31 May 2019.
The paper was being presented through all relevant governance for GMSS, ELFS, and GM
Health and Social Care Partnership:








Theme 4 Executive Board – 30 May 2019.
ELFS Management Board – 31 May 2019.
GM Health and Social Care Partnership SMT – 4 June 2019.
Joint GM CFO and Dof meeting – 11 June 2019.
JCB – 18 June 2019.
PEB – 21 June 2019.
SRFT Board – TBC.

With regards to the hosting process, packs had been sent out to interested parties, with
responses requested by 6 June 2019. A panel meeting was scheduled for 14 June 2019 after
which a decision would be made on the new host.
Members were specifically reminded that the ‘Strategic Proposal for GMSS to transfer into
the new CSDV was discussed by Chief Finance Officers in October 2018, and subsequently
approved at the JCB meeting in October 2018, that GMSS could transfer into the new CSDV.
Until the formal transfer into the new CSDV and a new host was identified, it had been
confirmed that NHS Oldham CCG would continue to host GMSS on behalf of the GM CCGs.
It was confirmed that the target for a reduction in operating costs was 2% from year three
which equates to £1.5m. Members requested further clarification with regards to how
assurance and risk was being managed. It was confirmed that a detailed transition action
10
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plan has been developed and the performance and accountability of GMSS is managed
through Oldham CCG. Furthermore the governance and performance is scrutinised both
through the Corporate Services Board and Theme 4 Executive Board.
RESOLVED
1. That the update following previous JCB approval for GMSS to transfer into the new
CSDV be noted. Further discussions would take place with CFOs regarding widening
investment opportunities.
2. That the ELFS had agreed to be transferred into the new CSDV be noted.
3. That the update regarding the hosting arrangements be noted and the Board
endorsed that NHS Oldham CCG would continue to host GMSS until 1 April 2020.
4. That the proposed governance arrangements from day 1 (the proposed soft launch)
and April 2020, when formal transfer would take place be endorsed.
5. The update with regards to the investment into the CSDV be noted.
HSCJCB 20/19

SUMMARY UPDATE REPORT FROM THE GM JCB EXECUTIVE

An update report from the Joint commissioning Board Executive was introduced by Rob
Bellingham, Managing Director, GM Joint Commissioning Team. He reminded members that
in the months where the full JCB did not meet, a JCB Executive meeting would be held. To
ensure proper connectivity from the Executive to the Board it was proposed that each
meeting of the JCB would receive a summary of the work done via the Executive.
RESOLVED
1. That the JCB note the report and confirm the actions and agreements made at the
JCB Executive.
2. That the Board agree that further updates from the JCB Executive will continue to be
provided going forward.
HSCJCB 21/19

DIRECTORS OF COMMISSIONING MONTHLY HIGHLIGHT REPORT

Margaret O’Dwyer, Director of Commissioning and Business Delivery and Chair of GM
Directors of Commissioning (DOC’s) introduced the highlight report that provided a
quarterly update on business discussed and agreed at the Greater Manchester Directors of
Commissioning meetings that took place between March 2019 and April 2019.
The report referenced decisions taken following receipt of recommendations from the two
Groups which report to it: Effective Use of Resources Policy and the Clinical Standards
Board (Greater Manchester Medicines Management Group).
The Board were informed that Directors of Commissioning have maintained oversight of
local developments in respect of community neuro-rehabilitation services which will
complement the changes in the hyper acute centre and at the intermediate units.
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With regard to the work undertaken on the Commissioning Review – 100 day plan and
recommendation 9, the future arrangements for the Directors of Commissioning, it had
been agreed that a small working group would review functions. Both groups will also form
part of a Task and Finish group to decide what services should be commissioned at a GM
level in response to recommendation 6. Members were advised that the Task and Finish
Groups are now established and the proposals will be reported in next month’s highlight
report.
Members considered the critical role of the Directors of Commissioning Group and that the
work undertaken is aligned and supportive of the work of JCB. A forward plan of the priority
work of DOCs was suggested. The opportunity for the CLG to align to the work of DOCs and
report to the JCB was recommended.
Members reflected on the Urgent and Emergency Care performance standard
acknowledged the significant pressures on the system and the potential role and oversight
of the JCB in this regard along with cancer and mental health.
RESOLVED
That the content of the highlight report be noted.
HSCJCB 22/19

DATES OF FUTURE MEETINGS

Tuesday 16 July 2019
Tuesday 17 September 2019
Tuesday 19 November 2019
Tuesday 21 January 2020
Tuesday 17 March 2020
All meetings would take place in the Boardroom at GMCA Offices, 1st Floor, Churchgate
House at 2.00 – 4.00pm.
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THIS IS AN OPEN REPORT

Report to:

Wigan Health and Well Being Board

Date of Meeting(s):

7th August 2019

Subject:

Planning for Winter Investments

Report of:

Sarah Carberry

Contact Officer:

Julie Crossley

Summary:
The purpose of this paper is to share the Wigan Urgent Care System priorities for
recommendations for investment from the resilience funding allocation.
Link to Health and Wellbeing Board 1) Delivering the Deal for Health and Wellness
(the Locality Plan)
priorities:
2) Creating a Culture of Health and Wellbeing
3) Creating and Sustaining Resilient
Communities
Life Course Cohort this relates to:
Start Well, Live Well, Age Well
Recommendation(s): The Health and Wellbeing are asked to note the progress which has been
made for Winter 2019/20

Implications:
What are the financial implications?
See 4.1. of the document
What are the staffing implications?
Each scheme may have staffing resources which is the responsibility of the delivering
organisation.
What are the legal implications?
None
What are the property implications in terms of reduction, addition or change to the
council’s asset base or its occupation?
None
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Risks: None identified.

Sign-off:
Date:
Please list any appendices:Appendix number or
letter
Appendix 1

Description
Winter Resilience Bid Template
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Planning for Winter Investments

1.0.

Introduction

1.1.

The purpose of this paper is to share with the Health and Wellbeing Board the
process which has been undertaken together with the recommendations which has
been agreed for investment from the resilience funding allocation. The winter
resilience allocation for 2019/20 is £2, 773, 000.

1.2.

The details of the process undertaken by Wigan Urgent Care System in the
development, prioritisation and allocation of investment are included in this
document.

1.3.

Investment committed to date against £1,895,033.

1.4.

The investment has been completed in two phases, phase 1 priorities which had to
be agreed ahead of the normal prioritisation and the second phase is to use full
criteria to assess all bids submitted by all partner organisations.
Phase 1 - In previous year, the system has used winter allocation to fund
Community Beds. This provides additional bed capacity in both a step –up and stepdown facility. Therefore it was agreed to continue with the existing community Beds
capacity beyond March 31st until Q1. Following discussions between the CCG, WWL
and The Council, these beds have been further commissioned for the full year from
June – March 2020 from separate funding agreed by all parties. Therefore for the
winter allocation has provide the funding for the staffing to the in reach service for
these beds.
This model managed by WWL (community Division) was agreed as a priority. This is
for the staffing to support these beds, for period 1st June-2019- March 2020. These
beds are at Bedford and are supported by the community clinical model. It is
recognised that one of Heathier Wigan Partnerships priorities is to consider the full
bed capacity and utilisation, these additional community beds have been
commissioned, whilst the wider bed modelling is completed to support patient flow.
The cost of this in reach service is £148,838.
It was also agreed by the Urgent Care Board and Heathier Wigan Partnership Board
to continue to support the funding for the Brick, hospital to Home service. This
scheme has been part of the winter plan in the last two previous years. By making
this decision this has facilitated continuous of the scheme and the staff engaged with
this scheme.
The summary of phase 1 commitment is:-
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Note, the funding for the community beds for the period of June- march 2020 is
funded from separate funding.
2.0.

Development of Resilience Schemes
Suggested themes for development were chosen by stakeholders in from the Winter
Reflection Event in February 2019. The winter event provided an opportunity to bring
all leads responsible for delivering the schemes for 2019/20 with a system review to
consider the impact and learning from 2018/19 as to what worked well and identify
the gaps for consideration. As set out in the Wigan Locality Plan, admission
avoidance with the further development of community services is the main driver for
delivering transformation across the borough linked to the Primary Care
Commissioning Intentions.
Providers from the Wigan Health Economy were asked to design resilience schemes
with consideration for the impact on the four key themes from the Greater
Manchester Urgent Emergency Care Improvement Strategy; Stay Well, Home First,
Discharge & Recovery and Patient Flow and also considering the suggestions
from the Winter Reflection event. A specific criteria was agreed and used to prioritise
the winter schemes to:• Supports 4Hr performance,
• Demonstrates safe & effective Care,
• Impacts on positive patient experience
• Demonstrate system resilience.
The scoring was set as scores 1-4 for each scheme, with 4 being the highest score
and 1 being the lowest. System Resilience Operational Group (SROG) members
agreed criteria and prioritized schemes on the following dates 20th June, 24th June
and 3rd July 2019.
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3.0.

Process

3.1.
Wigan Borough CCG made requests to Wigan Health Economy colleagues
for Winter Resilience bids by Friday 7th June 2019. This facilitated the prioritisation
process to be completed.
3.2.
Winter Resilience bids were submitted to System Resilience Operation Group
(SROG) by completion of the brief template shown at Appendix 1. SROG members
then prioritised the schemes according to a defined set of criteria set out above. This
prioritised list was presented to July’s Wigan UEC Improvement and Transformation
(UECIT) Board for decision. This was further presented to HWP Board in July.
4.0.

Winter Resilience Schemes

A total number of 31 resilience bids were received, equating to a total value
£4.107,000, 18 bids Wrightington, Wigan and Leigh NHS Foundation Trust, 2 from
the Community Services (Division), 2 from North West Boroughs Healthcare NHS
Foundation Trust , 6 from Wigan Local Authority and 3 from Primary Care .
4.1.
Listed in the Table 1 below are the Winter Resilience Schemes and the
allocation of investment agreed by the UEC Board on the 4th July 2019. These are
listed in order of priority as discussed and agreed by SROG.
Table 1

This leaves a contingency fund of £268,575 for further consideration to support both
local and any GM schemes which are prioritised by the UEC Board. The UEC Boards
have
further tasked the SROG to further review together with GM schemes
5
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including any recommendations/gaps identified by the recent Capacity and Review
exercise which has been commissioned for GM. Each locality has had a review
undertaken by North East CSU and currently Wigan is awaiting the report which is
expected week commencing 29th July. The report together with the data balance will
be shared initially with UEC Board in August.
5.0.

Reporting & Performance Management

5.1.

As part of the bidding process, providers were asked to list measurable outcomes
that would be achieved as a result of implementation of their scheme. Providers have
been advised that all funded schemes will be monitored monthly at SROG against
the KPIs and measurable outcomes associated with the scheme which each
organisation is expected to deliver. This expectation has been shared with all
providers.

5.2.

Performance management of the schemes will be the responsibility of SROG to
monitor the schemes through the KPI's agreed for each scheme. These will be
presented to the Wigan UECIT Board on a monthly basis and shared with the
Healthier Wigan Partnership (HWP) Board following 3 months post implementation.

6.0

Next Steps

6.1

SROG will give further consideration to the schemes and outcome from the capacity
Review and present their recommendations to UEC Board in September.

7.0 Recommendations:
The Health and Wellbeing Board are asked to:
Note the progress and decision made for winter 2019/20.
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Appendix 1
Winter Resilience Bid Template

Winter Resilience 2019/20
Name of Scheme
Organisation
Costs (please include a full breakdown)
Duration (please include start and end date)
Scheme Description
The Wigan Urgent Care system wants to ensure that all schemes have a focus on the four
key themes from the Greater Manchester Urgent Emergency Care Board, these being; Stay
Well, Home First, Discharge & Recovery and Patient Flow. All schemes should be
developed with the aim of supporting the achievement of the 4hr A&E performance.

Key Performance Indicators (please provide measurable outcomes)
All funded schemes will be monitored monthly at SROG against the KPIs associated with the
scheme which your organisation is expected to deliver.

Contacts
Please give the contact details of two people from your organisation that will be notified of
the outcome of bids and will provide monthly reporting on KPIs.

7
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EXECUTIVE SUMMARY
Healthier Wigan Partnership Priorities 2019 and beyond
Building on the successful work in 2018, which can be seen in the Healthier Wigan
Annual Report, the partnership is now the key focal point for cross system
transformation.
It has introduced the Healthier Wigan Leadership team which has been endorsed by
the Integrated Commissioning Committee as the place to incubate innovation, drive
collaboration and transformation for out of hospital care across the system.
Importantly, the partnership, involving both providers and commissioners has the
opportunity to influence and reshape how services are provided across Wigan,
despite providers holding individual contracts, in a joined up and more coherent way.
By working in this way there will be a number of positive impacts, such as;






Improved access to services for residents closes to where they live,
Reduced demand on specialist services,
Increased efficiency and more cost- effective service provision through
integrated models
Better health outcomes with increased focus on prevention and early
intervention,
A holistic, asset-based approach responding to both medical and social
needs

In line with this approach the Healthier Wigan Partnership SLT has developed a set
of transformation priorities to work on in the next year and beyond, to accelerate the
impact and reach of the work of the partnership.
These transformation priorities will drive the collective work of the partnership, with
lead officers, from different partner organisations, developing business cases and
proposals to support whole system transformation in support of affordable services
and the optimum investment of the Wigan pound, within the ambitions set of in ‘The
Deal 2030’ and will be a core part of the refreshed Locality Plan for the borough.
Follow the link to the HWP Annual Report : http://bit.ly/2GfMggN and access our HWP short video
‘We are all Healthier Wigan’ which details how we are working on the ground with residents of the
borough to improve health and wellbeing.
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Our Transformation Priorities
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Foreword
Welcome to our first
Annual Transformation
Plan for the Healthier
Wigan
Partnership
(HWP).

therapists, to provide support to residents with long
term medical conditions and reduce admissions to
hospital. We now have an established Community
Response Team, working together with North West
Ambulance Service to provide an Integrated Urgent
Response for those most in need and will continue to
expand and develop this crucial service.

We are a partnership
of health and social
care providers in the
borough
with
an
ambition join up the way we deliver services. We
want to improve services for local people, support
people to be independent, to be in control of their
own lives, and ensure we have an health and care
system that is affordable for the future.

We have introduced GP clusters, with GP practices
working together, in local areas for populations of 3050,000 patients, which we refer to as Service Delivery
Footprints (SDF’s). They are supporting each other to
meet local demands, and testing out new ways of
working with a wider set of partners to address the
causes of poor health, for example; housing and
debt.

Our focus is primarily out of hospital care, and we
want to ensure that high quality, flexible services are
delivered close to where people can most easily use
them. We are bringing staff from across our
organisations to work together around the needs of
local people.

Our Partnership is now maturing and we have set out
what we intend to work on together in the next year.
This Transformation Plan is an ambitious and
complex programme of work that will accelerate our
progress in delivering the highest quality services for
our local communities

We have made significant progress in the past year,
working together to develop our Integrated
Community Services; Community Nurses working
alongside Social Care Workers, reablement staff and

David Fillingham, Independent Chair,
Healthier Wigan Partnership
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Introduction
Healthier Wigan Partnership is an Alliance of Wigan’s
health and care Commissioners and Providers, who
have made a commitment to integrate local services,
improve out of hospital care and work in a radically
different way to improve outcomes for our local
population, whilst at the same time ensuring we can
afford to continue to deliver the highest quality care.
Our Alliance was formally created in April 2018

We include the local Acute Hospital (Wrightington
Wigan & Leigh NHS Foundation Trust—WWL), Wigan
Council, Wigan Borough Clinical Commissioning Group,
our Mental Health provider (North West Boroughs
NHS Foundation Trust—NWB) and our 60 GP Practices.
Our work is supported by the Voluntary, Community
and Social Enterprise Sector, North West Ambulance
Service and wider public sector services, who are
helping to reduce the determinants of poor physical &
mental health.
By coming together for a Healthier Wigan, we believe we can achieve our ambitions and transform the health and
care of our borough.

Our vision is to ‘help people live, happy, healthy and fulfilled lives’ by
improving and integrating our direct health and care services and tackling the
determinants of poor health in a holistic and joined up way.
Our ambitions stretch further than traditional health related services, we want
to give our children and young people a better start in life, help people live
longer and healthier, use the strengths and assets of our local people and
communities to build resilient local communities, where people can flourish
and enjoy their lives
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Why Do We Need To Change?
Our work has been developed in the context of Greater Manchester (GM)
Devolution where the ten localities from Greater Manchester are able to take
charge of health and social care spending and decisions for the city region.
Devolution of powers (such as decisions on how we spend our money) from
central to local Government is both a huge opportunity and challenge.

Despite Greater Manchester (GM) being one of the fastest growing
economies in the UK, we have some of the worst health outcomes across
the UK population. Collectively the 10 localities across GM spends £6 billion
on health and social care yet despite this, demand for public services is
rising to unprecedented levels. In Wigan, our resources are already
stretched too thinly to cope with increasing rises in demand.

Over the next 20 years, the number of over 85’s in the country will more
than double and over 65s forecast to increase 79% by 2039. Living longer is a
good thing, but this will put extra pressure on all of our services. We also
have a growing number of people with complex needs who may be
vulnerable within our community and who we need to support earlier and in
a different way so we can prevent them needing acute care or crisis care.

The health of people in Wigan is varied compared with the England average.
About 20% (11,600) of children live in low income families and Life
expectancy for both men and women is lower than the England average. We
have many challenges to address to ensure our residents can be as healthy
as they can be, and in ensuring that they get the services they need.

It is this end that Wigan has invested in a pioneering approach to share responsibility for
making our Borough a great place to be. At its heart the Deal is about empowering
communities and enabling them to do what they do best. It has meant finding out what is
important to our citizens, what truly makes them happy, and focusing on their strengths
and talents. We have a shared set of priorities for the Borough where the Council, NHS,
wider partners and local people have a shared responsibility in achieving our success
Our workforce has traditionally spanned different organisations with roles
aligned to specific professions and functions that are increasingly out of
kilter with the needs of our local people. Changes to skills and professional
roles, for example Pharmacists reviewing and prescribing medication in
Primary Care, need to be harnessed in our service transformation to provide
our residents with the best quality and experience of health & care
Page 128
4

Building on Strong Foundations
Residents have told us that want their care closer to home, better co-ordinated individualised care, have direct
and fast access to care and for health and care services to talk to each other so that you only have to tell your
story once. In fact, the Healthier Wigan Partnership wants to go much further than that. We want to use our
Health & Care expertise to help avoid illness, prevent conditions and illnesses getting worse and to help people
Start Well, Live Well and Age Well. (WBCCG Residents survey 2014)
As we enter our second year as an Alliance, we are keen to consolidate the successes we have already achieved
and to work together using our pooled resources (the Wigan Pound) in the best possible way, ensuring
sustainable services and better outcomes for residents.
We have set down strong foundations so far to carry our work forward:
we have defined our Borough
developed into 7 Service Delivery
Footprints (SDFs), neighbourhoods of
30-50,000 registered populations,
where we are wrapping services
around Primary Care

the continuation of our successful Community
Link Worker Scheme and introduction of
Mental Health Link Workers, to help people
with social needs, such as poor housing,
loneliness and isolation and much more

the alignment of our community mental health
services to SDFs,

we have agreed a set of behaviours for
the whole system to enable our move
towards an integrated system working
towards shared outcomes with the
integration of our community nursing
services, adult Social care and
reablement teams

embedding multi agency working and huddles
to bring together a wide range of professionals
to offer solutions and support to help build the
resilience of our most vulnerable residents and
families.

a successful Start Well Programme,
working with school nurses, teachers
and early years settings to give our
children the best start in life

alignment of our public health services to SDFs
to help target take up and support

strong leadership from our GP Leaders
and Clusters, who are delivering local
collaboration and innovating services
on the ground

closer working with WWL & NWB to ensure
that we understand the drivers of demand at
physical & mental health hospitals and can
tackle them as a whole system

Asset Based Approach
Wigan Council has been pioneering an Asset Based Approach to service delivery for over 5 years and the Healthier
Wigan Partnership is embedding this into our core approach. It is simple but very profound - we want to make
sure we understand people as individuals so that we can build on their strengths and interests to make a more
meaningful contribution to their health, care and wider needs. The five key elements of this approach are:
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Our Approach to Service Re-Design
Through our Whole System Flow Programme we have learned how to gain a much more detailed understanding
of what is happening within our services, the pressures that exist, their drivers and the extent of failure demand
across a wider view of services than just health. As we bring our public sector services together we are able to
start to influence root causes of demand and identify new solutions that we can implement together.
We will approach our service redesign flexibly depending on the nature of the work however we will seek to
apply the following phases to ensure we learn from our past experience of whole system flow:
Plan & Communicate the Redesign - Whilst there may be a temptation to fix problems at
pace by jumping into solutions thinking, we will take time to plan and prepare the redesign
process, enhancing the likelihood of success and accelerating timescale for delivery.
Understand the System & Diagnose the Problems - We will recognise the importance of
fully understanding the problems that need addressing so that we can ensure we are fixing
the right problems with the right solutions.
Fully Engage & Design Solutions Together - We will engage the leadership teams
throughout individual partner organisations to support empowered frontline staff to
innovate and take ownership of the transformation process and the solutions we find.

Agree & Test Ideas - We will empower staff to test ideas and innovation at small scale to
provide an evidence base to implement what is proven to work and allow a measured
incremental roll out.
Measure & Report Impacts - Throughout the redesign process we will ensure that the
impact of services and their transformation will be measured and reported against our
Whole System Outcomes
In order to deliver services in line with our aims, we have agreed the following design principles that we will apply
to all services as we redesign them. These represent the building blocks of our Partnership:
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How Will We Measure Success?
Our Partnership’s Business Intelligence has worked hard with our Health & Wellbeing Board and our Integrated
Commissioning Committee to agree to a set of Whole System Outcomes that we will all strive to achieve. Our
focus will no longer be on counting a raft of measures such as activity and referral rates but on how our services
are improving the health outcomes of our population.

Outcome 1
All children and young people will be treated equally, feel safe and
care about their education, health and future employment
Outcome 2
Enable physical and emotional wellbeing, increase independence
and reduce reliance on health & social care services
Outcome 3
Orient services towards early intervention, with access to timely
and responsive services
Outcome 4
Deliver more co-ordinated care, integrated and informed
personalised care in the most appropriate community setting
Outcome 5
Increase the number of years that people are healthy and reduce
the difference in life expectancy between communities
Outcome 6
A good experience of care and enhanced quality of life
Outcome 7
To reduce the need for institutionalised care and avoiding readmittance
Outcome 8
To provide financially sustainable services
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Our Transformation Plan
We are proud of what we have achieved so far, however there is much more we need to do address the
significant challenges faced by our system. The financial pressures faced by public sector services in Wigan
are unprecedented and if we do nothing, collectively we have a funding gap of approximately £90 million
by the end of 2021.
We have a responsibility to address this problem together, and to
ensure that we can continue to provide high quality services that
will improve the health outcomes of the borough, giving parity of
esteem between physical and mental health.
We are committed to delivering the Wigan Locality Plan, Further
Faster Towards 2020 and have been working together to deliver
key programmes within the plan so far. Our work contributes and
is an enabler to achieving key elements of the Boroughs Locality
Plan and supports the achievement of the wider objectives for
Wigan, set out in The Deal for 2030.
The Wigan Deal for 2030 sets out our commitment to the public to offer a
more joined up and efficient range of public services, rooted in local
neighbourhoods and communities. The Deal asks the public to play their
part too so that together we can create a strong, affordable and resilient
communities within Wigan Borough.
We are now embarking on the development of a new set of proposals,
applying whole system transformation approaches, and scaling up what
works, as we know that no individual organisation on its own can solve
the problems within the system.
Our new plans, for the medium term, will need to have a bigger impact on improving outcomes:

Reducing unnecessary and costly demands in the system
Increase prevention and early intervention
Building independence through an asset-based approach
Reduce the overall cost of health and care
To do this we have set the 6 priority areas below where we will focus our whole system transformation activity.
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Our Priorities
The HWP Alliance is leading efforts to transform our Health & Social Care system on an unprecedented scale
here in Wigan. We have recognised 6 priority areas that are key to ensuring we create resilient and thriving
SDF’s that improve the quality and patient experience of services and help to reduce cost. These are:
1.

Transforming Primary Care

2.

Hospital SDF Interface

3.

Complex Provision of Services

4.

Population Health Outcomes

5.

Integration of Health & Care Services

6.

Enablers of Transformation

Within each of the above areas, we have identified several initiatives that will help deliver the intended
outcomes by: reducing demand, saving money, avoiding hospital admission, improving quality of care or
freeing up time for front line clinical staff.
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Transforming Primary Care
This priority area addresses the challenges we face to bring general practice together in local
neighbourhoods to form the very heart of our local Health & Care System. We have already made
significant progress towards this and are looking forwards to accelerate our progress and build on
our successes
NHS England have recently announced plans to implement Primary Care Networks (PCNs) across
England, very similar to the journey Wigan embarked on 3 years ago as we created our SDF’s. We
are well ahead of the national changes coming into effect but we want to maintain our
momentum and continue to transform our services.
Locally, commissioners of Health & Social Care have set an ambitious challenge to our general
practice members through their annual Commissioning Intentions, however they cannot be
achieved alone. The HWP Alliance takes responsibility for transformation collectively and
therefore Transforming Primary Care is one of our main priorities to address together.
We want to develop a care model that enables individuals to be connected to the right care, in the
right place at the right time. Practices across the borough are already starting to deliver new
models of care that differentiate between chronic and acute or episodic care and utilise a range of
roles within the team to ensure the most appropriate person is involved in delivering care/
treatment.
Wigan Borough has been at the forefront of work to develop new roles in general practice and to
reconfigure teams to make best use of skills, knowledge and resources. Workforce developments
will continue to support the implementation of new care models and will also enable us to
manage current workforce challenges relating to recruitment and retention. The introduction of
Primary Care Networks and the related national specifications will drive some of the workforce
transformation through investment in roles based in general practice such as physios,
paramedics, community link workers & clinical pharmacists. This will prompt a greater focus on
multi-professional learning and development.

General practice is the foundation of our integrated care model as the holder of the registered
list. We currently have 60 practices across the borough that will work within 7 PCNs aligned to
the SDFs. Over the next 12 months there will be a strong focus on collaborative working, both
across and between practices and partner organisations. Developing relationships; implementing
joint approaches and business processes, co-located teams and changes to our culture of
working with be the cornerstone of our integrated care model in SDFs. A collaborative approach
will also promote resilient, sustainable and high-quality general practice.
Integrated place-based leadership will be developed and supported as part of our communitybased model of care. SDFs will become the focus for implementation of service redesign and the
continuous review of progress against agreed outcomes and milestones for transformation.
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Under the Transforming Primary Care priority this year we will:
•

Develop PCNs that support resilient and sustainable general practice and contribute to our integrated

care model in SDFs
•

Support the development of strong and effective leadership in SDFs to drive transformation and
implement the care model

•

Deliver a greater number of Care services in primary care settings, including the scaled delivery of locally
commissioned services; and diagnostics

•

The further development of risk stratification to support proactive care planning and support for high
intensity users of specialist services

•

Implement integrated delivery models for active and complex care across primary and community
services (including mental health and public health services)

•

Continue to invest in social prescribing and asset-based working through Community Link Workers/
Integrated Lifestyle Services and introduce a new role- the Mental Health Link Worker to help
individuals to access appropriate and timely support

•

Develop and implement plans for Active Care at Scale: Delivering integrated health and social care
assessment and care in the person's own home (or in a clinic setting), working within a specific SDF to
provide targeted services closer to home, within GP clusters

If we are successful we will:
•

Create a resilient SDF with strong leadership, responsive to the needs of the local population

•

Reduce demand & pressure on Primary Care through intelligent working & increasing preventative input.

•

Improved Health Outcomes for the population

•

Connect people with their communities and encourage them to take more responsibility for their own
health

Delivery Programmes & Leadership
Primary Care Network
Development

Primary Care Collaboration
& SDF Infrastructure

Active Care

Led By:
Primary Care Network Clinical
Directors & GP Collaborative

Led By:
Dr Gen Wong, Primary Care
Network Clinical Director Leigh
SDF

Led By:

Rebecca Murphy, Director for
HWP
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Sharon Barber, Director for
Community Services, Wigan
Council & WWL

Hospital SDF Interface
This is a crucial priority area in our Transformation Plan as we need to protect our
Physical & Mental Health Hospitals as they face the challenges of increasing demand
from an ageing and increasingly more complex population. HWP has made great strides
towards integrating Community and Hospital services through its integrated discharge
team and other joint areas of working that form part of the Integrated Community
Services. By working together, we have reduced the number of people over 75
presenting to hospital from, in stark contrast to the rising trend across Greater
Manchester and Nationally.

In terms of physical & mental health, Health & Social Care are both intrinsically linked
and until recently have been commissioned and provided separately. The Healthier
Wigan Partnership brings these elements together, so we can better serve our
population. We plan to create a more flexible approach to the delivery of traditional
physical and mental health hospital services such as Out Patient care, access to blood
tests and other diagnostic tests and even where patients can receive high quality
care.
We have already implemented Advice & Guidance which allows GP’s to access
help from a range of Consultant Specialists without the need for a lengthy wait
to see a Hospital doctor face to face. We are also setting out to bring certain
clinical pathways together where similar symptoms to groups of medical
conditions exist. In this way patients will have access to groups of consultants
and a wider range of diagnostic tests delivered in ‘one stop shop’ clinics,
speeding up access to and delivery of care.
Recognising that technology is changing the way we communicate, we have already been
testing the use of Skype and other digital technologies to improve access and effectiveness of health care.
The way we use the limited number of beds in our hospitals must keep up with the changing needs of our patients,
an issue particularly acute within mental health services. We are currently assessing how we use beds across our
whole system to ensure we are using our resources effectively. We are working with all our partners to ensure we
are innovatively providing safe and high-quality care in the right place at the right time.
A core element of our work is to ensure that people can live well at home,
whether that is their own home, a residential home or other location. We
want to ensure that as far as possible, they can be treated in their own
environment. We often get fixated on debating bed numbers available in
different settings, or how many step-up and step-down beds are in the
borough. We want to change the conversation to look holistically,
considering there are 320,000 beds in homes in the borough, which can be
utilised with a wider set of health and care in place. Through bed analysis
we will develop a future set of options to transform our services.
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Under the Hospital SDF Interface priority this year we will:
•

Expand Advice & Guidance to more specialities over the coming year

•

Create innovative partnerships between specialists and GP’s, such as in Dermatology

•

implement a range of different ways to access healthcare – from Skype video calls with doctors through
to accessing your medical records and care online or with App based services

•

expand our provision of step-up and step-down beds

•

improve the use of wider bed capacity such as Hospice Care, Homecare & Care Homes Redesign our
Outpatient Pathways

•

Identify key diagnostic tests that can be moved into community settings to provide better access and
reduce the need to travel to hospital

•

Introduce virtual clinics with Skype access for patients to consult with hospital specialists where needed

•

Test the provision of access to electronic health records

•

Bring common symptom pathways together in a ‘one stop shop’ approach

•

Review our physical & mental health bed capacity and develop a coherent bed strategy for the future
which keeps people in their own homes

•

Introduce a 24 hour Crisis Resolution Home Treatment Team to support patients in mental health crisis,
in their own homes wherever possible as a safe alternative to hospital admission

If we are successful we will:
•

Improve the patient experience of receiving health care in Wigan

•

Improve the waiting time for receiving specialist advice and guidance

•

Reduce traditional referrals to the Acute Hospital for face to face consultations

•

Give greater access and involvement to patients in their care

•

Reduce the number of hospital appointments needed to meet the needs of patients

•

Reduce bed pressures on both physical & mental health hospitals

•

Improve access to diagnostic tests and procedures with out the need to travel to hospital

Delivery Programmes & Leadership
Hospital Pathway Redesign

Primary Care Diagnostics

Bed Capacity & Utilisation

Led By:
Dr Sanjay Arya, Medical Director,
WWL
Julie Crossley, Director
Commissioning Wigan CCG

Led By:
Dr Tim Dalton, Chair Wigan CCG

Led By:

Richard Mundon, Director
Strategy & Planning, WWL
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Stuart Cowley, Director Adult
Social Care, Wigan Council
Rob Forster, Director Finance
WWL

Complex Provision of Services
Patients with multiple or severe long-term conditions
often require far more frequent trips to hospital or
their GP, not to mention lots of different
appointments and procedures. This priority area looks
to enable a much more co-ordinated response from
services, so we can bring the right care to patients.
Our Community Response Team is already working
hard to respond to acutely unwell patients and to
keep them at home with enhanced and co-ordinated
care. This work has safely reduced unnecessary trips
to A&E and has been recognised locally and nationally
Our Digital Care Homes offer is currently being implemented to provide a Skype
video call facility to put care homes in direct contact with the community
response team, hospital specialists and GP’s when their residents need access
to medical help. This has been shown to reduce unnecessary admissions to
hospital for frail and elderly patients improving health outcomes and reducing
pressure on A&E in other localities.
Wigan has been developing Risk Stratification for over 8 years and we are continuing to
develop systems to further our understanding of our highest risk patient cohorts and residents
with complex needs. We are linking this information with our Complex Teams and Primary
Care, so they can, through the use of huddles, collaborate to proactively target those most in
need of timely care to prevent deterioration by bringing in services at the right time.
In order to meet the complex needs of patients, often suffering from multiple
long-term conditions, our health and social care teams must come together to
collaborate for the benefit of the patient. We have tested the impact of our
Complex Multi-Disciplinary Team Meetings and following its success, will roll out
across all 60 practices in the coming year
One particularly important area where co-ordination of care is essential is
caring for patients nearing the end of life. Advanced Care Plans are used when
patients with a life limiting illness (such as Cancer or Severe Heart Failure) wish
to set out their expectations and wishes as their condition progresses. Our
hospital, Community and Hospice services are already working together to
create the ability to share care plans and develop an integrated care planning
process so that the patient doesn't need to tell their story multiple times
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Under the Complex Provision of Services priority this year we will:
•

Extend the hours of the Community Response Team provision to 10pm, 7 days a week (subject to
investment).

•

Continue to work with our NWAS colleagues to develop new Urgent Care Practitioner roles supported by a
new Community Responder Vehicle (subject to investment).

•

Complete a full analysis on the needs of our most complex and frequent users of Health & Social Care

•

Roll out Complex Care MDT’s across all 60 practices

•

Develop a digital Care Plan to help GP’s co-ordinate care across the whole range of services that the
Complex MDT’s will contribute to

•

Give patients access to their care plan and contribute to its production so that it a meaningful document

•

Give more patients access to Advanced Care Plans

•

Extend provision of enhanced home care service for end of life patients.

If we are successful we will:
•

Support more people who are in, or at risk of tipping into crisis in the late evening and through the night,
outside the core operating hours of the majority of services

•

Further reduce ambulance conveyances and admissions to hospital

•

Enable staff to undertake diagnostics directly within the Community Setting

•

help people to remain healthy & independent, reducing the need for long-term care & support

•

Support Primary Care in meeting their targets within the commissioning intentions

•

Streamline care plans across adult health & social care services, ensuring consistency of care for patients

•

better understand future demand and the resources required to prevent High Intensity Use of services

•

Improve care for dying patients and their families

Delivery Programmes & Leadership
Rapid Response

Complex Care

Care Planning & CoOrdination

Led By:

Led By:

Led By:

Sharon Barber, Director for
Community Services, Wigan
Council & WWL

Sharon Barber, Director for
Community Services, Wigan
Council & WWL

Sharon Barber, Director for
Community Services, Wigan
Council & WWL

& Nominated GP Lead

& Nominated GP Lead

& Nominated GP Lead
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Population Health Outcomes
Our children’s services in Wigan have been working hard to improve the life
chances of our children and young people and our plans for the next few years
continue to build on our progress and successes over recent years. Having
already implemented an ambitious Start Well Phase 1 programme we are well
under way with Phase 2 and are already looking to Phase 3. This will bring
services together to provide a co-ordinated partnership between, Start Well,
schools, Primary and Community Care.
Vaccinations and Immunisations are an essential component for protecting our most
vulnerable people in Wigan. Our innovative Primary Care Sector have already tested new
ways of improving access to vaccinating children in novel locations to extend access
across the Borough and help prevent illness and deterioration of our young and elderly.
Obesity is an increasing concern across the whole UK population and Wigan is no
exception. The HWP Alliance provides a vital opportunity to bring our resources
and expertise together with our asset-based approach to make meaningful and
lasting change to the lives of Wigan’s residents. We will also scale up our efforts
in targeted community and person-centred approaches that actively involve
citizens in prevention of illness. We will empower residents to better care for
themselves and others using our community assets and initiatives.
Poor Mental Health has a major impact on people in its own right and is even more
significant when physical health is affected as well. We have invested in our workforce to
come together to work in place-based teams and to share their experience, skills and
expertise. Our ambition is to increase access to mental health support by using our wide
array of local assets in the community that have a bearing on mental wellbeing, such as
support networks or activity groups. Suicide Prevention is a priority for Wigan and our
multi agency team is working together to enhance our prevention initiatives and reduce
suicide rates across the whole life course in the Borough
Wigan has championed the implementation of our Community Link Worker
programme, which is already transforming the way Primary Care improves the
health & wellbeing of our population. Our Link workers are specialists in linking
patients with their communities and supporting them to improve their health &
wellbeing by accessing the huge range of assets already in place and supported
by Wigan Council’s Deal for Communities Investment Fund. We are currently in
the process of investing in a Mental Health service equivalent to build on the
successes we have already seen in the physical health setting.
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Under the Population Health Outcomes priority this year we will:
•

Invest in scaling up our Early Help offer to provide effective triage, assessment and support for children.

•

Develop our Early Help Hub and building capacity in early intervention and the third sector

•

Support the uptake of innovative programmes across the whole life course to increase the uptake of
vaccinations and immunisations

•

Work hard to embed key weight management initiatives across our clinical pathways

•

Extend our investment in training and skills development our staff to be able to provide low level mental
health support for those in need and increase the access to triage assessment and ongoing support

•

Develop robust business cases & implement a larger scale programme to help transform how we use our
whole system to relieve the pressure on Primary Care, whilst improving the outcomes for our residents.

•

Introduce a 24 hour Crisis Resolution Home Treatment Team and drop in Crisis Café’s across the Borough

•

Implement our local Suicide Prevention Plan to ensure all Acute Mental Health discharges receive follow
up within 72 hours, all patients in the care of mental health services have a completed safety plan and all
primary care staff undertake suicide prevention training

If we are successful we will:
•

Better support primary care and schools with increased Early Help Initiation addressing current pressures
in areas such as paediatrics, CAMHS and social care

•

Increase capacity through a consolidated triage and assessment process

•

Improved service offers tailored to need, with reduced duplication and hand offs

•

Increase peer and third sector support & capacity

•

Improve public health outcomes and school readiness for children and young people

•

Reduce demand on specialist and acute services and support the delivery of the primary care standards

•

Increase uptake of vaccination and immunisations

•

Improve targeting of support to the right people at the right time in the right place

•

Create connected communities & give people more control over their lives

•

Contribute to the reduction of suicides in GM by 10% by 2021

Delivery Programmes & Leadership
Start Well

Health Improvement

Led By:

Led By:

James Winterbottom, Director
for Children's Social Care, Wigan
Council

Professor Kate Ardern, Director
for Public Health, Wigan Council
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Integration of Health & Care Services
Under HWP we have designed a high-level operating model for
out of hospital care. This has General Practice and Schools at its
heart, with health and care services being aligned to seven
Service Delivery Footprints with populations of 30-50,000.
So far, we have integrated Community Services and Adult Social
Care, aligned community mental health services, integrated
school nursing and Start Well teams and come together in multiagency ‘huddles’ to support local residents with complex health
and/or social needs. Bringing all our teams together in this way
allows us to forge new ways of working while focussing on
delivering high quality care closer to where it is needed.
Each Service Delivery Footprint is led by groups of GP’s with a deep knowledge and
understanding of the local community and their health needs. Services will orientate
around each SDF to allow GP’s to better co-ordinate care as well as link with other
public sector services that can have an impact on Health & Wellbeing.
To support the operating model, we have also agreed a jointly owned care model to help bring our services from
across all partners together so that we can bring health and care teams closer to local residents, reduce
duplication and work towards preventing illness and deterioration. We are using risk stratification to identify
target cohorts where we can have a greater impact by working across the system to tackle the demand from
these groups. We have identified 4 key levels of care and orientated our teams around them:

Rapid

Providing a rapid response for patients in crisis to help avoid unnecessary trips
to the hospital and help people to get the right care in the right place at the
right time. This includes creating step up/step down beds in the community
setting to provide a middle ground between home and hospital care.

Complex
Care

Supporting people with complex needs (such as multiple illnesses,
instability and frailty) which requires a co-ordinated response from
several services or teams)

Routine or planned (non-urgent care) delivered in the
community setting) such as seeing a physiotherapist,
specialist nurse or consultant

Active Care

Helping people to self-care & better manage
their own health, supporting people to keep
well. This also includes episodic health care
such as seeing your GP

Prevention

Part of our approach to assisting Primary Care Transformation is the Active Care part of the Care Model. In order
to effect change, groups of Practices will be working together with Community teams to offer better access to a
wider range of services for routine or non-urgent care.
Page 142
18

Under the Integration of Health & Care Services priority this year we will:
•

Extend the Community Link Worker scheme to include Mental Health Navigators and increase the
opportunity for social prescribing/ asset-based approaches in SDFs through developing PCN’s.

•

Define the GP Led multi-agency leadership team for each SDF and develop a local health and care action
plan for each SDF (enabler activity)

•

Identify ways to maximise the contribution extended Primary Care Services can make to the SDF, such as
Opticians, Dentists and Pharmacists.

•

Increase engagement with Voluntary/Community services and promote access to local assets

•

Develop plans to integrate community mental health services more closely with Community Services so
that we work together as a single team in the local setting.

•

Implement Flo, an innovative digital approach to allow Mental Health clinicians access to the CRT through
Skype for triage, advice and guidance to reduce need for unnecessary transfers of care to the acute
services

If we are successful we will:
•

Establish robust local leadership arrangements and appropriate capacity and capability for SDFs to
manage local demands.

•

Develop local action plans and priorities for specific communities

•

Reduced requirements for A&E attendance through increasing services in the community to address
medical, social and mental health needs.

•

Increase opportunities for prevention and early interventions via GPs, Community Link Workers, Mental
Health Navigators and wider Primary Care Providers

•

Parity of esteem between physical and mental health

Delivery Programmes & Leadership
Wider Integration of
Primary Care Services

Integration with Other
Partners

Integration of MH &
Community Services

Led By:

Led By:

Led By:

Professor Kate Ardern, Director
for Public Health, Wigan Council

Rebecca Murphy, Director for
HWP, Wigan Council

Emma Nazurally, Assistant
Director, NWBFT

Linda Scott, Director for Clinical
Services, Wigan CCG

Sharon Barber, Director
Community Services, Wigan
Council & WWL
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Enablers of Transformation
Wigan has identified 5 key enabling groups that underpin the Locality Plan and our Transformation
Programmes. We have been working together for several years to pool our efforts & expertise in order to
combine resources in our system to help transform. Each enabling group have developed their plans for the
coming years but will also support each of the priority areas transformation projects to ensure they are
delivered and implemented efficiently. The enabling groups and their priorities are:

Workforce

Business
Intelligence

Our workforce enabler group is supporting our staff across all partner organisations to work
flexibly across the system in the right place at the right time with the backing they need. This
group is ensuring that our workforce is fit for the future needs of the Borough by working with
staff, managers, higher education institutions, staff representation groups and professional leads.
The group are looking at areas such as enabling managers and leaders to lead across
organisational boundaries and create the right conditions for our workforce to thrive, aligning
workforce policies and procedures, developing new roles that meet the current and future needs
of services and a flexible range of opportunities to learn, grow and develop their skills to provide
the highest quality care to our residents.
The BI group is a crucial component of our transformation. Intelligence from across the
Partnership has historically remained separate and owned by each organisation. We are working
on safely joining our information systems and (more importantly) agreeing how we analyse and
interpret data in a robust and consistent manner to inform a single version of the truth. This group
not only helps our system to understand the needs of each SDF, the flow through the system and
the areas under pressure but also to help track our transformation progress and impact on the
problems we are trying to solve. The BI enabling group plays a pivotal role in measuring our Whole
System Outcomes and ensuring that all transformation initiatives are meaningfully contributing to
the measurement of impact.

This group brings together all of the borough’s expertise to ensure there is consistent messaging
for the workforce and our local people, focusing on how we keep all stakeholders best informed
and engaged in our transformation and service delivery. It is important that we have a shared
approach to health and social care communications that creates the best impact for Wigan
Comms &
Borough, so we identify ways to engage with local people and seek feedback, guidance and a
Engagement
continuous conversation with them on how they see local services evolving.

Estates

In order to allow our workforce to work together, co-located in each SDF, we need our estate to
be fit for purpose to allow collaboration and innovative care and support to be delivered in the
most appropriate setting. As Partner organisations together we are working together to utilise our
buildings more efficiently and ensure we have the right offices, clinics, surgeries and meeting
rooms available in each SDF. This is a significant challenge that requires both strategic and
operational focus.
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Our Digital enabler group is developing our Information & Technology infrastructure to allow our
systems to join up and enable intelligent and agile working across the whole system. In the short
term we are implementing GraphNet and data warehousing to support our BI and clinical
workforce to transform the way we work. This also involves information governance and data
sharing arrangements (known in Wigan as Share To Care) so that our staff and residents can
Digital
access the right information at the right time safely and conveniently. In the medium to long term
Transformation we are bringing our IT services together to support the partner organisations as a single team and
to ensure innovative technologies are embedded into day to day practice.

HWP
Establishment

Shared
Services

The Healthier Wigan Partnership has a core team that works for, and between all of the Partner
Organisations to help progress our alliance ambitions and plans binding the commitments we
have made to the residents of Wigan Borough. Implementing our care model across the whole
system is a complex and intricate process requiring a dedicated team to maintain momentum and
progress. This team also facilitates the transformation plan in terms of monitoring and reporting
throughout the system governance, interdependent programmes and enabling groups.

Across the Healthier Wigan Partnership there are several core functions that are common to each
organisation such as Finance, Quality, Safety & Safeguarding, Medicines Management,
Contracting, Business Intelligence and Human Resources to name just a few. Helped by our
workforce and comms & engagement enabling groups we are starting bring these teams together
with shared workplans who are able to service both individual organisational needs as well as the
partnership as a whole. An example of this is how Finance colleagues from Wigan Council, Wigan
Clinical Commissioning Group and Wrightington Wigan & Leigh NHS Foundation Trust are working
closely together to share resources and develop financial plans to help us deliver sustainable
services for the future. We will continue to bring our services into alignment so we can make the
best use of our shared resources and facilitate the transformation outlined in this document.

Delivery Programmes & Leadership
Enabling Groups

HWP Establishment

Shared Services

Led By:

Led By:

Led By:

Dr Mohan Kumar,
Primary Care Network Clinical
Directors (HWP SLT) SWAN

Rebecca Murphy, Director for
HWP

Professor Craig Harris,
Accountable Officer, Wigan CCG
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Summary
Our Transformation Plan for the year ahead is not commencing from a standing
start. We have been working hard over the last few years to lay the essential
groundwork to bring our partners together to deliver services differently for the
people of Wigan Borough
The ambitious transformation initiatives set out in this document represent a
significant challenge for the Healthier Wigan Partnership in the months and
years ahead. Our progress to date has set us in good stead to accelerate our pace in delivering meaningful
change to the way health and care services work in partnership with Wigan residents, improving outcomes to
help people live, happy, healthy and fulfilled lives’.

Our Asset Based Approach is supporting our workforce to have different conversations with
people to help us understand individual stories and using this to build a meaningful
partnership with our citizens.

Working in this way our SDF Leaders in Primary Care can combine this knowledge with more
meaningful Business Intelligence from across the system to understand our communities
needs in far more detail. This allows service provision to be tailored to each SDF and delivered
according to what works best in each neighbourhood
The culture we are creating through a strong belief in the right attitudes and behaviours gives
our staff, voluntary sector and members of the public the freedom to change the way we
work together through inclusion and engagement. We are supporting our staff to be positive,
accountable and courageous in the way they work and develop our services for the residents
of Wigan

We want to harness the knowledge, expertise and passion of our workforce and local residents
to help redesign our services with innovative solutions based on their lived experience.

By bringing our teams of professionals together in each of the 7 Wigan localities, wrapping
around Primary Care, we are able to respond to the bespoke needs of each SDF differently. Co
-location of our teams allows the sharing of skills and knowledge and changes the way we
communicate and collaborate, reducing the number of appointments and times residents
have to tell their story.
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Our physical and mental health
hospital services will work in
partnership with primary and
community care across our
communities so that increased
levels of care can be delivered in
a community setting with
specialist support and outreach.
GP’s are at the heart of our
model to bring services
closer to local people
through innovation and
collaboration

Our Enabler teams are
aligning their work with our
priorities to help the us
achieve the transformation
we need on the ground for
Wigan Residents

Our services are working
hard to care and support
our residents with the
most complex physical,
mental and social needs

We will integrate physical & mental
health services, social care and
wider public services through colocation and joint working will to
use our resources more efficiently
and (most importantly) effectively
as we focus our efforts on achieving
the outcomes our system has set
out.

Population Health & Start
Well teams are focussed on
improving the health and
wellbeing of the Borough,
and giving all of our
residents, whatever age,
the best possible health &
wellbeing

The Healthier Wigan Partnership holds these Transformation Priorities as its central goal. The 6 Priorities are the
key building blocks to propel us into an exciting time for public sector services that have never been seen before.
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For more information please visit our website: www.healthierwigan.co.uk
Or email us:

healthierwiganpartnership@wigan.gov.uk

Address:

Healthier Wigan Partnership
Wigan Life Centre
College Ave
Wigan
WN1 1NJ

Follow our link to the Healthier Wigan Partnership Annual Report for details of what we have achieved in 2018/19.
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POPULATION HEALTH STRATEGY BOARD
Monday 8th July 2019
Room 11, Wigan Life Centre South
MINUTES

Present
Cllr Jim Moodie (Chair)
Professor Kate Ardern

Councillor - WMBC

Apologies
Colin Greenhalgh

Amy Dunne

Director for Public Health Peter Burt
– WMBC
Service Manager – WMBC Mike Chew

David Gray

Service Manager – WMBC Emma Edwards

Jen Kelly

Senior Public Health
Stuart Cowley
Practitioner - WMBC
Inspiring Healthy
Nicki Thomas
Lifestyles
Service Manager – WMBC Lynne Calvert

Lynsey Johnson
Emma McNamara
Ian Riding
Linda Scott
Mim Scott
Mark Rotheram
Michelle Price
Amy Bentham (notes)

Programme Director
Employment & Skills –
Ground Work
Managing Director IHL
Assistant Director – Start
Well - WMBC
Programme Manager for
Leisure and Wellbeing WMBC
Director for Adult Social
Care & Health - WMBC
Programme Manager –
WMBC
Enhanced Service
Manager - WMBC
Service Manager WMBC

Public Health Programme
Manager - Live Well WMBC
Director for Clinical
Services - CCG

Chris Sweeney

Public Health Operations
Manager North West
Strategic Financial
Manager - WMBC
Project Manager - WMBC

Professor Craig Harris

Healthier Wigan
Partnership Director WMBC
Managing Director, CCG

Dr Mo Kumar

Clinical Lead, CCG

Dr Sanjay Arya

Medical Director (WWL)

Personal Assistant WMBC

Paul Barton

Director – Environment WMBC

Page 149

Rebecca Murphy

9 Any other business Chair (verbal)
1

2

Minutes and Matters Arising

Cllr JM

-

The chair welcomed the Board members to the meeting.

-

The minutes were discussed and agreed as a true record with one
notable edit, to state that Chris Essex Crosby is Richard DavisBoreham’s replacement.

Population Health Update report from the Health and Wellbeing Board
Prof Kate Ardern discussed the Population Health Update report from the
Health and Wellbeing Board. Notable points are as follows:
-

-

-

-

-

Kings Fund Report has now been published with some good
references to Wigan. There is good awareness and national
recognition of work being done on the ground to deliver better
health outcomes. Kate offered thanks to all those who have
contributed.
Figures show trends both locally and nationally.
Kate referenced an article published by the Guardian recently, “The
Road to Wigan Cheer”:
https://www.theguardian.com/society/2019/jul/05/wigan-counciltransforming-lives-despite-cuts-austerity
Quite a lot of interest around the report, KA is working with Lucy
Downham, and is going to full council on 17th July. She also advised
that arrangements are being made to invite researchers to Wigan for
a secondary launch following the primary launch in London. KA is
working with Lord Smith to achieve a round table discussion with the
House of Lords. Together with Cllr Cunliffe, KA is attending an LGA
breakfast event next week comprising of senior NHS and local
government staff to discuss the report and answer questions.
KA also noted the CQC gave an excellent report for Addaction which
is a big achievement.
The paper discusses performance to date, for example noting a
reduction in smoking rates. KA noted there is still work to do on
SATOD (smoking status at time of delivery).
Section 3 sets out a series of proposals for future work programme.
Already begun development of new work programme with mental
health strategy board. There will also be a focus on
screening/immunisations (and local assurance), sexual health, oral
health and the start well delivery model, acknowledging the work
required on the inequalities gap.
New iteration of system wide population health outcomes. Paper to
ICC jointly from KA/Rebecca Murphy setting out programme of work
from activity related system outcomes moving to broader system
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outcomes, with links into social value and community wealth
building. This should give ICC assurance that the investment via S75 is
impacting on all 14 townships and is working to reduce the
inequalities gap. They are looking to maximise work around
environment and green space, and have asked Paul Barton to come
to board. With regards to the skills and learning agenda there are
conversations with Wigan & Leigh College and with universities to
potentially create a medical school.
KA proposes to turn these priorities into a Strategy On A Page (SOAP)
with colleagues assistance.
KA assured Cllr JM that it well down well with board, and that it
covers the whole life course as well as linking to the Deal for 2030.

Population Health / Mental Health Joint Workshop Update

KA

Prof Kate Ardern provided an update on the Population Health / Mental
Health Joint Workshop. Notable points are as follows:
-

4

This workshop took place last week at Sunshine House. Attendance
was good and there was clear crossover between areas, a number of
ideas are to be looked at and future workshops will be planned for
full days.
- Linda Scott praised the event, and suggested there should be people
who sit on both boards to ensure communication and reduce
duplication. KA noted that Lynne Calvert sits on both. The possibility
of a joint working group was discussed. Colleagues agreed it was a
good event, time limits notwithstanding.
- KA and Julie Crossley to work together – suggestion for key areas to
do a deep dive on include end of life course, suicide prevention
strategy, dementia, complex dependency. Important to have a joined
up focus to takeback to HWB, also to know what commissioning
advice to take to ICC and what implementing advice for HWB for
providers.
Suicide Prevention Audit and Action Plan
Ian Riding and Jennifer Kelly gave a presentation around the Suicide
Prevention audit and action. Notable points are as follows:
- The Council is responsible for monitoring, the NHS is responsible for
reducing rates.
- We have a good multi agency suicide prevention group locally,
chaired by IR, with representation at GM level. They are currently
refreshing their action plan, and have the ambition of zero suicides,
rather than the standard aim of 10% reduction. Figures have
improved from 15 per 100,000 to 11.2 but this still needs
improvement.
- There is an annual audit of coronial files, and they plan to have
internal and external report. The latest stats are from 2017 and
suggest we follow national trends in terms of age, sex, employment
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status, methods etc. For the first time they have also analysed any
known data regarding sexuality with 12% who identified as
homosexual (nationally we know this is a high risk group). Many
cases had multiple risk factors. If the information is known, they also
look at what services they were open to e.g. Addaction, mental
health etc
- Linda Scott noted that they can see real time data (JK and IR can’t)
which allows them to build a picture of current trends which can be
worrisome. A definite need to strengthen real time data availability.
- JK advised that they now have data from 2011 and plan an
amalgamated audit to identify patterns and requirements for
targeted work.
- IR advised they are refreshing the suicide prevention strategy,
allowing local and national trends to advise.
- Success points include local training, reduction in rates and improved
accountability and reporting up.
- Multiagency action plan 2019-2022 will pull together all elements of
suicide prevention. Shining a Light on Suicide – GM campaign. We
will fully roll out in September to link with World Suicide Prevention
Day on 10th September and World Mental Health week.
- Will be at Pride, especially important as LGBTQ is a higher risk group.
- Training and e-learning to reassure people that you don’t have to be
a health professional to have a conversation.
- Next steps will be to finalise and share the 2017 audit report and the
Suicide Prevention Strategy, hopefully by September. KA advised the
Suicide Prevention Strategy needs to go to Safeguarding Board.
- Discussions were held surrounding what services to link in with e.g.
surrounding Domestic Violence, employment, Universal Credit,
primary care (currently no GP lead though CCG are engaged),
pharmacists, Mental Health Strategy Board, GMP etc.
Healthier Homes
Emma McNamara reported on Healthier Homes and the decision to transfer
the AWARM Plus service from Wigan Borough Care and Repair into the
council. Notable points are as follows:
- Keeping people in their own warm, safe home is highly important,
and Health colleagues are working with colleagues in Housing Reform
and Homes with a view to embed current work with clinical
pathways.
- Currently offer minor adaptations (in house), handyman service (Age
UK, contract recently extended and subject to ongoing review) and
AWARM (Wigan Borough Care & Repair).
- It has been agreed to bring AWARM into Housing Policy and Reform,
linking in with customer transformation and welfare. This will allow a
better digital offer, better efficiencies and less duplication. Expect
TUPE will apply and staff seem keen to work with us.
- This will form part of the wider healthy home offer. Want to enhance
and link more robustly with adaptations, will look to bring new team
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in house Oct/Nov approx.
- KA advised to show impact on demand and success stories in order to
build a business case for investment, and EMcN is working on this
already.
Start Well Public Health
AD
Amy Dunne presented an update on Start Well, notable points are as follows:
- Wider transformation of Start Well services over the past few years,
in the process of integrating Health Visitors and school nurses etc,
working closer with midwifery and paediatrics etc. Start Well aims to
impact on demand on services, school readiness, unplanned hospital
admissions and public health outcomes.
- A lot of investment in prevention has been focussed and topical e.g.
obesity, breastfeeding etc. What we currently do works really well for
those accessing the support but would like connect with wider groups
for further reaching impact moving forward, and possibly look at
upskilling Start Well workers. Engagement with Start Well is around
82.5% of families, aiming for 100%.
- Current great work e.g. Daily Mile, Fit & Fed, Young Health
Champions – using SDF intelligence to inform our planning.
- Oral health a big driver of demand in secondary care, linked with
feeding and lifestyle choices.
- Cllr JM queried what the current infant feeding offer entailed, AD
advised the current commissioned service is intensive support for
breastfeeding run by volunteers/peer supporters, they would like to
expand this wider e.g. advice for different feeding methods, weaning
advice etc.
- KA reminded the group of the need for integrated services – a person
needs a stable environment before they can engage with lifestyle
issues.
- AD advised a steering group was to be considered.
- MS advised there are real time information issues, with no way to get
information to midwives out in the field etc. KA suggested a Start
Well huddle approach may be a solution.
Population Health Performance Update
NC
Neil Clarke from JIU presented a project update on the Population Health
Dashboard Development. Notable points are as follows:
- Disadvantages of current approach to monitoring and understanding
impact of population health interventions include information not
being very current or very detailed.
- Given brief to scale up local data use, improve timeliness and
triangulate with commissioned services data, to compliment Public
Health Outcomes Framework, to take a more qualitative approach
and to reframe outcomes.
- DG and AD noted that Addaction and Spectrum needed to be
included, NC aware. KA suggested speaking to Paul Jamieson; to
Martin Ashton at GMHSCP re: screening and immunisations; to Chris
Sweeney and Jenny Yates re: infection prevention control and links to
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care homes and early years setting.
NC will continue with data audit and look at developing intelligence
products focussed on weight management and smoking cessation,
and consider how to profile across SDF areas etc.
KA suggested mapping assets across SDF’s, to link to Community
Book, to Chris Essex Crosby for LDP, and to Lynsey Johnson regarding
their Data Hub. Wigan is unusual in its asset based approach. Need
specific local and current intelligence to achieve the best results.

AOB
None
Next meetings:

Cllr JM

17th September, 2-4 – G:03, Town Hall
12th November, 2-4 – G:03, Town Hall
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