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DRAFT OPEN MEETING MINUTES (Unratified)
Meeting of the Integrated Commissioning Committee
Held on Wednesday 28 August 2019 at 3.00pm in G:03 Wigan Town Hall
Present:
Dr Tim Dalton, (TD) CCG Governing Body Chair, - ICC Joint Chair
Cllr David Molyneux, (DM) Council Leader – ICC Joint Chair
Dr Sanjay Wahie (SW) CCG Unplanned 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 Out of Hospital 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
Cllr Nazia Rehman, (NR) Council Portfolio Holder for Resources, Finance & Transformation
Paul McKevitt, (PM) Council Director of Finance/CCG Chief Finance Officer
Prof. Craig Harris, (CH) CCG Managing Director/Accountable Officer
James Winterbottom, (JW) Council Director of Children’s Services
Julie Crossley, (JC) CCG Director of Commissioning and Transformation
Linda Scott, (LS) CCG Director of Primary Care
Prof. Kate Ardern, (KA) Council Director of Public Health
In Attendance:
Brendan Whitworth, (BW) Council Assistant Director, Legal
Rebecca Murphy, (RM) Healthier Wigan Partnership Director
Tim Collins, (TC) CCG Assistant Director Governance, (Minutes)
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.
Apologies for Absence
Cllr Carl Sweeney, Alison McKenzie-Folan, Stuart Cowley, Sally Forshaw
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ACTION
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
Minutes of the meeting from 19 June 2019 were approved by members as
a true and accurate record.

4

Actions/Decisions Log from previous meeting
5.1 - complete
8.3 - carried forward to October 2019 meeting

5

Strategic Commissioning Business
5.1

Terms of Reference
The terms of reference amendments relating to non-voting
membership of the ICC and reporting line of the CCG Primary Care
Commissioning Committee as included in the paper were approved
by the members.
Resolved:
 The members approved the amendments

5.2

Locality Plan Refresh
CH presented this item and pointed out that GM Health & Social
Care Partnership has 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
2
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Commissioning Committee.
The refresh work is being led by CH on behalf of the health and
care system. The approach 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
 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.
Key sign off requirements:
Healthier Wigan Partnership/ SLT late September 2019
Overview and Scrutiny Committee Meeting September 2019
Health and Wellbeing Board – October 2019
Integrated Commissioning Committee – 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.
KC welcomed the progress made to date and looked forward to the
next update.
Resolved:
 The members received the update
5.3

Commissioning Intentions 2020/21
JC introduced this item and highlighted the principles that will be
applied to planning for next year:
3
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ACTION
The Intentions 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.
A standardised approach will be taken with a single commissioning
plan across health and social care which will articulate the
commissioning decisions we make and the impacts that this may
have on another part of the system such as commissioning a
reduced rate of activity within Secondary Care and the impact that
this may have on Primary Care or Community Care.
We will ensure that The Deal principles are adopted and written
into contracts 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.
As part of our 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.
It is intended that we will hold a workshop in early September
where we will co-produce the commissioning intentions prior to
sharing these with leads in all organisations in draft.
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.
There will be a letter to all providers issued late September, early
October 2019 setting out the Commissioning Intentions for
2020/21 which will be negotiated through contract negotiations.
The agreed commissioning intentions will be shared with ICC
members with a formal update at the October 2019 meeting.

5.4

Resolved:
 The members received the report
Primary Care Networks Update
LS presented the paper and advised that Primary Care Networks
(PCNs) are being introduced as part of Investment and Evolution:
A Five Year Framework for GP contract reform to implement the
4
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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, coordinated 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 July 2019 and will remain in place until at least 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.
LS outlined the key elements of PCNs and referred to the
implications and opportunities for the HWP Alliance in supporting
transformation and improvements in health and care services. She
went on to say that PCNs will only achieve if the whole health and
care economy contributes. Each PCN has already a nominated
clinical director.
CH congratulated the Primary Care Team in developing the
networks as quickly as they have and commented that this had
been well-received at GMHSCP.
TD concluded that the paper was one of the clearest expositions of
the framework that he had seen and also congratulated the team.
Resolved:
 The members received the paper.
5.5

Free Prescriptions for Care Leavers
LS presented the paper which summarised how the CCG
Safeguarding Team has been working with partners to develop a
Care Leavers Pledge in response to the Children and Social Work
Act (2017). In addition to this, 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.
This request led to the option of a Prescription Prepayment
Certificate being reviewed in more detail as the recommended
approach of how to take this forward. Research indicates that
5
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Looked After Children and Care Leavers are far more likely to
experience negative mental health and physical health issues than
their non-care peers.
This paper outlined the costs of providing such support and some
practical considerations about the system that will need to be
established to implement and maintain the support.
As Corporate Parents we have special responsibilities for our
Looked After Children and Care Leavers. LS went on to state that
currently the initiative would apply to approximately 55 care
leavers.
JB welcomed this on behalf of care leavers and described it as a
great move forward.
JW thanked CCG colleagues and related how important this was
and more widely the support that is given to care leavers.
Resolved: The members received the update
5.6

Parent/Infant Mental Health Team Business Case
JC presented the case and apologised for late submission of the
paper but was grateful to KC as Chair of the Mental Health Board
for approving it in the absence of a Board meeting.
The case is part of a GM and national strategy GM has 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.

Plans have been progressing in Wigan to develop a Parent Infant
Mental Health team in line with the GM Service Specification. A
child psychotherapist has been commissioned to lead the team,
and she has led on the development of the business case for the
service.
6
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The business case has also been approved by the Wigan Borough
Future in Mind Group. JC pointed out that the paper did not provide
measures for success and those need to be identified in the near
future.
KC commented that there are issues in the borough around school
readiness for example and this provision will form part of the
investment in prevention and early intervention.
PM accepted that we were in the holiday season and due to the
urgency of the request the normal governance routes had not been
followed so he wished to check that the required funding streams
were in place to support the case.
JB stated the importance of meeting this need and JD reflected
that although part of this came under Specialised Commissioning
in Wigan it was part of an integrated system. KA suggested that
the service reach across to the issue of domestic abuse and the
link with mental health.
Resolved:
 The members approved the business case but also
requested that success and quality measures be
developed alongside implementation and the question
of funding is confirmed as sustainable.
6

JC
PM

Performance and Quality
6.1

Integrated Commissioning Fund Monitoring Report Month 4
PM introduced the item which updated the committee on the
Council and CCG’s final financial position at M04. In terms of
health and social care this incorporates the Council’s current YearTo-Date position in respect of Adults and Children’s services. For
the CCG it highlights the total health spend for the borough and
progress on related QIPP schemes. Overall, whilst progress has
been made in terms of efficiencies, there are still cost pressures
that need to be managed within the financial year.
The Council’s Adult Social Care and Health overall budget position
at the end of quarter 1 is £0.106m with a balanced position being
anticipated for the year.
The Council’s Children and Families Directorate The overall budget
position at the end of Quarter 1 is £0.865m with a potential
7

Page 7

ACTION
overspend of £4.0m by the end of the financial year.
The CCG has reviewed the acute QIPP performance in quarter one
based on the June flex SLAM data submissions from acute
providers and whilst the required savings target has not been met,
there are a number of positive signs indicating positive progress.
An unidentified QIPP balance of £6.0m remains and a range of
mitigation options are being considered including a fundamental
review of CCG budgets, and the potential to delay investments.
Resolved:
 The members noted the financial positions of both
organisations.
6.2

Better Care Fund Plan 2019/20
PM presented the plan:
Further to the BCF Planning Guidance and Allocations being
issued on the 18/07/2019, there 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
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 Grant within their BCF.
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
align the 19/20 BCF plan for the locality with previous iterations.
NHS England have recently announced additional funding of
£0.478m to the locality to ensure that the CCG required minimum
contribution to the BCF of £24.452m does not cause an unfunded
pressure to Wigan CCG.
PM welcomed suggestions from
members for services that may require additional investment.
Resolved:
 The members approved the 2019/20 BCF plan.
8

Page 8

ACTION
6.3

Digital/IM&T Programme Update and GM Fund Bid 2019/20
In the absence of Jonathan Kerry, RM pointed out that GMHSCP
had required a quick turnaround so the bids had already been
submitted.
The Wigan Borough Locality Plan and underpinning transformation
programmes have benefited from a partnership based IM&T
Programme, which has locally been named “SharetoCare”.
SharetoCare aims to deliver specific capabilities aligned to
emerging priorities and strategic approaches to support new ways
of working, and looks to develop the capabilities to support wider
transformation and locality plan objectives.
The paper gave an update on the programme’s progress, a
refreshed approach to governance to ensure delivery and the detail
of bids that have been made to the GMHSCP in order to secure
funding for key projects.
CH applauded the hard work that the team had put into the bids.
Resolved:
 The members approved the paper’s recommendations:
o Endorsement of the SharetoCare Governance
arrangements;
o Endorsement of the Strategic Outcomes of the
programme;
o Endorsement of the prioritised programme
themes (Immediate, Medium and Long Term);
o Endorsement of the bids made to GM HSCP in
support of the programme and locality plan; and
o Continue the protection of time across
Organisations to allow for project implementation
at pace.

6.4

Quality Annual Report 2018/19
Resolved:
 The members received the report

7

Greater Manchester Updates
7.1

GM JCB Meeting Minutes
Resolved:
 The members received the minutes from the meeting of
9
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18 June 2019.
8

Council Portfolio Holder Decisions
None required

9

Any Other Business – to be accepted at the Chairman’s discretion
There being no other business the Chairman closed the meeting at
3:45pm.

10

Date and time of next meeting
Wednesday 23 October 2019 at 3:00pm in G:03, Wigan Town Hall

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

Date …23.10.19……….

10
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ACTIONS FROM INTEGRATED COMMISSIONING COMMITTEE
OPEN MEETINGS 2019/20
Meeting
Date
28.08.19

Agenda
Item
5.6

Agreed actions from meeting

Action By

Deadline

JC/PM

October 2019

Update

Committee Terms of Reference


Success and quality measures
be
developed
alongside
implementation
and
the
question
of
funding
is
confirmed as sustainable.
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KEY: RED-Incomplete, AMBER-In progress, GREEN-complete

Confirmed and complete
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Integrated Commissioning Committee
Meeting Date: 23rd October 2019

Item Number: 5.1
REPORT TITLE:

Wigan Borough Locality Plan Refresh

REPORT AUTHOR:

Adele Markland, Head of Programme Management,
Wigan Borough CCG

PRESENTED BY:
RECOMMENDATIONS/DECISION
REQUIRED:

Professor Craig Harris, Accountable Officer/
Managing Director, Wigan Borough CCG
Comments on the draft Locality Plan – V3

EXECUTIVE SUMMARY
1. The Integrated Commissioning Committee (ICC) are asked to note the presentation and provide
observations or comments that will help to develop the refreshed Locality Plan. GM Health & Social
Care Partnership has advised that they require all ten GM Localities to revise their Locality Plans by
the 29th November 2019.
2. The refresh work is being led by Professor Craig Harris on behalf of the health and care system.
3. The approach to refreshing the plan includes:
 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.
 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.
4. The Wigan Locality Plan is being developed by the system partners and needs to be endorsed by
the Health and Wellbeing Board and ICC before it is sent to the GM Health and Social Care
Partnership on the 29th November.

5. An additional one item agenda ICC is being convened on 26th November to sign off the final Locality
Plan. System leaders are being invited to the meeting.

6. The draft Locality Plan presentation is being presented to the ICC for comments on style and
content. There are still areas that need to be included in the document, including comments
received from the Health and Wellbeing Board and the Healthier Wigan Partnership Board which we
are working with partners to develop. The main areas are included in the table below:
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Area

Comment

Partners



Primary Care leads to be included

Best Start in Life



Children’s Social Care



Thrive



SEND

Stay Safe & Stay Well 

Loneliness and Older people



Improved physical health through access to all types of
physical exercise



Need to market offers in Primary Care



Primary Care- Healthy living programmes expand to
dentists and optometrists



Enhance the community engagement by weaving in stories
like Cancer Champions, Dementia friends, Autism friends
(these are asset of the borough and fits in with the Deal
approach)



Learning disabilities



Individualised care (Formally Continuing Health Care)



EOL Care - Hospice

Mental Health and
Wellbeing



The difference between mental health and mental illness
(treatment) needs to be drawn out clearer

Support programmes

Workforce:

Primary Care

Help in your
Community



General

Embedding Deal approach into workforce.

Carers:


Need to reference carers – 34,000 (10%) of the borough
have caring responsibilities



GM carers charter and how it is being implemented



Reflect engagement work with carers

Safeguarding:
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Community resilience

Additional sections:


Financial challenges position



Summary page at the end of the document which includes
a reference to the delivery plans



References to other Wigan strategies e.g. Deal 2030, End
of Life etc

Update EIA
Achievements – Need to reflect some more health
examples
Format and style

Outcomes



The language needs to reviewed to ensure things are being
described in a consistent way e.g. people, patient, resident
etc.



Photographs need to be approved by organisational
communication leads



Demonstrate how we invest in the Wigan pound and the
difference this is making e.g. prevent or reduce hospital
activity



Demonstrate what a measurable difference would feel like



System outcome measures

7. The ICC is asked to provide feedback on the Locality Plan, which can be included in a future
revised document.

FURTHER ACTION REQUIRED:

Feedback on the draft Locality Plan

EQUALITY AND DIVERSITY: Confirmed that any changes to service or procedure
introduced as a result of this report do not impact adversely on any of the protected
groups covered by the Equality Act 2010.
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Wigan Borough
Locality Plan Refresh
Page 17

Presented to the
Integrated Commissioning Committee
23rd October 2019

Professor Craig Harris

Context for the Locality Plan refresh
Wigan Deal
2030
NHS Long
Term Plan
Page 18

GM Health &
Social Care
Prospectus

Suggested components to include
in the Locality Plan refresh
• To reaffirm the outcomes the plans are seeking to
influence
• To describe progress against those outcomes since
2016
Page 19

• To outline plans for the 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 the completion of activity and finance
templates

What is included in Wigan Boroughs
refreshed Locality plan
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What is included in Wigan Boroughs
refreshed Locality plan
Chapters Themes
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Stakeholder Engagement
Equality Impact Assessment
•

Build on existing EIA which has been continually
refreshed since 2016

Staff engagement
•

•
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Public engagement
•
•

•

•
•
•

Three weeks of public and resident
engagement using a mix of face to face and
digital methods
Face to face activities include visiting key
voluntary groups e.g. Veteran's, Carers, People
with disabilities etc
Spending time out in the Community
discussing the refresh
All SDF areas will be visited and have
engagement opportunities to be involved in
Will also use existing opportunities and
networks to engage e.g. Patients Forum,
Maternity Voices Partnership etc

•

Stakeholder workshop planned for mid
September to share the draft refresh
document
Discuss with staff who are attending HWP
experience focus groups in the next few
months
Share at Workforce Think Tank event early
September
Share the draft document with staff via
organisational staff briefing mechanisms

How did we engage with people –
Face to face activities
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We visited the following community groups to talk
to local people:
• Pensioners Link Coffee Morning
• Armed Forces Hub Coffee Morning
• Think Ahead Stroke event
• Wigan & Leigh Carers Centre Coffee Morning
• Dementia Carers Support Group
• Wigan & Leigh People First weekly group for
learning disabilities
• Wigan & Leigh Young Carers

We set up a stall at the following locations and
spoke to members of the public:
• Atherton Health Centre
• Tyldesley Library
• Chandler House
• Ashton Library
• Higher Folds Community Centre
• Shevington Library
• Community fun day at Westleigh High School
We discussed the plan at the following
meetings/events:
• Wigan Borough Engagement Group
• Patients Forum
• Maternity Voices Partnership

How did we engage with people –
Online activities
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Online activities:
• We published the leaflet and a link to an
online survey on the CCGs website
• We sent a newsletter out to our engagement
membership and local patients groups (+400
contacts);
• We posted about this regularly on our social
media pages
• Sent the draft Locality Plan to VCS groups for
comments via the Community Partnership

We gathered over 210 individual
comments through our face to face
engagement activities.

Our online
information about
the plan was
accessed 290
times and 10
people completed
our online survey

Our social media
posts reached over
4,000 people

What people have told us …
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Key feedback:
• Comments on chapter content
• People were generally positive about the plan and that
we were asking for their opinions about it. There is
support for the NHS and Wigan Council to work
together on health and social care to make sure we
have the best services possible.
• People are supportive of services working around the 7
places and understand the benefits of this
• People talked to us about how difficult it can be to
travel across the Borough from some places and how
they would like to see more services in their local
community.
• People would like to understand what our plans are
around investing in this sector to ensure it is
sustainable.
• Recruiting and training the right workforce.
Next steps:
• Finish planned engagement work.
• Summarise the findings from the engagement work .
• Add the engagement feedback to the Locality Plan.

Governance approval process
Nov 19:
Oct 2019:
Sep 2019:
Aug 2019:
Jul 2019:
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Stakeholder
workshop
(24th Jul)

Identify chapter
Execs and
subject experts
Draft chapters
Review
Equality Impact
Assessment

Update Equality
Impact Assessment

Public and staff
engagement
HWP Board
(11th Sep)
Overview and
Scrutiny
(16th Sep)
Locality Plan
Portfolio Group
(26th Sep)

Health and Well
Being Board
(2nd Oct)
HWP Board
(9th Oct)
Healthwatch Board
(17th Oct)
Integrated
Commissioning
Committee
(23rd Oct)
Northwest
Boroughs
(28th Oct)
WWL Board
(30th Oct)

WWL
Management
Board
(6th Nov)
CCG Governing
Body
(15th Nov)
Extraordinary
Integrated
Commissioning
Committee
(26th Nov)
Submit refresh
to GMHSCP
(29th Nov)

Dec 2019
onwards:
Develop plan
and reporting
Launch event
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Questions
and
Answers
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Integrated Commissioning Committee
Agenda Item Number: 5.2
REPORT TITLE:

REPORT AUTHOR:

Date: 23 October 2019
Wigan Borough Integrated Community Neuro & Stroke
Rehabilitation Model
Gill Rowlands, Assistant Director Community
Commissioning & Transformation, WBCCG

PRESENTED BY:

Gill Rowlands – Assistant Director Community
Commissioning & Transformation
Julie Crossley – Director of Commissioning &
Transformation

RECOMMENDATIONS/
DECISION REQUIRED:

The ICC are asked to note this report for information
only.

EXECUTIVE SUMMARY:
Introduction
The purpose of this paper is to provide the ICC with an update on progress being
made around the delivery of the Integrated Community Neuro and Stroke Model
for the Wigan Borough. As the Committee are aware GM have mandated that from
October 2019 all CCG’s will implement the mandated model within their own
localities.

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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Implementation of the Integrated Neuro and Stroke Greater
Manchester Model
Quarter 2 Report (July-September 2019)
1. Introduction
In June 2019, the ICC approved the business case and gave permission to progress to full
implementation for the Integrated Community Neuro & Stroke Rehabilitation Model (ICNSR)
1.1

This paper sets out the:







Risks to Full Implementation & Delivery
Progress with implementation
Keys areas of achievement
Risk Areas to implementation
Expected achievements for the next quarter
Summary and Recommendations

2. Risks to Delivery
2.1 Workforce: The workforce requirements and availability is known at this stage, however
there could be delays in implementation of the model due to recruitment of staff and as
identified in section 4.1 of this report. There is a considerable risk to the clinical
neuropsychology element of the integrated community model.
2.2 Finance: The GM Model assumes that the delivery is cost neutral, however there are
costs associated with delivering the service model and this has been determined via the
multi-disciplinary task and finish group meetings as presented to ICC in June 2019. As
the investment included the NWBH work force required to deliver the service, it is
unknown at this stage whether once NWBH have explored alternative solutions to
provide neuropsychology whether there could be further costs associated.

3.0 Progress with implementation;
Implementation groups commenced in June 2019, this was supported by a clinical task and
finish group who started to scope out each area of development required to move to new
service model. Support has been received from consultants, operational managers, CCG,
quality leads, HR, Finance and Stroke & Neuro GM Networks throughout the
implementation. The implementation group were encouraged by the Network to ensure there
was consideration within the Neuro and Stroke operational model from the patient pathway
perspective in order to avoid disjointed service for those patients whom would have ongoing
rehabilitation needs have a disjointed service model with a transfer and wait when
discharged from the Stroke team to the Neuro service.




3.1 Achievements for this period;
Establishment of task and finish group with highlight reports provided to
implementation group for review and monitoring
Full review of service model to commence implementation of clinical model to
meet the required expectations with GM Neuro service specification
Recruitment model drafted with job descriptions and adverts reviewed for each
level of staffing and core disciplines within the team
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Engagement with Community Stroke Service to progress with integrated model in
line with GM Network and CCG vision for integrated service
Staff engagement has commenced to support team dynamics and development
of working groups throughout implementation of the new model
The team have support patient engagement within the borough through attending
several patient forums alongside Wigan CCG Patient Engagement team.
Full compliance with Greater Manchester data submission for quarter 1.

4. Key areas of achievement summary:
Recruitment
The task and finish group have produced a draft structure to utilise the additional
resource in addition to the existing staffing. This structure is dependent on successful
recruitment however lays out the different levels within the team as follows;















Operational Management:
o Management will be overseen by the Clinical Manager and Team Lead
resource within the model.
Consultant:
o The team will be supported by consultant in Neuro Rehab Medicine along
with Neuropsychology
Clinical Lead Specialist:
o There will be three Band 7 roles to support the strategic implementation
and standardisation of the clinical model. These roles will also support
with the integration and utilisation of the Integrated Community Model
within Wigan.
Highly Specialist Therapist:
o There will be highly specialist therapists across the core disciplines which
will provide specialist clinical provision for the
Specialist Therapists and Nursing:
o The Band 6 staffing resource will support those with specialist needs
within the team. It is intended the additional nursing resource will be able
to support those who transition from the paediatric therapy team and to
support those with complex acquired conditions.
Junior Therapists:
o The team will utilise junior therapists within the model with utilisation of
rotation and developmental posts in order to support and retain staff.
Rehab Workers:
o Non-qualified staff will be able to support patients as they will have core
competencies across all disciplines to support interdisciplinary goal
setting.
Administration:
o Dedicated admin resource will utilise clinical time and staffing resource

A number of the posts will be subject to Agenda for Change review therefore banding
may change following this process. The recruitment plan has identified those posts which
are likely to have internal candidates with suitable skills and experience working within
the Trust. The task and finish group anticipate this will support the success of
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recruitment particularly to the senior clinical posts and will allow for retention of specialist
skills within the service and Trust.
The following table provides the update on the additional resources at the end of Quarter
2 with proposed plans and progress made against recruitment;

POST

BAND

WTE

Progress

Administrator

2

0.35

External

Administrator

3

0.4

Appointed
– awaiting
start date

Awaiting recruitment of Band 3
administrator
We are consolidating the current
administration resource within the existing
resource to support the new structure.

Rehab Worker

3

0.76

External

Await senior rehab worker recruitment

Senior Rehab Worker

4

1.0

Internal

Advert planned for October

5

1.0

External

6

1.0

Appointed

7

1.0

Internal

Advert planned for October

Physiotherapists

5

1.0

External

Plan to advertise within the Trust Fasttrack recruitment day in November 2019

Physiotherapists

6

0.8

Internal

Advert planned for October

7

1.8

Internal

Advert planned for October

7

1.0

External

6

1.0

External

7

1.0

Internal

Advert planned for October

4

1.0

External

Recruitment led by North West Boroughs

8a

1.0

External

Recruitment led by North West Boroughs

8c

0.2

External

Recruitment led by North West Boroughs

6

1.0

Internal

Advert planned for October

Internal

To be utilised within as 12 month
secondment to support the full
implementation whilst the Clinical
Manager is on maternity leave from
January 2020

Occupational
Therapists
Occupational
Therapists
Highly Specialist
Occupational
Therapists

Highly Specialist
Physiotherapists
Clinical Lead
Specialist (Dietician)
Speech & Language
Therapist
Highly Specialist
Speech & Language
Therapist
Neuropsychology
Assistant
Clinical
Neuropsychology
Clinical
Neuropsychology
Senior Nurse

Team Leader

7

0.8

Plan to advertise within the Trust Fasttrack recruitment day in November 2019
Awaiting start date of external candidate
for Band 5/6 development post

Plan to advertise within the Trust Fasttrack recruitment day in November 2019
Plan to advertise within the Trust Fasttrack recruitment day in November 2019

Page 32
Page 4 of 7

a. Neuro Rehab Clinical Model;
Review of the service specification has been undertaken by the clinical leads to enable
the existing staff to commence implementation of the model from 1st October. The
service has undertaken work to enable to the team to commence daily triage from 1st
October by the senior clinical staff with existing staff to continue to wind down current
waiting lists and caseloads. From 1st October there will be monitoring of all waiting lists
to ensure these are aligned in preparation for interdisciplinary working within the GM
service model.
b. Integrated service model with Stroke;
The CCG supports the network vision to have an integrated stroke and neuro model,
moving away from a two team model which has been see to be inefficient and provides
poor patient experience. Steps have been taken across the quarter to engage with the
stroke services and plans have been progressed to move towards a single management
structure within the Trust to facilitate integration of service models. The new model of
care gained from the implementation of the GM Neuro specification would not have
eliminated the gap in service, although it is anticipated waiting times would have been
improved. Therefore the patient’s journey would continue to have required transfer of
care, and this would be disruptive for the patients. We have agreed a two phased
approach to initially understand the referral patterns and the patient’s complexity to be
able to support patients without a time limited intervention from the stroke service and
delay due to transfer to the current community stroke team. This will allow for the task
and finish group to be able to identify the staffing resource required to meet compliance
within the GM Stroke Specification.
c. Service development day;
A service development day has been attended by all staff across Community Neuro and
Stroke services. All staff were provided with an update on the recent pace of change and
the service pathways to be implemented from October. The team were also able to
gather feedback on key areas for development. Interactive staff engagement completed
on the day provided feedback from staff that they were feeling excited, optimistic,
informed and positive to commence with the changes. A workshop within the session
has allowed for key development areas to be identified in order to improve the service
documentation, patient information, clinical pathways and competencies within each staff
group.
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5. Risks

Top 3 open project risks (from Risk log)
No. Description

Mitigating actions
Key - completed - to be completed within 6 weeks - to be completed in >6weeks
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1

Recruitment;
The ability to be unable to recruit clinical
staff with adequately required skills.

2

Service capacity;
Limited capacity within the current
establishment to move to the new clinical
pathways due to long waiting lists within
current model.
Estates;

Insufficient space to accommodate new
and existing staff to be able to effectively
provide integrated service, including daily
triage, weekly huddles and the safe
storage of clinical records and equipment.

3

Appointed (awaiting start date): 2.6wte
Outstanding recruitment: 15.71wte - to be completed in >6weeks
Internal recruitment planned for: 7.4wte
Commenced weekly review of new and existing waiting lists to track all patients on existing
waiting lists

To explore options to meet requirements across the borough, this will also require staff
consultations due to potential base moves > completed by the end of October
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5.1 Key Risk to Clinical Neuropsychology element of service delivery model
With regard to the future investment to the Neuropsychology posts for the locality, North West Boroughs
Healthcare (NWBH) have high levels of concern regarding the ability to recruit to these posts currently. It
is considered that there would need to be an 8c in post to allow for the recruitment and support of the 8a
and assistant roles. This was a considerable risk as the drive is GM wide to recruit, but since NWBH
have recently been made aware that their 8c Consultant Neuropsychologist is leaving to take up a new
post, it is considered that this risk is now considerably heightened.
NWBH feel unable to move forward with this initiative, but would consider whether a larger centre of
excellence for this discipline, such as Salford, might be better placed to develop this. With this is mind,
NWBH have been asked to approach alternative providers across GM in order to ensure that the clinical
neuropsychology element of the service model is delivered. It is noted that this will need to be delivered
via an SLA agreement. The Greater Manchester Operational Delivery Network (GM ODN) are aware of
the clinical risk to the model and have been supportive in offering key contact details of alternative
providers when other GM localities have also needed to have an SLA in place. NWBH have been asked
to provide the CCG Commissioning team with an update regarding progress on recruitment and give
details of timescales.
6. Expected achievements for next quarter;





Induction of staff to the service and continuation of recruitment as required dependent on
success of internal recruitment.
Commence in-reach to INRU at Trafford which includes physical visits and engagement with
the discharge team to facilitate commencing therapy within discharge.
Continue engagement with Community Stroke Service to progress to an fully integrated
operational management model
Commence IDT working across all core disciplines with staff supported to develop
competency in this new way of working.

7. Summary and Recommendations
7.1 This report has outlined the progress and risks associated with delivery of the new community
model. Whilst the report informs the ICC on the expected achievements for the next quarter, ICC are
asked to note that the community model is partially implemented pending the ongoing workforce
recruitment which will continue until the full workforce compliment are in post.
7.2 The ICC are asked to advise if they would like further updates regarding the implementation of
the community rehabilitation model and if so when would ICC want to be updated?
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Integrated Commissioning Committee
Date: 23rd October 2019

Agenda Item Number: 5.3
REPORT TITLE:

Wigan Early Intervention Team – Supporting Safer Caseloads
Business Case

REPORT AUTHOR:

Caroline Cain, Wigan North Head of Operations (NWBH)
Hannah Prady Wigan EIT Team Manager (NWBH
Janine Steele, Wigan South Operational Manager (NWBH)

PRESENTED BY:

Julie Crossley - Director of Commissioning and Transformation (WBCCG)

RECOMMENDATIONS/
DECISION REQUIRED:

1) The Mental Health Programme Board recommends the ICC receive
and approve the business case.
2) The Mental Health Programme Board request approval to progress
implementation of the business case with oversight provided by the
Mental Health Board and Healthier Wigan Partnership.
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EXECUTIVE SUMMARY: The attached business case is to support reducing caseloads and increasing
capacity in the specialist Early Intervention in Psychosis service.
Background
The Wigan Early Intervention Team (EIT) is the top performing provider across Greater Manchester for Early
Intervention in Psychosis services. The Wigan EIT achieved six out of the seven standards at level four in the
2018/19 National Clinical Audit of Psychosis (NCAP) and accredited an overall standard of level four.
This is an amazing achievement for the team and evidence of the effective training, management, skills and
dedication of the team. However the achievement resulted in high caseloads (greater than 50% in some
cases against national average 17.2 per 1 wte based on the NCAP data 2018/19), increased sickness,
additional working hours at cost pressure and internal waiting lists for some specialist interventions
(Behavioural Family Therapy, Cognitive Behavioural Therapy for Psychosis, Supported Employment).
Business Case Summary
In order to sustain the quality standards of the service and reduce waiting lists for specialist intervention,
investment is required to increase the workforce and skill mix to meet the demand.
The business case sets out the requirement for an additional five whole time equivalent members of staff, with
a recurrent investment of £167,639. This will enable long term stability and sustainability for Wigan borough.
Governance
The business case has been Supported by the Wigan Borough Mental Health Programme Board and now
requires approval from the ICC.
The benefits of the service




Increased capacity to meet the access to treatment targets.
Improved outcomes for the Wigan Borough.
Training and development opportunities leading to retention of workforce.

The funding for the service is identified in the CCG’s Mental Health Investment plan.
Recommendations
1) The Mental Health Programme Board recommends the ICC receive and approve the business case.
2) The Mental Health Programme Board request approval to progress implementation of the service with
oversight provided by the Mental Health Board and Healthier Wigan Partnership

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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EXECUTIVE SUMMARY
The Wigan Early Intervention Team (EIT) is the top performing provider across
Greater Manchester for Early Intervention in Psychosis services. The Wigan EIT
achieved six out of the seven standards at level four in the 2018/19 National Clinical
Audit of Psychosis (NCAP) and accredited an overall standard of level four.
This is an amazing achievement for the team and evidence of the effective training,
management, skills and dedication of the team. However it is important to highlight
that the achievement resulted in high caseloads (greater than 50% in some cases
against national average 17.2 per 1 wte based on the NCAP data 2018/19),
increased sickness, additional working hours at cost pressure and internal waiting
lists for some specialist interventions (Behavioural Family Therapy, Cognitive
Behavioural Therapy for Psychosis, Supported Employment).
In order to sustain the quality standards of the service and reduce waiting lists for
specialist intervention, investment is required to increase the workforce and skill mix
to meet the demand.
This business case details plans on how the increased workforce and new skill mix
will reduce caseloads and increase capacity for specialist interventions such as;
Behavioural Family Therapy, Cognitive Behavioural Therapy for Psychosis,
Supported Employment and Carer Education, leading to improved outcomes.
A number of options are presented in this business case, with option 3 being the
preferred model and the recommendation to NHS Wigan Clinical Commissioning
Group. The preferred model seeks recurrent investment for £167,639 for an
additional five whole time equivalent members of staff enabling long term stability
and sustainability for Wigan borough.

i
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1.

PURPOSE

This Business Case provides a rationale for additional investment for the Early
Intervention Team in Wigan to assist people with first episode psychosis on their
journey to recover.
This will enable the team to continue to provide a service to
individuals under the care of the team and improve the availability of treatments
which are required to be offered in line with NICE guidelines.

2.

INTRODUCTION

2.1

Background

North West Boroughs Healthcare NHS Foundation Trust (NWBH) is a specialist
Trust providing treatment, support and guidance for a wide range of health issues.
These include physical and mental ill-health issues and learning disabilities for
people of all ages living in the boroughs of Wigan, Bolton, Halton, Knowsley, St
Helens, Sefton, Warrington and Greater Manchester. The Trust offers services in
community clinics, day care centres, health and justice settings, and in-patient care
for people with mental ill-health
The Early Intervention Team in Wigan is an established team with an excellent
reputation. The current service offer is very heavily audited to meet both local and
regional targets. The access and waiting time targets came into effect on 1 April
2016. It detailed that:
“Anyone (Children, Young People, and Adults) with a first episode of
Psychosis would start treatment in Early Intervention in Psychosis Services within
two weeks of referral. The standard for Early Intervention in Psychosis states that 50
percent of all those experiencing a first episode of psychosis are to be treated with a
NICE approved care package within two weeks of referral to mental health services”
(Appendix 1).
In addition to the above, the age range criteria for the service increased from 14-35
years to 14-65 years.
A recent meeting with NHS Wigan Clinical Commissioning Group, commissioners
highlighted the current difficulties Early Intervention are experiencing following an
audit by the National Clinical Audit of Psychosis (NCAP) in October 2018.
The Audit highlighted the following key issues for Wigan Early Intervention Team:
 Increase in Demand
 Saturation within the team
 Capacity to meet the national Referral to Treatment Time (RRT) targets and
delivery of NICE approved care packages
 Caseloads exceed national targets of 17.2 clients per 1 wte Band 6 (Wigan
EIT Practitioners have caseloads of 22 to 23 clients per 1.00 wte )
 Delays in discharge

1
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The findings of the NCAP audit were shared via the Trust and Greater Manchester
Steering Group which resulted in revised pathways, that the Wigan EIT pioneered
and adopted across GM.
The NCAP audit results for 2018/19 highlighted that the Wigan EIT was within the
top performing teams for six out of the seven standards and identified area of
improvement in one Behavioural Family Therapy (BFT) (Table 1). The options
presented in the business case will illustrate how the increase in workforce will be
the solution to increase capacity for the delivery of BFT and therefore improve the
overall performance. The results, however, do not illustrate the team challenges as
highlighted above and the resource required to maintain the standards.
Table 1 is a snapshot of the NCAP results 2018/19:

As a result of this, it was agreed that a review of the current capacity and demand
and a review of the current pathways, caseloads and discharge processes would be
undertaken by the Trust, with a business case outlining a number of options to
improve this service for consideration by the commissioners.

2
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2.2

Demographics

The Wigan Borough population is 324,650 (Office of National Statistics Gov.UK),
with around 61.% of the Wigan population aged between 17 and 64 years and 6%
aged between 12 and 16 years.
Table 2 below, shows the number of referrals the Wigan EIT received for 2017/18
and 2018/19.
Table 2 Wigan EIT referral per financial year:
Team
EIP - Wigan
EIP - Wigan

Financial
Year
2017/18
2018/19

3.

STRATEGIC CONTEXT

3.1

National Context

No.Refs
230
251

The NHS Long Term Plan (2019) sets out a clear vision to revolutionise our health
service by continuing to focus on an early intervention and prevention model across
the whole system. As detailed in the Five Year Forward View for mental Health
services early intervention services are one of the four specific objectives:
‘For people aged 14-65 experiencing first episode psychosis, this will ensure that the
full range of NICE-recommended interventions are available in all areas, and
improve timely access from the current target in the 2016/17 Planning Guidance.
Objectives relating to individual placement and support, psychological therapies and
physical health will focus on adults who are in contact or have had sustained contact
with secondary mental health services’ (Appendix 1).

3
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Table 3 below outlines an indicative trajectory of these objectives from NHS
England.
Table 3 NHS England EIT Trajectory

4
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3.2

Regional Context

The Greater Manchester Mental Health and Wellbeing (GM MH&W) strategy was
launched in February 2016, articulating the ambitious agenda to improve mental
health outcomes in GM. It was developed in parallel with the NHS England 5 Year
Forward View for Mental Health and put a real focus on achieving parity of esteem
between mental and physical health and making mental health everyone’s business.
Further to the NHS England 5 Year Forward View for Mental Health, the GM MH&W
strategy placed additional focus on prevention, self-care, the achievement of
meaningful work and employment for improved MH and place-based integration – to
bring mental health and physical health support together at the heart of communities.
In 2018, Greater Manchester launched its programme of work to improve Mental
Health care across Greater Manchester. The programme is being delivered in
partnership with colleagues who have been appointed to the developing GM
Commissioning Hub.
As part of the development and quality improvement, Greater Manchester have setup a GM EIP Steering Group with membership from all the GM EIP providers and a
sub Clinical reference Group, chaired by Professor Paul French, Mental Health
Clinical Lead.
A workforce planning tool has been developed to support commissioners and
providers to plan the capacity and skill mix required in local EIP services. The tool
employs a range of assumptions, using estimates developed from published
literature and clinical input, which can be varied according to local circumstances.
The tool is available for use via the Health Education England (HEE) website.
3.3

Local Context

The ‘Further Faster Towards 2020’ is the Wigan locality plan for health and care
reform. The document outlines Wigan’s contribution to the Greater Manchester
Strategic plan with focus on maintaining ‘the record of improving outcomes for
residents and delivering savings by removing duplication’ (Appendix 3).
Using a Place-based working model, we aim to secure improved outcomes for
residents of the borough. A key element of this work is to recognise that families
live in communities and expect public services to work together in those places to
support them achieve their ambition. They do not differentiate between the
organisational or sectoral distinctions we in public service make.
In the borough, we have defined 7 geographical boundaries of Service Delivery
Footprints (SDF’s) as a currency for the integration of public services and in the spirit
of an asset based approach to residents and communities.

5
Page 48

4. CURRENT SERVICE PROVISION
At present, the sustainability of the Early Intervention Psychosis service provided is
at risk due to the capacity and demand of staff members in the team and increasing
referrals/suitability of referrals for the team.
The Early Intervention Team staff are now embedded within the seven service
delivery footprints across Wigan, with a hub base at Leigh Sports Village. The
service accepts referrals from G.P’s and secondary care providers: Mental Health
Assessment Team, mental health in-patient services, CAMHS and Early Detection
and Intervention Service (EDIT). EDIT is a specialist psychological therapy service
that works with young people aged 14 plus who are experiencing distress and
symptoms such as:






4.1

Hearing or seeing things that others cannot
Feeling paranoid or suspicious of people or certain situations
Unusually high or low moods
Sleeping too much or too little
Having difficulty concentrating and being easily distracted

Current Pathway



Referral to Treatment Time (RTT) – All service users referred to the team
should be seen and assessed, then either allocated a care coordinator or
discharged within 14 days. At present the team meets this target regularly
however the sustainability of this is at risk due to increased referrals, more
requirement for extended assessment and no sole full time assessing nurse.



Behavioural Family Therapy (BFT) – All service users should be offered BFT
(where clinically appropriate) and this provided in a timely manner (we are
audited/measured on those who have commenced BFT). There is currently a
waiting list for the therapy and practitioners are not able to offer BFT sessions
due to increased caseloads and complexity of care co-ordinated cases.



Cognitive Behavioural Therapy for psychosis (CBTp) – All service users
should be offered CBT (where clinically appropriate) and this provided in a timely
manner (we are audited/measured on those who have commenced CBT). There
is currently a waiting list for CBTp, a number of people who reach the top of the
waitlist and are commenced in therapy disengage or do not have the motivation
to engage and ultimately discharged from CBTp, meaning longer wait times for
those who do want to engage.



Physical Health Target – All service users must have a completed physical
health assessment on acceptance to the team and at relevant intervals
throughout their care. All patients should have a physical health screening within
the last 12 months. We do not currently have a practitioner in the team to
support physical health clinics, therefore, referrals to WWL teams are having to
be completed for bloods and ECG. This causes a delay in results, patients also
often do not attend these appointments outside of EIT.
6
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Outcome measures – All services users should have 2 or more outcome
measures completed on a 6 monthly basis (HoNOS, QPR and dialogue). These
are completed by care co-ordinators. The sustainability for continuing to meet this
target is at risk due to increasing caseloads.



Employment support- All services users have arrangements for accessing
education or employment-related training included in their care plan. Service
users who wish to gain or return to employment have access to supported
employment programmes.



Carers Education- All identified parent and carers are given information about
the carer-focused education and support.



Allocated patients should be seen within 7 days of allocation – Due to
increasing caseloads and crisis practitioners are not always able to see newly
allocated patients within 7 days.

Wigan EIT Service Pathway at a glance:
Duty screening of referral
Referral not
accepted.
Discharged with
recommendations

Assessment

Allocated care coordinator

Consultant
Appointment

Physical
Health
Appointment

Cognitive
Behavioural
Therapy for
Psychosis
(CBTp)

Behavioural
Family
Therapy
(BFT)

Outcome
Measures

Carers
Education

Employment
Support

7
Page 50

4.2

Current Workforce Provision

Table 4 details the current staffing establishment in the core Wigan Early
Intervention Team.
Table 4:

Number of current staff budgeted in Wigan EIT

Job Role and Agenda for Change Band
Senior Mental Health Practitioners (Care coordinators)
Band 6
Senior Mental Health Practitioners (Assessment) Band 6
Support Time and Recovery Workers (STR) Band 3
Senior Cognitive Behavioural Therapists (CBTp) Band 6
Occupational Therapist Band 6
Clinical Psychologist Band 8a
Consultant Psychiatrist
Deputy Manager Band 6
Team Manager Band 7
TOTAL

Funded
WTE
8 wte
1.6 wte
3 wte
2 wte
1 wte
1 wte
1 wte
1 wte
1 wte
19.6 wte

Table 5 demonstrates the workforce deficit based on the Health Education England
(HEE) calculator, inclusive of the Early Detection and Intervention Service (EDIT).
The HEE workforce calculator is a tool to support workforce transformation, helping
providers understand their workforce requirements.
Table 5: 2018/19 HEE workforce calculator EIP
Current funded WTE

HEE calculated WTE

20.10

29.07

HEE calculated Gap to
fund
171,636

5. DEMAND AND CAPACITY
Wigan EIP is currently commissioned to provide a service to young people and
adults across the borough of Wigan. There are several Trust Key Performance
Indicators (KPIs):
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Table 6: Trust KPI’s performance report

Since implementation the team has met the KPI’s with an increase year on year.
The team caseload to date is 210, meaning average caseload between 8.0 WTE
nurses is 26.5. There are dedicated assessment practitioners 1.6 WTE who will not
have an allocated caseload but may have cases open for extended assessment. The
Wigan Assessment Team caseload is over 50% higher than the national average
17.2 per 1 wte based on the NCAP data 2018/19.
Table 7: Wigan EIT Referrals and Accepted Cases
2016/2017
Referrals to team
Accepted as First
Episode of
Psychosis (FEP)

82

2017/2018

2018/2019

230

251

113

100

6.

OPTIONS APPRAISAL

6.1

Option 1: Do Nothing (Continue with Current Service)

Option 1 is not to invest in the Wigan EIT workforce; the consequence would be as
follows:


The service would be unable to meet the access to treatment time targets
impacting on the Trust and Greater Manchester Targets.




The team sickness will increase as a result of the pressures to meet the
targets with no capacity.
The service would not be able to offer the full range of the NICE approved
care package.



Increased caseload and delayed discharges.

Option 1 has been discounted as the service will become unsustainable
impacting on the quality, safety and experience of the clinical intervention.

9
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6.2

Option 2: Short Term Solution

This option would introduce 4 additional WTE members of staff. However, this would
only be for a short term solution and not provide the team with any stability or
sustainability. This would include;


Discharge Nurse Role (Band 5) MHP to deal with back log and to commence
working with clients six month before discharge, undertake relapse work,
referrals to other teams and follow up.



Assistant Psychologist (Band 4) to provide psychological based
interventions, low level CBT, psychological needs assessment/motivational
interviewing, however the predominate role will be to provide Behavioural
Family Therapy. The assistant psychologist will act as the 2nd practitioner for
the delivery of BFT alongside the care coordinator. Without the assistant
psychologist there will unlikely be an improvement in the BFT performance.



STR Worker (Band 3) to support with physical health role and to support
specifically with housing/benefits – completing referrals and facilitating
appointments and carrying small caseload to provide low level Psychosocial
interventions as part of a CBT approach.

6.2.1 Workforce Model
The workforce model for option 2:
Role
Mental Health Practitioners (Discharge Nurses)
Assistant Psychologist
STR Worker

Band
Band 5
Band 4
Band 3

WTE
1wte
1wte
2 wte

Option 2 has been discounted because there will be no immediate reduction
for the caseload per senior mental health practitioners, therefore the team will
continue with significantly higher caseloads than the national target. The
senior mental health practitioners will have no capacity to supervise and
develop the STR and the band 5 under this model.

6.3

Option 3: Proposed Model

6.3.1 Proposed Pathway Model
This option would introduce 5 additional WTE members of staff. This would provide
a more sustainable workforce model to meet the service need and Key Performance
Indicators. This will include;


Discharge Nurse Role (Band 5) MHP to deal with back log and to commence
working with clients six month before discharge, undertake relapse work,
referrals to other teams and follow up.
10
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Care Coordinator (Band 5) MHP to undertake extended assessments, act as
main duty practitioner and carry a small First Episode of Psychosis (FEP)
caseload in the place of WTE 1.0 and WTE 0.6 assessing nurses to allow
them to focusing on assessments and RTT.



Assistant Psychologist (Band 4) to provide psychological based
interventions, low level CBT, psychological needs assessment/motivational
interviewing, however the predominate role will be to provide Behavioural
Family Therapy. The assistant psychologist will act as the 2 nd practitioner for
the delivery of BFT alongside the care coordinator. Without the assistant
psychologist there will unlikely be an improvement in the BFT performance.



STR Worker x 2 (Band 3) to support with physical health role and
employment support – completing referrals and facilitating appointments and
carrying small caseload to provide low level Psychosocial interventions as
part of a CBT approach.

6.3.2 Proposed workforce model
This preferred workforce model:
Role
Mental Health Practitioners (Discharge Nurses)
Assistant Psychologist
STR Worker

Band
Band 5
Band 4
Band 3

WTE
2wte
1wte
2 wte

Option 3 is the preferred model because the addition of the second band 5 in
comparison to option 2 will enable capacity for the existing band senior mental
health practitioners to supervise and develop the STR and band 5.
This will be created by the second band 5 taking on a small caseload and
extended assessment role, reducing the team average caseload per wte,
freeing up capacity of the assessing practitioner to focus on first
appointments (Referral to Treatment Times).
The second band 5 and the assistant psychologist will also be key to the
solution to improve the BFT capacity.
This will be done by the second band 5 practitioners reducing the band 6 case
load which will free the band 6 to commence BFT alongside the assistant
psychologist.
This model supports a mixed workforce, encouraging the development of
trainee’s and newly qualified.
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7.

BENEFITS, RISKS & MITIGATION APPRAISAL

The table below details the benefits and risk for each option as well as the
mitigations required against the risks. The table also highlights the key changes for
each option.

Benefits

Option 1 –
Continue As Is
 none

Option 2 – Short
term solution
 Increased part
capacity to meet
the access to
treatment targets.
 Improved
outcomes for the
Wigan borough.
 Training and
development
leading to retention
of workforce.

Risks





Unable to recruit to
the posts.



Induction and
supervision
package
Temporary backfill
agency bank
during recruitment
and induction
period.

Evaluation



Mitigations

Key
Changes



Deteriorating
mental health
due to growing
waiting list and
missed access
to treatment
times
Reputational
Damage local
and national
Increased cost
pressure
Agency/ bank
staff usage



Option 3 – Preferred
Model
 Increased capacity
to meet the access
to treatment targets.
 Improved outcomes
for the Wigan
Borough.
 Training and
development
opportunities leading
to retention of
workforce.
 Benchmarking for
the Trust and
Greater Manchester
 Unable to recruit to
the posts



Induction and
supervision package



Temporary backfill
agency bank during
recruitment and
induction period.
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8.

PERFORMANCE AND ACTIVITY MEASURES

The Wigan Early Intervention service will continue to monitor the performance via the
monthly contract meetings with the CCG, Greater Manchester and national data
submission. The service has internal monitoring measures in place led by the Team
Manager, utilising the bespoke performance report as captured in table 6 page 10.
The team will also continue to participate in the Trust peer audits and National
Clinical Audit of Psychosis (NCAP).

9.

FINANCE

This section provides an overview of the finances for each of the options, including
the preferred option.
9.1

Option 1: Continue As Is

No additional investment.
9.2

Option 2: Short Term Solution

This table outlines the additional investment required.
2019/20
Annual
116,999
11,700
8,000
136,699

Option 2
Total Direct
Total Indirect
IT Setup Costs (Year 1 only)
Total Contract Value

9.3

Option 3: Additional Investment – Preferred Model

This table outlines the additional investment required.
2019/20
Annual
152,400
15,240
10,000
177,639

Option 3
Total Direct
Total Indirect
IT Setup Costs (Year 1 only)
Total Contract Value
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10.

IMPLEMENTATION TIMELINE

The implementation time line will include: recruitment, induction and monitoring
periods.

• Internal Trust bid consideration approval
Q1
2019/20

Q2
2019/20

• Recruitment
• Backfill positions agency/bank.

• Induction and training

Q3
2019/20

Q4
2019/20

11.

• Impact performance monitoring
• Evaluation year end

RECOMMENDATION

The Wigan Early Intervention service is committed to working collaboratively with the
CCG and the 3rd sector agencies within the borough, working towards the Five Year
Forward View objective to improve access to treatment for people presenting with
first episode of psychosis to improve outcomes.
It is recommended, therefore, for NHS Wigan Clinical Commissioning Group to
support the preferred model (option 3) presented in this business case, and invest
14
Page 57

£167,639 recurrently for an additional five whole time equivalent members of staff
enabling long term stability and sustainability for Wigan borough.

12.

APPENDICES
Appendix
Number

one

two

Title of Document
Implementing the Five Year
Forward View for Mental Health
Implementing the Early
Intervention in Psychosis access
to treatment (NICE)

Embedded Document/
Hyperlink
fyfv-mh.pdf

eip-guidance.pdf
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Integrated Commissioning Committee
Agenda Item Number: 5.4

Date: 23 October 2019

REPORT TITLE:

WBCCG and HWP Website Development

REPORT AUTHOR:

Alexia Mitton, Assistant Director – Communications &
Engagement (CCG)

PRESENTED BY:

Alexia Mitton

RECOMMENDATIONS/
DECISION REQUIRED:

Receive

EXECUTIVE SUMMARY:
An update on the development of the joint HWP and CCG website and the next steps.

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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Website Development
Background
1.

It has been a consistent aim of the partnership and the communications and
engagement support group to simplify the communications and information surrounding
health and care services for residents of the Borough.

2.

An important part of this is online information, so in Autumn 2018, the Council and CCG
joint Senior Management Team agreed to combine the CCG and Healthier Wigan
Partnership website and social media accounts.

3.

This would bring together as much information about health and care services and
commissioning in the Borough as possible, making it easier for residents to find useful
and relevant information, whilst still providing the mandatory information (including
governance), encouraging engagement for the long term and easily accessible
information to the whole borough, across a spectrum of needs.

4.

This report has been reviewed and accepted by the Healthier Wigan Partnership Board,
October 2019.

Current position
5.

Since then, there has been a lot of work developing the website, including site
structures, design and build. This includes using the research and engagement that
was done when we built the first Healthier Wigan Partnership website.

6.

The new website is jointly branded, using the Deal characters to be consistent with the
style and images currently in use in the CCG, with the council and with the current
branding of Healthier Wigan.

7.

The site highlights and links off to all partner websites, including at the top level and at
service level.

8.

It includes the new Greater Manchester Service Finder which is required to be launched
across all areas.

9.

It will use the latest accessibility technology to support people with additional needs,
including changing the font size, changing the language, simplifying the page, changing
the colours and read-aloud, along with other features.

10. The new website is in the final stages before launch, with an expected launch date of 1st
November 2019.
11. It is expected that the social media accounts will merge at the same time.
12. The new web address will be: www.healthierwigan.nhs.uk
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Fig 1: Home page

Fig 2: Service Finder

Next phase
13. We are currently planning the next phase of the website which includes developing a
new, extensive bank of resources for Start Well services. The Start Well team will be
responsible for managing their own pages within the main site.
14. This will support local parents and families to access the most up-to-date relevant
information and give them an online bank of resources to support them.
15. Following this, we will work with public health to consider whether and how to best
incorporate a similar bank of resources for live well and age well.
16. We are also working through the options for a staff only area to enable better sharing of
information and resources across the partnership.
Future vision
17. A system-wide ambition might be to eventually move to one site for all health and care
providers and commissioners across the Borough and reduce further the current
multitude of sites needing to be accessed by residents using different services.
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MEETING: Integrated Commissioning Committee
MEETING DATE: 23rd October 2019
Item Number: 6.2
REPORT TITLE:

Month 5 Performance Report

REPORT AUTHOR:

Wigan Borough CCG Business Intelligence Team

PRESENTED BY:

Jonathan Kerry
Senior Assistant Director of Primary Care

RECOMMENDATIONS/DECISION
REQUIRED:

For Information and Discussion

EXECUTIVE SUMMARY
The 2019/20 Performance Report includes all key CCG performance measures contained
within the Next Steps On The Five-Year Forward View planning guidance.
The Performance Report, through the next period, is being updated and expanded to
introduce a wider set of Greater Manchester and Local metrics to provide a more
complete picture of performance across the Borough.
This expansion will include, but not be limited to:
-

Primary Care
Community
Acute Admissions
Outpatient Referrals
Discharges

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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Wigan Borough CCG
Performance
Report
Month 05
2019/20

Produced by Wigan Borough CCG BI Team

Page 1

Executive Summary
The 2019/20 Performance Report includes all key CCG performance measures contained within the Next Steps On The Five-Year Forward View planning guidance.
The summary below is based on the latest available data.
Not all indicators have a national standard or plan to be delivered. In such cases, the dashboards show where a favourable trend would be higher or lower, and these
are shown in the 'No Standard' column below.
Area
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Green

Red

No Standard

Total

Urgent Care

1

5

2

8

Planned Care

0

5

0

5

Cancer Care

7

1

2

10

Mental Health

5

4

2

11

Quality Of Care

1

3

1

5

Community Care

1

2

3

6

15

20

10

45

Total
The number of indicators achieving a rag status of green is
The number of indicators achieving a rag status of red is
RAG based on whether actual is achieving standard or plan in the latest reported period.
Technical Notes:

1) As from April 2019 Leigh Walk In Centre falls under Wrightington, Wigan & Leigh NHS Trust, rather than Bridgewater Community Healthcare NHS Trust. To
reflect this change, WWL's overall A&E performance is based on performance at both the Royal Albert Edward Infirmary (Type 1 & 3) units and also the Leigh
Walk In Centre site.
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Performance Highlights
Areas Performing Well

Areas Performing Less Well

Cancer Waits: Seen Within 14 Days Of GP Referral continues
to exceed the 93% standard in month and also year to date.

94.11%

Cancer Waits: GP referral to treatment within 62 days is above
the 85% standard for a second consecutive month.

87.14%

Cancer treatment within 31 Days of diagnosis is above the 96%
standard and an improvement on the previous month.

96.89%

Cancer Waits: NHS Screening RTT In 62 Days has achieved
standard for a third consecutive month after failing in April.

92.31%

July 2019

July 2019

July 2019

July 2019
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IAPT Recovery Rate is above the 50% national standard
in June 2019

53.25%

All IAPT patients received their first treatment within the 6 week
standard (75%) in June 2019.

97.50%

All IAPT patients received their first treatment within the 18 week
standard (95%) in June 2019.

100%

C&YP Mental Health Access Rate is above the 34% national
trajectory for 2019/20. Year to date is currently 14.45%.
C&YP Wheelchairs: 18 Week Waits is above the 92%
standard in Q1 2019/20.

June 2019

June 2019

June 2019

14.45%
Quarter 1 19/20

95.65%
Quarter 1 19/20

90.04%

WWL overall A&E (Type 1, Type 3 & Leigh WIC) performance
continues to remain below the 95% standard.

August 2019

Ambulance response times for cat. 1 calls across NWAS is
above the standard of 7 minutes; cat 2 is also above standard.

August 2019

Delayed transfer days for Wigan residents is above (worse than)
the July plan of 350, with 471 days reported.
The percentage of RTT incomplete pathways within 18wks is
below the 92% standard in July and also year to date.
The number of people waiting for treatment on an RTT pathway
in July is higher than the March 2018 baseline of 19,524.

07:16
121
above plan

91.22%
July 2019

3,946
Increase

1

The number of people waiting longer than 52 weeks for treatment
during July is above the 2019/20 planned performance of zero.

July 19

Diagnostic waiting times performance is above (worse than) the
1% standard. 102 out of 6,033 patients waited longer than 6 wks.

July 2019

Cancer Waits: Breast Symptoms Seen In 14 Days is below
the 93% standard for a seventh consecutive month.
IAPT Access Rate is below the monthly standard of 1.83%
for a second consecutive month.
C&YP Routine Eating Disorders: 4 Week Waits performance
is below the 95% standard in Q1.
Twelve Mixed Sex Accommodation Breaches were
reported for Wigan Borough CCG patients in July 2019
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1.69%
85.40%
July 2019

1.75%
June 2019

66.67%
Quarter 1 19/20

12
July 2019

Performance Indicators
Ref. Urgent Care

Target

Current Period

Previous Period

Yr To Date

EB5

A&E Waits: Within 4 Hours All Patients At WWL (T1, T3 & WIC) 95.00%

Aug-19

90.04%

n

Jul-19

94.85%

n

86.69%

n

EB5a

A&E Waits: Within 4 Hours All Patients At RAEI (Type 1 & 3)

95.00%

Aug-19

85.55%

n

Jul-19

92.74%

n

80.69%

n

EB5d

Walk In Centre Waits: Within 4 Hours At Leigh WIC

95.00%

Aug-19

99.21%

n

Jul-19

98.92%

n

99.18%

n

EB15a

Ambulance Response: Category 1 Mean Time Across NWAS

07:00

Aug-19

07:16

n

Jul-19

07:26

n

07:20

n

EB15b

Ambulance Response: Category 2 Mean Time Across NWAS

18:00

Aug-19

22:16

n

Jul-19

23:31

n

22:26

n

EBS7

Ambulance Handover: Over 30 Minutes At WWL

Lower

Aug-19

4.49%

Jul-19

2.39%

6.10%

EBS8

Ambulance Crew Clear: Over 30 Minutes At WWL

Lower

Aug-19

0.43%

Jul-19

0.37%

0.46%

EJ1

Delayed Transfer Days: Wigan LA Residents At All Providers

4,638

Jul-19

471

Jun-19

490

Ref. Planned Care

Target

n

Current Period

n

Previous Period

2,110

n

Yr To Date
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EB3

18 Weeks RTT: Incomplete Pathways Performance

92.00%

Jul-19

91.22%

n

Jun-19

91.58%

n

EB3a

18 Weeks RTT: Incomplete Pathways Waiters

20,300

Jul-19

23,470

n

Jun-19

22,686

n

EBS4

18 Weeks RTT: Patients Waiting >52 Weeks

0

Jul-19

1

n

Jun-19

2

n

6

n

EM20

18 Weeks RTT: New Pathways

126,280

Jul-19

11,676

n

Jun-19

10,108

n

42,753

n

EB4

Diagnostics: 6+ Week Waiters

1.00%

Jul-19

1.69%

n

Jun-19

1.49%

n

1.87%

n

Ref. Cancer Care

Target

Current Period

Previous Period

91.54%

Yr To Date

Headline Cancer Targets:
Cancer Waits: Seen Within 14 Days Of GP Referral

93.00%

Jul-19

94.11%

n

Jun-19

96.47%

n

95.01%

n

EB12

Cancer Waits: GP Referral To Treatment In 62 Days

85.00%

Jul-19

87.14%

n

Jun-19

90.91%

n

84.41%

n

93.00%

Jul-19

85.40%

n

Jun-19

83.47%

n

86.39%

n

Jun-19

93.42%

n

96.48%

n

Other Cancer Targets:
Cancer Waits: Breast Symptoms Seen In 14 Days

EB8

Cancer Waits: Treatment Within 31 Days Of Diagnosis

96.00%

Jul-19

96.89%

n

EB9

Cancer Waits: Subsequent Surgery In 31 Days

94.00%

Jul-19

100.00%

n

Jun-19

95.45%

n

98.99%

n

EB10

Cancer Waits: Subsequent Drug Treatment In 31 Days

98.00%

Jul-19

100.00%

n

Jun-19

100.00%

n

100.00%

n

EB11

Cancer Waits: Subsequent Radiotherapy In 31 Days

94.00%

Jul-19

100.00%

n

Jun-19

100.00%

n

100.00%

n

EB13

Cancer Waits: NHS Screening RTT In 62 Days

90.00%

Jul-19

92.31%

n

Jun-19

100.00%

n

90.00%

n

EB14

Cancer Waits: Consultant Upgrade To Treatment In 62 Days

Higher

Jul-19

89.58%

Jun-19

85.11%

EA10

One Year Survival Rate: All Cancers (Annual Data Collection)

Higher

2016

72.2

2015

71.4
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89.29%

Trend

n

EB6

EB7

Trend

Trend

`

Performance Indicators
Ref. Mental Health

Target

Current Period

Previous Period

Yr To Date

66.70%

Aug-19

75.95%

n

Jul-19

74.94%

n

75.95%

n

1.83%

Jun-19

1.75%

n

May-19

1.82%

n

5.52%

n

IAPT: Recovery Rate

50.00%

Jun-19

53.25%

n

May-19

52.44%

n

53.09%

n

EH1

IAPT: 6 Week Waits

75.00%

Jun-19

97.50%

n

May-19

98.84%

n

98.43%

n

EH2

IAPT: 18 Week Waits

95.00%

Jun-19

100.00%

n

May-19

100.00%

n

100.00%

n

EH14

Psychosis: First Treated In 2 Weeks

56.00%

Jul-19

50.00%

n

Jun-19

57.14%

n

57.14%

n

ER1

Learning Disabilities/Autism: Number In Inpatient Care

Lower

Aug-19

9

Jul-19

8

EBS3

Care Programme Approach: 7 Day Follow-Up

95.00%

Q1 19/20 92.86%

n

Q4 18/19 98.78%

n

92.86%

n

EH9

C&YP Mental Health: Access Rate

34.00%

Q1 19/20 14.45%

n

Q4 18/19

n

14.45%

n

EH10

C&YP Routine Eating Disorders: 4 Week Waits

95.00%

Q1 19/20 66.67%

n

Q4 18/19 33.33%

n

66.67%

n

EH11

C&YP Urgent Eating Disorders: 1 Week Waits

95.00%

Q1 19/20

n
zero activity

Q4 18/19 50.00%

n

EAS1

Dementia: Diagnosis Rate

EA3

IAPT: Access Rate

EAS2
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Ref. Quality of Care

###

Target

Current Period

6.41%

9

Previous Period

Jul-19

0

n

Jun-19

0

n

Healthcare Associated Infections: MRSA

0

Jul-19

1

n

Jun-19

0

Healthcare Associated Infections: Clostridium Difficile

71

Jul-19

6

n

Jun-19

9

EBS1

Mixed Sex Accommodation: Breaches

0

Jul-19

12

n

Jun-19

6

EBS2

Cancelled Operations: Not Treated In 28 Days

Lower

Q1 19/20

4.33%

Q4 18/19

7.02%

Urgent Operations: Cancelled For Second Time

EAS4
EAS5

Ref. Community Care

Target

CC1

Pathfinders: Referrals

Higher

CC1a

Pathfinders: Sent To A&E

EN1

Personal Health Budgets: Number Of Patients

EO1

C&YP Wheelchairs: 18 Week Waits

EO2

GP Out Of Hours: Attendances

EP1

e-Referral Service: Utilisation Rate

Current Period
Aug-19

186

Lower

Aug-19

14.52%

130

Q1 19/20

106

92.00%

Q1 19/20 95.65%

Higher

Jun-19

993

100.00%

Jun-19

76.74%

0

n

n

1

n

n

34

n

n

27

n

285

Jul-19

17.19%

n

Q4 18/19

100

n

Q4 18/19 100.00%

n

May-19

1,171

May-19

79.52%

Trend

4.33%

Previous Period
Jul-19

n

Yr To Date

0

EBS6

Trend

Yr To Date

Trend

1,089
13.96%
n

106

n

n

95.65%

n

n

78.69%

3,320
n

Where a national or local standard/target exists, this is shown in the target column. For other indicators, the target column shows where a favourable trend would be higher or lower.
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Comments
Commissioner / Performance Comments
A&E:
With effect from April 2019, Leigh Walk In Centre falls under Wrightington, Wigan & Leigh NHS Trust (WWL), rather than Bridgewater Community Healthcare NHS Trust. To
reflect this change, WWL's overall A&E performance is based on performance at both the Royal Albert Edward Infirmary (Type 1 & 3) units and also the Leigh Walk in Centre
unit.
WWL overall A&E August performance is below the 95% national standard at 90.04%, a 4% reduction on July performance. A total of 12,276 patients attended both the Royal
Albert Edward Infirmary/Leigh Walk In Centre units, of which 11,053 were seen within 4 hours.
A&E attendances in August decreased by 9 per day in comparison to July, averaging 266 per day with a maximum of 317 (Bank Holiday Monday 26th August).
Ambulance turnaround time has continued to sit inside the 30:00 minute target since changes to the ambulance handover process at A&E were introduced.
For the month of August, Wigan ranked 2nd in GM at an average of 26:21 a reduction of 00:17 (MM:SS) on the July performance. Highfield Ward (10 bedded escalation ward)
does continue to be in operation daily to manage inpatient capacity. There were no ward closures due to infection control outbreaks.
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Ambulance Response: Category 1 & 2 Mean Time Across NWAS:
NWAS haven't achieved the Category 1 (07:00 mins) & Category 2 (18:00 mins) response standards since the new measurements were introduced in August 2017.
In August 2019 the number of Cat 1 incidents is 9,831, which is above the 2018/19 average monthly figure of 9,031 giving a performance of 7:16 mins. The number of Cat 2
incidents is 49,468, which is above the 2018/19 average monthly figure of 49,211, giving a performance of 22:16 mins.
NWAS will be inducting new staff across the whole North West footprint in the next 6 months. Levels of activity will be mapped against times of the day and staff/vehicles will be
plotted against this activity to ensure the greatest impact from the recruitment. Once this exercise has been completed Wigan will be informed of how many new staff from this
cohort they will be receiving. Further plans to achieve the Category 2 repsonse time standard continue to be developed.
Delayed Transfer Days: Wigan LA Residents At All Providers:
During July 2019 there are 471 delayed days for Wigan patients, which is 121 above the July plan of 350. North West Boroughs is the provider responsible for the highest
number of the delayed days with 258 out of the Wigan total of 471. There were 105 delayed days at Wrightington, Wigan & Leigh NHS FT.
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Comments
Commissioner / Performance Comments
18 Weeks RTT: Incomplete Pathways Performance:
During July the percentage of referral to treatment incomplete pathways (patients yet to start treatment) within 18 weeks is below the national standard of 92% at 91.22%. A total of
23,470 patients are recorded as waiting at the end of July, with 21,410 waiting less than 18 weeks. Year to date (April to July) performance is also below standard at 91.54%.
Performance at WWL for WBCCG patients is above standard in July at 92.92%. However, there are 7 specialties that have failed to achieve standard: General Surgery (84.97%),
Urology (89.59%), Ophthalmology (91.66%), Neurosurgery (87.50%), Cardiothoracic Surgery (87.50%), Thoracic Medicine (84.67%) and Other (90.93%).
General Surgery has not achieved the standard for over 12 months due to capacity issues. To combat this they are looking at increasing non-elective capacity that will improve the
long term position by treating Gallbladders on first admission rather than bringing them back as electives.
Urology – WWL have 4 substantive consultant posts, 1 of which in rotation covers on-call and has no elective commitments. Again during the holiday period capacity has naturally
been reduced. Demand however is high and the Trust are looking at the referral patterns and where they are coming from as well as deflecting some service lines.
Cardiothoracic Surgery – This is a tiny outpatient service provided by a visiting Consultant (circa 10 referrals per month) so minor fluctuations can make WWL fail the standard.
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Neuro Surgery – There are less than 10 patients on an open pathway at any one time, so even one patient over 18 weeks means the Trust fail. This happens most months as
WWL get later referrals from SRFT where the patients have had to go through Neurological appointments first.
Thoracic (Respiratory) Medicine – WWL are down on a Respiratory Consultant (since Jan 2019), taking the team from 5 WTE to 4. They have recently began to pilot the use of
alternative staffing models, utilising some of the respiratory specialist nursing team, which they hope will start to see an improvement in the open pathway performance in Q2/Q3.
Oral Surgery – Additional sessions were put on late in the month however patient choice meant the take-up for these for breaches was poor. During the holiday period the take-up
for these lists has been poor.
18 Weeks RTT: Incomplete Pathways Waiters:
CCG’s have been tasked to gradually reduce waiting list sizes to March 2018 levels throughout 2019/20. The baseline figure for Wigan Borough CCG is 19,524.
The number of patients waiting at the end of July is 23,470. This is 3,170 (15.62%) above the July plan figure (20,300) and 3,946 (20.21%) above the March 2018 baseline
position.

Page 7

Comments
Commissioner / Performance Comments
18 Weeks RTT: Patients Waiting >52 Weeks:
There was 1 patient on an incomplete pathway waiting longer than 52 weeks for treatment in July 2019. This breach occurred at Bolton NHS Foundation Trust, and the patient was
recorded as waiting for Gynaecology treatment.
Bolton NHS Foundation Trust has advised via Bolton CCG that the patient was discharged back to her GP following a change in guidance but the patient continued to be seen as
a follow up patient in clinic with inappropriate RTT status as the episode remained open. The incident has been reported via the Trust's governance route to NHSI and internally
within Bolton CCG. The RCA with timelines and mitigating actions for implementation has been shared with WBCCG.
Bolton NHS Foundation Trust have advised that the patient has since been treated on 23/08/2019.
18 Weeks RTT: New Pathways:
The number of new RTT pathways reported in July is 11,676, this is 96 higher than the July plan of 11,580.
Diagnostics: 6+ Week Waiters:
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During July, the percentage of Wigan Borough patients waiting over 6 weeks was above (worse than) the 1% target, with 1.69% of patients (102 breaches from 6,033 tests) waiting
longer than 6 weeks. Magnetic Resonance Imaging (39/1172, 3.33%) and Non-Obstetric Ultrasound (14/1931, 0.73%) are the procedures with the most waiters over 6 weeks.
Salford Royal (49/495, 9.90%) is the provider with the most waiters over 6 weeks. Performance at WWL (33/4628, 0.71%) is better than the 1% target.
WWL is starting to reduce the backlog of radiology tests again in July although there were 7 NOUS breaches. The Trust are receiving an increasing number of referrals which are
putting pressure on their capacity. All the necessary business cases for recruitment are progressing and in the interim they are utilising a large number of additional lists covered
by staff overtime to manage their breach position.
The reasons for the backlog of Endoscopy Tests is due to specialist capacity, specifically within Colorectal surgery (the 4 colons) and EUS (the 12 gastroscopies). The surgical
division at WWL have recently taken on a FT agency locum, which will increase the capacity for the surgical colonoscopies, which should help to free up some specialist capacity
on the permanent colorectal surgeons lists. As for the EUS patients, WWL continues to work on ensuring as many of the EUS lists are backfilled on a regular basis, as well as
running the occasional Saturday lists to try and increase the number of EUS slots available. However, the waiting lists are sent to the consultant team on a regular basis to ensure
that all patients are being dated with an appropriate priority. The breaches in Flexi Sigmoidoscopy is also down to the holiday period and the patients requiring a specific consultant
causing a spike in their waiting times.
As reported previously, Salford Royal (SRFT) has seen a significant rise in demand for MRI and Non Obstetric Ultrasound in the months between January and July 2019. Demand
for MRI has increased between 8% and 20% over this period. Along with the increase in demand there have been issues around capacity linked to the national shortage of
radiographers. Despite comprehensive mitigating actions put in place by SRFT and the robust scrutiny put in place by Salford CCG they are not anticipating achieving this target in
2019/20 in view of the deteriorating performance and the scale of recovery required. This position will undoubtedly continue to have an impact on the diagnostic performance of
WBCCG until resolved.
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Comments
Commissioner / Performance Comments
Cancer Waits: Breast Symptoms Seen In 14 Days
All cancer targets were mey this month excluding urgent referral for breast symptoms.
During July, the percentage of patients seen within two weeks of an urgent referral for breast symptoms where cancer was not initially suspected was below the national standard
of 93% at 85.40%.
A total of 137 patients were seen during the month, of which 117 were seen within two weeks. A total of twenty patients did not achieve the standard of which seven were at WWL
and the remaining thriteen were from a number of out of borough hospitals. This is the seventh consecutive month that this indicator has failed standard.
The volume of referrals are having an impact on achieving breast cancer targets and the directorate team have put in measures were posible to improve the overall achievement.
IAPT: Access Rate
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WBCCG IAPT Access Rate was below the monthly plan of 1.83% in June 2019 at 1.75%. This is the second consecutive month where performance was below plan. However,
year to date (April to June) performance is better than plan (5.50%) currently at 5.52%.
Psychosis: First Treated In 2 Weeks
Performance of 50% was below the 56% standard in July 2019 (1 breach out of 2 patients). This is the second month in the current financial year that the CCG has not achieved
standard. However, year to date (April to July) performance is above standard currently at 57.14%.
Care Programme Approach: 7 Day Follow-Up
The Care Programme Approach (CPA) standard of 95% of patients to be followed up within 7 days of discharge from Mental Health inpatient care failed in Quarter 1 (169 / 182,
92.86%). This is only the second quarter that the standard has not been achieved since 2015/16. The majority of WBCCG patients were under the care of North West Boroughs
Healthcare NHS Foundation Trust (165/178, 92.70%).
C&YP Routine Eating Disorders: 4 Week Waits
During Q1 2019/20 the percentage of patients whose treatment began less than 4 weeks after referral is 66.67% (6/9), which is below the standard of 95%.
Healthcare Associated Infections: MRSA
There was 1 MRSA bacteraemia reported for Wigan Borough CCG patients during the month of July 2019. The first reported case in the current financial year. The case is now
subject to the Health Economy/ WBCCG Post Infection Review (PIR) Process. All identified learning will be shared.
Healthcare Associated Infections: Clostridium Difficile
The number of Clostridium Difficile infections reported for Wigan Borough CCG patients during July is 6, with the number of year-to-date (April to July) infections currently at 34.
The full-year threshold is no more than 71 infections across the CCG population. All cases are subject to the Health Economy/ WBCCG Root Cause Analysis (RCA)/ PIR Process.
All identified learning is shared with individual care providers and actions addressed and monitored. Anonymised learning is shared quarterly across the Wigan Health Economy.
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Comments
Commissioner / Performance Comments
Mixed Sex Accommodation Breaches
Twelve mixed sex accommodation (MSA) breaches were reported for Wigan Borough CCG patients in July 2019. Of which, two breaches were reported by Bolton NHS Trust
(Royal Bolton Hospital), five by Lancashire Teaching Hospitals NHS FT (Royal Preston Hospital) and five by Wrightington Wigan & Leigh NHS FT (Royal Albert Edward Infirmary).
WBCCG have requested further information in relation to the breaches at Bolton NHS Trust and Lancashire Teaching Hospitals NHS FT and are currently awaiting a response.
Personal Health Budgets: Number Of Patients
The number of personal health budgets in place at Q1 2019/20 is 106. This is below the Q1 2019/20 plan of 130.
e-Referral Service: Utilisation Rate
The indicator measures the percentage of referrals for a first outpatient appointment that are made using the NHS e-Referral Service (e-RS). The ambition is that e-Referral
Utilisation coverage should be 100%. In June the e-RS Utilisation coverage was below the 100% target at 76.74%.
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Glossary of NHS Performance Indicators
Indicator

Description

Data Source

A&E Waits: Within 4 Hours at WWL

Percentage of A&E attendances at WWL (Type 1 & 3), where the patient spent 4 hours or less in A&E from arrival to
transfer, admission or discharge (All Patients).

NHS England

A&E Attendances: Total at WWL

Number of A&E attendances (Type 1 & 3) at WWL (All Patients).

NHS England

Walk In Centre Waits: Within 4 Hours

Number of attendances at Leigh Walk In Centre (All Patients).

Ambulance Response: Category 1 Calls
Across NWAS

Calls from people with life threatening illnesses or injuries - Time critical life-threatening event needing immediate
intervention and/or resuscitation. Example – Cardiac or respiratory arrest; airway obstruction; ineffective breathing;
unconscious with abnormal or noisy breathing; hanging. Mortality rates high, a difference of one minute in response
time is likely to affect outcome and there is evidence to support the fastest response. NWAS performance is based
upon the (mean) average time (7 mins) for response to all incidents.

NHS England

Ambulance Response: Category 2 Calls
Across NWAS

Emergency Calls - Potentially serious conditions (ABCD problem) that may require rapid assessment, urgent onscene intervention and/or urgent transport. Example – Probable MI, serious injury, stroke, sepsis, major burns, fits,
unconscious with normal breathing. Mortality rates are lower; there is evidence to support early dispatch. NWAS
performance is based upon the (mean) average time (18 mins) for response to all incidents.

NHS England

Ambulance Handover: Over 30 Minutes At
WWL

Percentage of handover delays of longer than 30 minutes. Handover should be fully completed and the patients
physically transferred onto hospital apparatus. Ambulance apparatus must have been returned, enabling the
ambulance crew to leave the department (All Patients).

NWAS Portal

Ambulance Crew Clear: Over 30 Minutes
At WWL

Percentage of crew clear delays of longer than 30 minutes. Time at which crew/vehicle should be ready for the next
call.

NWAS Portal

Delayed Transfer Days: Wigan LA
Residents At All Providers

Number of delayed transfers of care (delayed days) by Local Authority (attributable to either NHS, social care or both)
per month. A delayed transfer of care occurs when a patient is ready for transfer from a hospital bed, but is still
occupying such a bed. A patient is ready for transfer when:
(a) a clinical decision has been made that the patient is ready for transfer AND (b) a multi-disciplinary team decision
has been made that the patient is ready for transfer AND (c) the patient is safe to discharge/transfer.

NHS England

18 Weeks Referral To Treatment (RTT):
Incomplete Pathways

Percentage of incomplete pathways within 18 weeks for WBCCG patients at all providers on incomplete pathways at
the end of the period. Operational standards state that the percentage of incomplete pathways within 18 weeks should
equal or exceed 92%.

NHS England

18 Weeks Referral To Treatment (RTT):
Patients Waiting >52 Weeks

Total number of WBCCG patients waiting longer than 52 weeks for treatment (All providers).

NHS England

18 Weeks Referral To Treatment (RTT):
Total Patients Treated:
Admitted and Non-Admitted

Total number of WBCCG admitted and non-admitted patients treated (All providers).

NHS England

Diagnostics: 6+ Week Waiters

Percentage of WBCCG patients waiting 6 weeks or more for a diagnostic test and the number of diagnostic tests
carried out (All Providers).

NHS England

Urgent Care

Leigh Walk In Centre
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Planned Care
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Glossary of NHS Performance Indicators
Indicator

Description

Data Source

Cancer 14 Day Waits:
Total seen and Seen Within 14 Days Of An
Urgent GP Referral:

Percentage/number of WBCCG patients seen within two weeks of an urgent GP referral for suspected cancer (All
Providers).

NHS England

Cancer 31 Day Waits:
Percentage Treated Within One Month of a
Cancer Diagnosis

Percentage of WBCCG patients receiving first definitive treatment within one month (31 days) of a cancer diagnosis
and the percentage of patients receiving subsequent treatment for cancer with 31 days (All Providers).

NHS England

Cancer 62 Day Waits:
Percentage Treated Within Two Months of
an Urgent GP Referral

Percentage of WBCCG patients receiving first definitive treatment within two months (62 days) of a an urgent GP
referral for suspected cancer. Percentage of WBCCG patients receiving first definitive treatment for cancer within 62
days of referral from a NHS Cancer Screening Service. Percentage of patients receiving first definitive treatment for
cancer within 62 days of a consultant decision to upgrade their priority status (All Providers)

Cancer One Year Survival Rate All
Cancers:

One-year net survival for adults diagnosed with cancer (aged 15 - 99 years), 95% confidence intervals.

NHS Digital

Diagnosis rate for people aged 65 and over, with a diagnosis of dementia recorded in primary care, expressed as a
percentage of the estimated prevalence based on GP registered populations

NHS Digital

IAPT Access Rate

Proportion of people that enter treatment against the level of need in the general population; i.e. the proportion of
people who have depression and/or anxiety disorders who receive phsychological therapies (All Providers).

NHS Digital

IAPT: Recovery Rate

The proportion of people who complete treatment who are moving to recovery. Wigan Borough CCG Patients (All
Providers).

NHS Digital

IAPT: 6 & 18 Week Waits:

The proportion of people that wait 6 & 18 weeks or less from referral to entering a course of IAPT treatment against
the number of people who finish a course of treatment in the reporting period. Wigan Borough CCG Patients (All
Providers).

NHS Digital

Early Intervention in Psychosis (EIP)

Access and waiting time standard requires that more than 50% of people experiencing first episode psychosis will be
treated with a NICE recommended package of care within 2 weeks of referral.
% of WBCCG patients receiving treatment (All Providers).

Learning Disabilities/Autism: Number In
Inpatient Care

The number of people registered with the CCG who have a learning disability and/or autistic spectrum disorder that
are in inpatient care for mental and/or behavioural healthcare needs.

WBCCG Commissioning
Dept

Care Programme Approach: 7 Day FollowUp:

The proportion of patients on Care Programme Approach discharged from inpatient care to their place of residence,
who receive a follow up within 7 days of discharge.

NHS England

C&YP Mental Health: Access Rate

The proportion of children and young people aged 0-18, with a diagnosable mental health condition, receiving
treatment by NHS funded community services in the reporting period.

NHS England

C&YP Routine Eating Disorders: 1 & 4
Week Waits:

The proportion of children and young people with eating disorders (urgent cases) that wait 1 week or less from referral
to start of NICE-approved treatment.
The proportion of children and young people with eating disorders (routine cases) that wait 4 weeks or less from
referral to start of NICE-approved treatment.

NHS England

Cancer Care

NHS England

Mental Health
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Dementia: Diagnosis Rate:
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NHS England

Glossary of NHS Performance Indicators
Indicator

Description

Data Source

Number of urgent operations that are cancelled by WWL for non-clinical reasons, which have already been previously
cancelled once for non-clinical reasons (All Patients).

NHS England

Quality of Care
Urgent Operations Cancelled For A
Second Time
Healthcare Associated Infections: MRSA

Total number of cases of Methicillin-resistant Staphylococcus aureus (MRSA), by CCG.

PH England

Healthcare Associated Infections:
Clostridium Difficile

Total number of infections for patients aged 2 years and over, by CCG

PH England

Mixed Sex Accommodation (MSA)
Breaches
Cancelled Operations Not Treated In 28
Days

All providers of NHS funded care are expected to eliminate mixed-sex accommodation, except where it is in the
overall best interest of the patient . The number of occurrences of unjustified mixing in relation to sleeping
accommodation (breaches) must be resported for each patient affected.

NHS England

Percentage of patients who have operations cancelled, on or after the day of admission (including the day of surgery),
for non-clinical reasons . Patients should be offered another binding date with 28 days, or the patient's treatment to be
funded at the time and hopsital of their choice. If after 28 days of a last minute cancellation the patient has not been
treated then a breach is recorded.

NHS England
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Community Care
The number of ambulance responses diverted to Bridgewater Community by NWAS Pathfinders.

Bridgewater Community
Healthcare NHS
Foundation Trust

Pathfinders: Sent To A&E

The proportion of Pathfinder calls referred on to A&E by Bridgewater.

Bridgewater Community
Healthcare NHS
Foundation Trust

Personal Health Budgets:
Number Of Patients

The number of personal health budgets that have been in place, at any point during the reporting period.

C&YP Wheelchairs: 18 Week Waits

The percentage of children that received equipment after 18 weeks of being referred to the wheelchair service within
the reporting period (quarter) .

GP Out Of Hours: Attendances

Number of face to face consultations at Wigan GP Out Of Hours.

e-Referral Service: Utilisation Rate

The percentage of referrals for a first outpatient appointment that are made using the NHS e-Referral Service (e-RS).

Pathfinders: Referrals:
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WBCCG
Continuing Healthcare
NHS England

Bridgewater Community
Healthcare NHS
Foundation Trust
NHS Digital
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Developing a System Wide
Approach to Intelligence – Update
Page 79

October 2019

Background

Page 80

• Shadow Joint Commissioning Committee received
Outcomes framework and metrics on a quarterly
basis
• Following the formation of the ICC in April 2019
agreed the requirements had changed and a review
was required
• Approach outlining new approach was endorsed and
agreed at June 2019 ICC

Current Position
As new approach is developed:
• GM Transformation Fund metrics reporting provided on a
quarterly basis to ICC
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• System wide outcomes metrics provided to ICC on a quarterly
basis for information
• Performance reporting to CCG Finance and Performance
committee quarterly
• Updates on progress towards new approach to be brought to
ICC on a quarterly basis with examples of latest work

The Brief……
• Review current approach to intelligence /
performance reporting to ICC
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• Scale up our use of local data from the services
to measure what is more meaningful locally
• Understand the impact our commissioning
decisions are having in-year rather than several
years later

The Brief Cont’d
It’s not just about the metrics:
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• More evaluation of services /commissioning / policy
decisions supported by statistical analysis and impact
of commissioning decisions on our residents
• Engagement with residents to be part of the
approach providing richer intelligence
• We need a narrative to describe the journey and
impact for our residents

Progress to Date
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• A stock take has begun to look at intelligence /
performance reporting that currently takes place
within the Boards that sit below the ICC to make the
relevant connections and ensure a coherent
approach
• Different boards at different stages e.g. some require
a whole needs assessment to inform strategy, whilst
others require evaluation and impact assessment
• Analysts aligned to each group to scope out
requirements and put a delivery plan in place

Progress to Date
• Mental Health Board
ToR complete
Baseline performance reporting taking place
Wider needs assessment underway
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•

Population Health Board
Identified providers
Audit completed
Framework developed and to be reported at SDF level to Board

• Domestic Needs and Asset Assessment
Data Collection underway
Consultation underway

Progress to Date
• Research in to methodologies and approaches that can support
the development of a new intelligence offer

Page 86

• A workshop took place with key analysts and service leads to:
– share, appraise and discuss methodologies that would
inform approach
– Share learning from previous experience
– Identify data sets that would be useful
– Make connections to other key strategic groups

Outcome of research and next Steps
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Vulnerable Localities Index first draft developed:
– The Vulnerable Localities Index (VLI) is a method
which can help to identify residential
neighbourhoods that require prioritised attention
– Will be supplemented by additional data sets, an
asset index approach – links to Kings Fund and
CLES work

Phase 1 of VLI
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October - January
• SDF's SWOT based on Vulnerable Localities Index
for 3 SDF's with supplementary variables - Wigan
Central, Leigh and Hindley (Sport's England ones)
• Supplemented by Sport England type approach
• Consider benefits of individual Start Well, Live
Well, Age Well/Dying Well indices versus one
overarching index

Phase 1 of VLI – Potential Indices
Measure
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Universal Credit Recipients
Long-Term Worklessness
Alcohol Related Hospital Admissions
Obesity
Burglary in a Dwelling
Criminal Damage in a Dwelling
Fuel Poverty
Domestic Abuse Incidents
Income Deprivation (IMD)
Health Deprivation (IMD)
Free School Meals
Child High Intensity A&E Users
CAMHS Activity
Child Tooth Decay
Early Help Activity
Childhood Obesity
Looked After Children
Mental Health Referrals
Mental Health Prevalence
Hospital Admissions
Hospital A&E Attendances
Proportion using social care receiving direct payments
Community Services activity
Patient Experience (GP)
Schools Performance
CIF Investments

Whole
System
Y
Y
M
Y
Y
Y
Y
Y
Y
Y

Start Well

Live Well

M

Y
Y
Y

Assets /
Age Well / Confidence
Dying Well / Cohesion

Y

Y
Y
Y
Y
Y
Y
Y
Y
Y

Y
Y

Y

Y

Y
Y
Y
Y
Y
Y

Granularity

Update frequency

LSOA

Monthly

GP Practice (LSOA Proxy)
GP Practice (LSOA Proxy)
LSOA
LSOA
LSOA
LSOA
LSOA
LSOA
LSOA
GP Practice (LSOA Proxy)
GP Practice (LSOA Proxy)

Monthly

?
LSOA
GP Practice (LSOA Proxy)
GP Practice (LSOA Proxy)
GP Practice (LSOA Proxy)
GP Practice (LSOA Proxy)
LSOA
LSOA
GP Practice (LSOA Proxy)
LSOA

Monthly
Monthly
Annual / Longer?
Monthly
Infrequent
Infrequent
Annual
Monthly
Monthly

Annual
Annual
Monthly
Annual
Monthly
Monthly
Monthly
Monthly
Annual
Annual
?

Phase 2 of VLI – targeted locality
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• Drill down further using LSOA population –
Glebe St, Prescott St and Grasmere St to build
a picture of Impact of Austerity that can be
scaled up – two way conversation between
strategic, scanning tool and on-the-ground
knowledge
• Identify opportunities to address challenges

Phase 3 - Engagement
• Review engagement framework currently underway
to answer the following:
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What tools and techniques / assets do we
currently have?
How do we want to develop them?
Build capacity around citizen research and
problem solving approach - training members and
other professionals through the development of a
citizens leadership group

A worked example using the Complex
Dependency approach
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Background
Keyworker approach
Understanding dynamics & testing approaches
Evaluating the asset based approach in
enforcement environment
• Lives, Service, System
•
•
•
•

INSIGHT BASED ANALYSIS
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• A framework of analysis used to assess what
is often the subjective opinion
• Shaped by a series of sources
• “Grounded theory”
• Information collected using an ‘ethno-lite’
approach

INSIGHT BASED ANALYSIS
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• Life Dynamics – chaos,
health, money, work, social
attitudes and social
networks
• Predictors and trigger
points
• Tracking increase in
resilience
• Tracking changing
behaviours

Summary of Reporting
Outcome
Reporting
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System Reporting

• HWP Outcomes Report to HWP Board - quarterly
• ICC Systemwide outcomes report to ICC - quarterly
• Quality Assurance Framework reporting to ICC – quarterly - in development

• ICC Transformation Metrics Report to ICC - quarterly
• HWP reporting outcomes and stretch target reporting to HWPB - quarterly
• CCG Performance Hi-light report to CCG Finance and Performance Committee - quarterly

• Childhood obesity & Child dental health
• Low level mental health
• Bed capacity analysis
• Public Health and SDF profiles
• Complex Dependency Evaluation
Deep Dive / Case
• VLI and Integration Index – in development
study Analysis
• Admissions analysis

. Reablement / Housing Need
. Community Services evaluation
. Mental Health Needs Analysis
. Impact of Austerity
. Domestic Abuse Assets and Needs Assessment
. Customer Journeys
. A & E attendance analysis and standards

All to be reported to ICC within a rolling workplan
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Thank you
Any Questions?

Integrated Commissioning Committee
Agenda Item Number: 7.1

Date: 23 October 2019

REPORT TITLE:

Person and Community-Centred Approaches (PCCA)
Update & Next Steps

REPORT AUTHOR:

Greater Manchester Commissioning Leadership Group

PRESENTED BY:

Craig Harris, Managing Director/Accountable Officer
(CCG)

RECOMMENDATIONS/
DECISION REQUIRED:

Receive

EXECUTIVE SUMMARY:
At its meeting in September 2019 the Group discussed the attached paper with the following key
issue:
How localities will maintain a focus and necessary resource on PCCA programmes beyond the
availability of transformation funding, including how they will co-ordinate their range of PCCA related
activities into strategic and integrated plans to fully embed and sustain PCCA within locality
integrated place-based working. There also needs to be discussion on what, if any, co-ordinated
support at GM level localities might continue to need, beyond March 2020, on specific aspects of the
current PCCA programme.

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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GM Commissioning Leadership Group
Date:

11 September 2019

Subject:

Person and Community-Centred Approaches (PCCA) Update &
Next Steps

Report of:

Steven Pleasant, Chief Executive, Tameside MBC & Accountable
Officer, Tameside & Glossop CCG.

9

Warren Heppolette, Executive Lead, Strategy & System Development,
Greater Manchester Health & Social Care Partnership

PURPOSE OF REPORT:
This report provides an update on progress across GM on all the key areas of the
PCCA programme in the context of national policy and commitments in the NHS
Long-term Plan. It also outlines potential transition arrangements and handling
issues in the context of the closure of the GM-level PCCA programme.
KEY ISSUES TO BE DISCUSSED
The key issues to be discussed are how localities will maintain a focus and
necessary resource on PCCA programmes beyond the availability of transformation
funding, including how they will co-ordinate their range of PCCA related activities into
strategic and integrated plans to fully embed and sustain PCCA within locality
integrated place-based working. There also needs to be discussion on what, if any,
co-ordinated support at GM level localities might continue to need, beyond March
2020, on specific aspects of the current PCCA programme.
RECOMMENDATION

The GM Commissioning Leadership Group is asked to:


Note the good progress to date on PCCA across GM, and that GM
adoption of PCCA is – on the whole - at a critical transition phase, with
strong programmes and approaches now largely in place, but that need
fully embedding and sustaining.
1
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Consider how to best support localities to maintain their own focus on
PCCA in light of the risks outlined and the end of the current GM PCCA
programme phase, specifically:
o do colleagues wish to retain some of this capacity, recognising the
additional opportunities of NHS England & Improvement remaining
likely to match our investment?
o if they do, where should that capacity be sited for best effect?

CONTACT OFFICERS:
Giles Wilmore, Associate Lead: People & Communities
giles.wilmore1@nhs.net
Zoe Porter, Head of PCCA Delivery
zoe.porter1@nhs.net

2
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1.0

INTRODUCTION

1.1.

The PCCA programme outlined below was approved by the Strategic
Partnership Executive Board in January 2018. A programme budget was
allocated from the Transformation Fund to support delivery of the
programme across 18/19 and 19/20. In addition, GM has been (and
continues to be) a national Personalised Care Demonstrator, which has
brought additional NHS England resource.

1.2.

The PCCA programme covers three broad areas:

PCCA Framework Model
1.3

In 2017 the Health Foundation report What makes us healthy? showed that
only ten per cent of our health and wellbeing is impacted by our ability to
access health services. The other ninety per cent is impacted by wider social
determinants of health. There is therefore an increasingly strong rationale for
person and community-centred approaches to health and wellbeing, as well
as a growing evidence base that they positively impact both an individual’s
personal health outcomes, but also their dependence on more formal health
and care services. A literature review by the University of Westminster two
3
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years ago showed that people supported through social prescribing were
likely to have 24-28% fewer A&E attendances and GP appointments than
previously. The GM PCCA programme has therefore developed the following
framework model to ensure a consistent understanding and clear focus on the
key components of PCCA in practice.

2.0

NATIONAL CONTEXT

2.1

The NHS Long-term Plan sets ambitious targets nationally for different
aspects of personalised care and these are being disaggregated by NHS
England into annualised trajectories for each part of a country on a pro rata
basis. The key measures of success in personalised care being considered
by NHS England fall into three areas:


social prescribing: the number of new referrals made each year and the
number of social prescribing link workers in post;



personal health budgets: the total number of personal health budgets
(including integrated personal budgets) in place at any point in time – a
cumulative total;



personalised care and support plans: the total number of people with
holistic, health and wellbeing focused care and support plans in place at

4
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any point in time, following a strengths-based and person-centred
conversation with health or care staff; again this is a cumulative total.
2.2

The table below shows GM actual performance for 18/19 year and Q1 19/20
(latest data available). It also shows the 19/20 agreed NHS England target for
GM and the draft annual trajectories through to 23/24.
GM
performance

NHS
England
target
for
19/20

NHS England draft trajectories

20,000 34,000 48,000 63,000

18/19
year

Q1
19/20

20/21

21/22

22/23

Social Prescribing
(number of new
referrals)

8,011

5,850
annual
figure
predict:
c 2428,000

13,000

Social Prescribing
(number of link
workers)

n/a

109

64

107

147

Personal Health
Budgets

2,199

2,307

3,474

7,600

9,300

Personalised Care &
Support Plans

13,539

11,331

13,000

16,000 30,000 44,000 64,000

188

23/24

229

11,100 14,500

3.0

GM PCCA UPDATE

3.1

GM is rated as highly performing by NHS England and is one of about a
dozen ICS’s to be designated a Personalised Care Demonstrator site.
Commentary on specific areas of performance reflected in the figures above
is provided under the relevant sections below.

3.2

We have been developing, piloting and testing a standardised GM PCCA data
collection. This has now been confirmed and the Q1 2019/20 data above
comes from the first formal collection, as part of the GMH&SCP
transformation fund assurance. It includes all areas covered by NHS England
reporting in the table above, plus:


the number of GP practices making social prescribing referrals currently 314, which is around two thirds of GM GP practices;
5
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the rate of take-up of social prescribing referrals - reporting processes
vary across localities and are linked to the level of maturity of their
social prescribing scheme but, based on four complete locality returns
received, take-up for quarter 1 is 88%;



self-management and patient activation – over 4,000 people assessed
using the patient activation measure (PAM) or an equivalent, against
an NHS England expectation of 10,000 for the year;



measures focused on asset-based approaches (investment in, and
development of, local voluntary and community groups) - current data
is incomplete/inconclusive and is likely to understate the true position,
so we are doing more work with localities and VCSE colleagues to firm
up data definitions and collection.

Social Prescribing
3.3

Eight GM localities are now delivering holistic, locality-wide social prescribing
programmes, based on solutions that are more than medicine – connecting
people to non-medical care, support, information, advice and activities in the
community. In the remaining two localities: Bury are in set up mode and are
recruiting to key posts, so should be operational soon; Trafford have a
hospital-based social prescribing service at Wythenshawe and have plans to
commission social prescribing for mental health during 2019/20, but have yet
to develop a holistic locality-wide approach. Our hope is that GM will become
the largest city region in the country to have social prescribing available
uniformly across all its localities.

3.4

Data from six GM localities shows that over eight thousand people benefited
from social prescribing in 2018/19. Data from nine localities for the first three
months of 2019/20 shows that nearly a further six thousand social
prescribing referrals have been made, getting on for half our annual target in
one quarter. Social prescribing is usually hosted by the VCSE sector (with the
exception of Stockport and North Manchester, which have NHS provided
services) and employs link workers or community navigators. All schemes
take referrals from GPs, with most now also taking referrals from social care,
community health, mental health, the VCSE and self-referrals.

3.5

NHS England is funding Primary Care Networks (PCN’s) to recruit social
prescribing link workers through the GP contract. The expectation is that
there will be one link worker for each PCN (30-50,000 population) by the end
of 19/20, hence GM being set a target of 64 link workers for the year. This is
expected to rise to three link workers per PCN over the next two to three
years, with further NHS England funding expected to follow. These link
workers are meant to be additional to any that were already in place at the
6
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end of 18/19. As most GM localities are already delivering social prescribing,
largely with transformation funding, there are already over 100 link workers
across GM. PCN’s are being encouraged to combine new link worker funding
with resource committed to existing social prescribing schemes to avoid
isolated link workers in fragmented schemes and to maximise the impact of
larger scale social prescribing.
3.6

A business case has been submitted for digital transformation funding to
support the cross-GM roll-out of a digital social prescribing platform. When
introduced in Tameside & Glossop, this platform saw social prescribing
referrals double straight away as it enables direct referrals by GPs from EMIS.
It is now also being used in Salford and Stockport, with links to other GP and
patient/care record systems being developed. As well as managing social
prescribing referrals, the system provides a basis for data collection and
analysis with the ability to link this to data on personal health and wellbeing
outcomes. Work is in hand with localities to agree use of a consistent set of
personal outcome metrics across GM so that wider health and wellbeing
benefits are routinely captured and evaluated.

Personal Budgets
3.7

People are designing their own support – using personal budgets - where
their needs are more complex or round the clock, to ensure they are tailored
to the individual. A refreshed and integrated offer for personal budgets is
being developed in a number of localities, and all areas are ready to deliver
personal health budgets (PHBs) for people getting Continuing Healthcare
(CHC) at home and planning to expand beyond this group. During 2018-19
there were almost 2,200 PHBs in GM, a 44% increase on the previous year.

3.8

Although GM’s performance on PHB’s in 2018/19 was below the expected
NHS England trajectory, NHS England recognises the reasons for this and
that the rate of increase in PHBs during 18/19 and forecast for 19/20 is quickly
closing the gap against our expected position. More specific actions being
taken to support localities to improve their PHB position include:






An offer of support to undertake locality reviews of personal budget
approaches across health and social care, so that localities get new
momentum in this area.
An offer of direct in-site specialist support to develop robust personal
health budget offers in and beyond NHS Continuing Healthcare, including
for people getting Section 117 aftercare, for children, people at end of life
and for wheelchair services.
Cross GM ‘infrastructure’ work on critical issues such as
o the delegation of healthcare tasks for personal assistants (PAs) –
we are developing standards and models that can ensure that
7
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people can safely employ PAs to support them with healthcare
tasks and health staff can feel confident in offering PHBs more
widely.
o Where there is appetite, support to market development so that
people get good support to set up and manage PBs/PHBs,
particularly looking at brokerage, and the development of third party
providers.
o PA recruitment – we are working with the workforce collaborative to
build a PA recruitment website with Bolton, which will shortly be
offered to all localities to buy into, and would like, resource allowing,
to support further work on PA recruitment, as it is a key challenge
for personal budget and personal health budget holders who
choose a direct payment route.
Asset-based Approaches (VCSE Commissioning & Investment)
3.9

Recognising the strength of communities by adopting asset-based
approaches which help develop and sustain a strong and vibrant local
voluntary/community/social enterprise (VCSE) sector is vital. This must be
accompanied by a clear commissioning and investment strategy so that
voluntary/community groups and organisations have the capacity to provide
the support people need. Joint work is underway in the GM Commissioning
Hub, with the GM VCSE Devolution Reference Group, to develop a
framework and other support for localities to improve further their
commissioning of and investment in the VCSE and community development.

3.10

This VCSE investment and community development is, in our view, not
sufficiently prominent in NHS England’s Universal Personalised Care Model,
nor are there any measurement or reporting requirements nationally. Our
PCCA Framework Model (diagram at section 1.3) recognises that this is a key
inter-dependency for both social prescribing and personal budgets to operate
successfully. We have therefore included data collections on VCSE spend
and community development within our GM PCCA metrics. Not all localities
have managed to complete these returns for Q1, but we will work with them to
further clarify definitions and understand logistical issues going forward.

Person-centred Conversations
3.11

This means listening to what matters through person-centred conversations,
leading to a care and support plan that takes a holistic approach to health
and wellbeing. It is based on an individual’s goals and motivations, drawing
on support from friends, family, carers and community, as well as health and
care services. This approach encourages self-care and engages with people
as equal partners, so they can design their own support and may include
self-management education or health coaching techniques.
8
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3.12

Where localities have invested in developing their staff across health and care
in these skills there is evidence of greater confidence, understanding and
progress. Examples include: the ‘Let’s Talk’ programme in Trafford; the DEAL
in Wigan; the Coaching for Person-Centred Care programme in Tameside &
Glossop; and the Person, Partner, Place programme in Manchester. A first
iteration of a GM person-centred care and support plan digital template has
been developed to support work in this area. All localities are participating in a
cross-GM person-centred planning network to systematically build and sustain
training for person centred planning approaches. Hundreds of staff and
volunteers have received training to become confident and skilled in personcentred conversations.

3.13

We have also continued to support ‘innovation’ work for key groups of people,
working alongside other GM programmes including:

4.0



People with a learning disability: In June we published our report
‘Gloriously Ordinary Lives’ on work led by 4 localities to explore system
change driven by person centred conversations with people most risk of
institutionalisation and their families. We are building on this work with insite offers around preparing for adulthood, and direct support into the
bespoke commissioning workstream.



Older people needing support at home: we are leading the personalised
care trailblazer which is part of the Living Well at Home programme, and
supporting the contract reform work



End of Life: We worked with 3 areas to explore how person-centred
conversations could be embedded in support for people in their last year of
life, and the report is currently being written up. While the project is
formally over, we continue to work with the EoL SCN to support further
developments, including the development of prompt ‘key cards’ to support
GPs to include some key person-centred conversation starters in their
sessions.

GM PCCA CONTEXT & NEXT STEPS

GM White Paper on Unified Public Service
4.1

PCCA is an asset-based way of working that can and should be applied in
any public service context. Being person-centred, rather than organised
around service structures, it fits particularly well with integrated, place-based
public service and is at the heart of the reform principles. It can be adapted to
any service setting to form the underpinning working model and should
therefore be a key component in local delivery models to implement the
unified public service vision of the GM White Paper. PCCA is already being
embedded by LCO’s into integrated neighbourhood teams in the 30-50,000
9
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population neighbourhoods. The logical next step is to ensure this model of
working goes broader than health and care, and is central to wider placebased public service in these neighbourhood geographies.
GM Prospectus, Long-term Plan implementation and refreshed Locality Plans
4.2

GM’s commitment to PCCA was first articulated in detail in the Population
Health Plan, which sat alongside Taking Charge. This commitment has more
recently been updated in the GM Prospectus and will be part of GM’s
implementation planning response to the NHS Long-term Plan. Linked to this
and the development of the GM unified model of public service, the ten GM
localities are refreshing their 2015 Locality Plans to take account of this more
recent context and to reflect the progress they have made since then. The
original Locality Plans all talked about the importance of taking asset-based
approaches to community participation and development, and set clear
visions. These refreshed Locality Plans represent an excellent opportunity to
update on progress in each locality with PCCA, but also to make a clear and
ongoing commitment to this way of working, building on the successes to
date.

GM level support for PCCA
4.3

The GM PCCA programme is due to be wound down during the second half
of 19/20 and closed at the end of the financial year, with all staff in the current
PCCA team moving on. There has been strong commitment to, and
leadership of, PCCA within localities and we would hope that the winding
down of the GM programme is not seen as indicating PCCA ought to have
less of a priority focus for localities. But it does mean there will be minimal, if
any, support from GM to localities on the PCCA agenda beyond 19/20. Any
areas of support for PCCA that it is felt are still needed at a GM level will need
to be resourced and hosted by another GM programme or partner, or
collectively resourced and supported by the ten GM localities.

4.4

Our direct support into localities has been based on a ‘relational’ model of
getting alongside system leaders and champions and working with them to
add value to their work. All localities are receiving direct support to review and
accelerate their progress on local priorities for PCCA, with a range of practical
projects being supported through the GM programme such as: inclusive
planning to develop integrated personal budgets; direct support to develop
and establish social prescribing; community leadership development support
for the localities working collaboratively with their local VCSE.

4.5

There are a range of other GM programmes and partner organisations that
would have a natural fit in terms of taking on any GM level oversight and

10
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ongoing support for individual component parts of PCCA. These could include
the:
 Population Health Programme
 VCSE Devolution Reference Group
 Commissioning Hub
 LCO Network and Chief Officers’ Programme Board
 GMCA Public Service Reform Implementation Programme
 GM Workforce and OD programme.
4.6

Discussions are now commencing between the PCCA team and colleagues in
these areas to agree which parts of the PCCA programme fit best in the future
GM architecture, so that products and outputs from the PCCA programme are
not lost and continue to be available. But this will be about building on work
done under the PCCA programme to provide continued support to localities,
and will not include transfer of further resource or staff capacity.

4.7

If Commissioning Leaders feel that some level of continued support and coordination for this agenda at a GM level would be beneficial, and that different
GM programmes or structures leading different aspects of it would be too
fragmented, this would require some shared resource from the ten localities.
But this would not be significant. A locality owned shared co-ordination of
ongoing PCCA work could be delivered throughout 20/21 for around
£500,000. The GM PCCA programme already attracts NHS England
Personalised Care Demonstrator site funding of around a quarter of a million
each year, which is likely to continue if there is a continued GM co-ordination
and focal point for PCCA. Therefore matched funding of around £25,000 per
locality would make this a viable option. If Commissioning Leaders favour this
kind of option, then more detailed proposals can be developed, including
consideration of where such capacity should be sited for best effect.

Risks and mitigation
4.8

Although GM is rightly seen as one of the country’s leading ICS areas in
relation to its work and progress on PCCA, the overall approach is still at a
critical stage, as there are few places where PCCA has become sufficiently
embedded that it is the default working norm. Consequently, there are a
number of broad risks (outlined below) to PCCA across GM, picking up on the
Q2 assurance meeting themes of sustainability, scale and spread. Key risks
include:


Sustainability – localities are funding PCCA programmes from
transformation funding, which will have a year to eighteen months to run in
most places. Localities recognise the need to switch this funding to core
budgets. While plans are being drafted in some localities for this, it clearly
11
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represents a risk to sustainability. There is therefore a significant risk that
PCCA programmes, such as social prescribing, are not adequately
commissioned or sustained and therefore tail away after 19/20.


Scale – PCCA programmes, like social prescribing and personal health
budgets, need to operate at a larger scale than currently present in most
localities, and to ‘mature’ and become a fully embedded part of an overall
integrated system so that they can deliver the demand management
efficiencies that will make them financially sustainable in the longer term.



Spread – PCCA focus to date has largely been primary care, social care
and community, as part of the integrated approach within 30-50,000
neighbourhoods within LCO’s. There is a risk that PCCA does not
become routinely embedded across all relevant LCO delivery and
neighbourhoods if focus is not maintained, but also then that it becomes a
siloed operational model for this part of the system, and PCCA practices
are not mainstreamed in other service areas, such as elective care, or
indeed wider public service in a place and asset-based model of integrated
public service.

5.0

RECOMMENDATIONS

5.1

The GM Commissioning Leadership Group is asked to:


Note the good progress to date on PCCA across GM, and that GM
adoption of PCCA is – on the whole - at a critical transition phase, with
strong programmes and approaches now largely in place, but that need
fully embedding and sustaining.



Consider how to best support localities to maintain their own focus on
PCCA in light of the risks outlined and the end of the current GM PCCA
programme phase, specifically:
o do colleagues wish to retain some of this capacity, recognising the
additional opportunities of NHS England & Improvement remaining
likely to match our investment?
o if they do, where should that capacity be sited for best effect?

12
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17 September 2019

Dear Colleague
Person and Community-Centred Approaches: Next Steps
Following discussion at our meeting on 11 September, I agreed to write out to all members of the
group seeking a decision on the proposal I put forward at the meeting. The paper I presented at
the meeting is attached for information.
Context
We discussed the good progress that was being made across GM localities in progressing Person
and Community-Centred Approaches (PCCA) in a number of different ways, highlighted in the
paper. The most pertinent example is the high volumes of social prescribing, already exceeding
NHS England target expectations.
To date we have largely been in a phase of designing and establishing PCCA programmes of work
in our localities. Much of this is resourced from GM Transformation Fund, so our challenge now is
to sustain the good progress we are making, as we move into a phase of consolidation and
refinement.
For the first phase of this work we have been able to draw on support from the GM PCCA team.
This has followed a relational model of getting alongside system leaders and champions and
working with them to add value to their work, but not seeking to impose a standardised approach
or deliver a centralised programme with prescriptive performance targets. For the next phase of
consolidating and fully embedding PCCA, my belief is that we will continue to benefit from GM level
support and expertise if it continues to be delivered in this way.
Request
The Transformation Fund budget for the GM PCCA team expires at the end of March, so if we
agree we want to continue with some kind of shared GM level support we will need to each make a
financial contribution to the cost. However, I do not believe this will be significant for two reasons:
firstly because we will not continue to need the same level of support as during our design and
establishment phase; and, secondly, because NHS England are likely to continue to provide
additional funding to GM as a national Personalised Care Demonstrator site.
Therefore, the request to each locality is to contribute £25,000 for 20/21 to this shared resource.
NHS England funding for GM as a Personalised Care Demonstrator is likely to be around £250,000
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for 20/21. Although this is not a matched funding model, we will be unable to access this NHS
England funding if we do not have a system-wide point of contact and focus for our PCCA work at
GM level.
Value Added
The proposition is that we would move, during 20/21, towards a self-funding model of GM PCCA
support and expertise so that, if we decide that we want to continue this beyond 20/21, it would be
expected to attract external funding to cover its costs. We know that other sources of funding are
potentially available within NHS England, and other national bodies are increasingly interested in
supporting work in GM on this agenda because of the opportunities that devolution has brought for
closer integration, and because of our reputation for innovation and progress on PCCA.
I believe we will get significant value-added for quite a small investment from each locality. This will
include:






a dedicated point of expertise and capacity to help us trouble shoot, refine and grow our
PCCA models is areas such as social prescribing, personal budgets, personalised
care/support planning, asset-based approaches, community development etc;
capacity and co-ordination of cross-GM developments in partnership with localities – for
example the work on common digital platforms for social prescribing and care/support
planning, infrastructure for personal budgets (including PHBs), etc;
convening and facilitation of thriving GM networks that bring the ten localities together to
learn from each other and best practice nationally;
a focal point at GM level to maintain the profile of PCCA given the increasing political
interest, both within GM and nationally, on programmes such as social prescribing;
managing relations with national bodies, such as NHS England, to both access appropriate
support and funding opportunities, but also to both inform and stay close to national policy
developments.

Next Steps
In summary, the proposition is to see 20/21 as a transition year: for each locality to provide funding
of £25,000 to complete the movement into the next consolidated phase, enable us to secure next
year’s £250,000 NHS England demonstrator money, and move towards a self-sustaining model
beyond 20/21.
If we agree to support this approach going forward, we will need to discuss how this capacity sits
with us as a resource that works for us collectively as ten localities. If you are content to support
this proposal, the next step would be to bring forward costed proposals for what the capacity would
look like, and consider the governance of this shared resource.
Given the time critical nature of the decision required on this proposition, I would be grateful for
your response by Wednesday 16 October.
Many thanks.
Yours sincerely

Steven Pleasant MBE
Chief Executive, Tameside MBC/
Accountable Officer, Tameside & Glossop CCG
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TERMS OF REFERENCE – STRATEGIC COMMISSIONING GROUP
AUGUST 2019 (V1.0)
Purpose and Responsibilities
The Strategic Commissioning Group (SCG) is being established to offer joined up, system wide advice
to the Commissioning Leadership Group (CLG) and by extension, the Joint Commissioning Board
(JCB). It will also provide a forum to take forward specific pieces of work on behalf of the CLG and
JCB.
More specifically, the Group will:




Provide multi-disciplinary advice to the CLG and JCB, taking into account both place based
and profession specific perspectives
Provide connectivity between and across the existing governance infrastructure, particularly
those profession or discipline specific groups which exist at a GM level
Provide a forum to consider key strategic issues in an appropriate level of detail and from an
appropriately broad perspective

The group will also provide a forum for exploration of proposals and developments, as well as an
informal space to share key issues facing localities or the GM commissioning system as a whole
Authority
The Group’s role and authority will be split as follows:



Advice and support to the CLG
Informal forum for senior level commissioning development and support issues

Membership
The core membership of the group is:









10 x Place Based Commissioning leaders, (1 per locality, nominee for local determination)
GM Health and Social Care Partnership Executive Lead for Commissioning and Population
Health (or their representative)
Chair of the GM ADASS Group (or nominee)
Chair of the GM DCS Group
Chair of the GM Directors of Public Health Group
Chair of the GM CCG Directors of Commissioning
Chair of the GM CCG Chief Finance Officers
Managing Director of the GM Joint Commissioning Team

Given the nature of the group there is no requirement for voting rights to be defined.
Other members
Discussions have taken place with regard to the potential to co-opt additional attendees based on
the content of the agenda. Amongst those who may be invited to attend include representatives of:
2|Page
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Cancer Commissioning
Mental Health Commissioning
CCG Directors of Quality
Emergency Preparedness, Resilience and Response (EPRR)
LA Heads of Commissioning
LA Treasurers
CCG Deputy CFOs

Chair
A Chair and Vice Chair will be appointed from amongst the membership. It is envisaged that this will
be achieved by consensus amongst the members.
Quorum
Given the nature of the group, there is no formal quoracy requirement, although the nature of its
work makes it important for regular and consistent attendance to be achieved from all members.
Nominated deputies will be permitted to attend, by agreement with the Chair.
Support
Clerical and administrative support will be provided via the Joint Commissioning Team.
Meeting frequency
It is envisaged that the group will meet on a monthly basis.
Accountability
The group will report to the Commissioning Leadership Group.
Review of Terms of Reference
These terms of reference will be kept under review, with a view to reflecting any changes in
circumstances which may arise.

August 2019
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