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OPEN MEETING MINUTES (Unratified)
Meeting of the Integrated Commissioning Committee (ICC)
Held on Wednesday 27 May 2020, 3.00pm via video link
Present:
Cllr David Molyneux, Council Leader (ICC Joint Chair)
Dr Tim Dalton, Chair CCG Governing Body (ICC Joint Chair)
Dr Neeta James (NJ) CCG Prevention and Wellness Lead
Dr Jayne Davies (JD) CCG Children, Young Persons and Maternity Lead
Dr Gen Wong (GW) CCG Out of Hospital Care Lead
Dr Mohan Kumar (MK) CCG SWAN SDF Clinical Executive
Cllr Nazia Rehman, (NR) Council Portfolio Holder for Resources, Finance & Transformation
Cllr Keith Cunliffe, (KC) Council Portfolio Holder for Adult Social Care
Prof. Craig Harris, (CH) CCG Managing Director/Accountable Officer
Paul McKevitt, (PM) Director of Finance, Wigan Council & Chief Finance Officer, CCG
Stuart Cowley (SC) Council Director of Adult Social Care
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
Sally Forshaw, (SF) CCG Executive Nurse
In Attendance:
Brendan Whitworth, (BW) Council Assistant Director, Legal Services
Rebecca Murphy, (RM) Healthier Wigan Partnership Director
Jonathan Kerry, (JK) CCG Associate Director, Primary Care
Helen Scott, (HS) CCG Associate Director, Finance
Tim Collins, (TC) CCG Assistant Director - Governance, (Minutes)
ACTION
1

Chair’s Welcome (DM)
The Chair opened the meeting at 3:00pm welcoming all members and
attendees to the meeting.
Apologies for Absence
Cllr Jenny Bullen, Alison McKenzie-Folan, Dr Sanjay Wahie
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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.
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

ALL

Minutes from the previous meeting
The minutes of the meeting on 26 February 2020 were accepted as a true
and accurate record of the business of that meeting.

4

Actions/Decisions Log from previous meeting
There were no actions on the log brought forward from previous
meetings.

5

Strategic Commissioning Business
5.1

Proposed Changes to ICC Membership
CH presented the report which had been circulated prior to the planned
meeting in February but which was cancelled at short notice due to social
distancing guidelines.
FC commented that the work of the ICC is intended to be supported by a
number of Sub-Committees:





Strategy and Transformation
Integrated Quality
Patient and Public Advisory
Integrated Finance and Performance

and through these the ambitions of the Section 75 Agreement should be
translated into desired outcomes, supported by an effective audit regime.
2

Page 2

ACTION
It will be interesting to note how the aims and aspirations in the paper will
form part of detailed operational plans (the who, what, where, how, when
etc)

Resolved:
 The members approved the changes
membership found within the paper.
5.2

to

ICC

COVID-19 Briefing Paper
SF presented the paper which summarised the impact of changes
to service brought about by the COVID-19 pandemic particularly
the RAEI site, Leigh Community Ward, primary Care and staff
redeployment. The paper also described the challenges that had
been presented over the previous three months in delivering
infection prevention and control advice, inconsistencies in the
message and the use of personal protective equipment in all
settings.
There is positive work going on locally with involvement in national
trials and local audits and the care home reform board being
established but existing patterns of inequality have been
highlighted through the pandemic with delayed presentations
particularly in mental health. There were limitations in the report
but it does highlight the great work done.
KC commented that many aspirations discussed for years have
been achieved in a matter of weeks and we need to retain them as
there are lots of opportunities. A concern for the ICC is the NHS
national command and control regime and additional direction from
GM which may distract from the local need. The place based
approach should be maintained.
TD agreed and suggested that we need to influence at GM level
and emphasise that the borough’s citizens will want a local
approach.
Resolved:
 The members received the report.

6

Performance and Quality
6.1

CCG Performance Report Month12
3
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ACTION
JK introduced the report and pointed out that due mainly to staff
redeployment this report was CCG only but the borough-wide
version would return in July.
M12 data was impacted significantly by COVID-19 – on the positive
side there was an improving position on the key 4 hour indicator in
A&E at WWL, cancer waits were generally better than target and
mental health diagnosis rates showed a strong performance.
NWAS response times had improved. Referral to treatment times
need to improve and the impact of digital developments should
support this. There will be continued opportunity to improve
performance in the post COVID-19 world as re-design of services
is delivered.
FC commented that when compared with previous months it was
clear that some patients with serious conditions were not
presenting and we need to ensure that we can respond when they
start to come through. TD agreed and pointed out that we need to
build resilience before the additional referrals start to build.
CH added that there was a commissioning vacuum in the current
NHS command and control system and agreed with TD and KC’s
earlier comments that we need to underline the local place-based
needs.
KA referred to the current recovery stage but warned that there
may well be a second wave and we need to model this in to
autumn/winter planning using local surveillance methods.
Resolved
 The members received the report.
6.2

2020/21 Financial Position Council and CCG
PMc summarised the report and stated that for the Council the
impacts of Covid fall into two areas: increased costs and more
significantly a fall in anticipated income. The Government requires
the Council to submit a monthly Covid 19 return. The figures
contained in the report were based upon the May Covid 19 return
and projects the position to July, which is in line with the latest
guidance. However, it is inevitable that the costs and loss of
income will continue throughout the year and in the medium term.
4
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ACTION
For the CCG in response to COVID-19, a temporary financial
regime has been put in the place to cover the period April 2020 to
July 2020 by NHS England. The principle of the approach is that
during the four month period CCGs will break even on an in-year
basis.
Resolved:
 The members received the report.
6.3

CCG Quality Board Update May 2020
SF introduced the report which had been prepared on behalf of
WBCCG for inclusion on the Greater Manchester Health and Social
Care Partnership (GMHSCP) Quality Board agenda for the meeting
planned for 21st May 2020.

The report contained a section on the impact of COVID-19 but also
other areas of concern including CQC ratings, HM Coroner Reports
and CCG commissioner visits. All actions have been captured and
there will be an opportunity to develop this report more widely
across health and social care.
Resolved:
 The members received the report.
7

Greater Manchester Updates
7.1

CH provided a verbal update to the committee and advised that the
NHS will continue in a command and control structure until the end
of the financial year. Sarah price would continue as the Interim
Chief Officer for GMHSCP and is also the Chief Officer of the Out
of Hospital Cell now known as the Community Cell in GM. The in
hospital cell is being led by Sir Mike Deegan. An initial planning
submission around bed capacity has been completed and a
second submission will be completed by the end of June and will
be shared with ICC members.

CH

At GMJCB there were two agenda items – firstly the risk
assessments being carried out for the Black and Minority Ethnic
(BAME) population including staff across the NHS and social care
and A Bed Every Night project being led by Mayor Burnham to
which £1m. was provided by JCB. CH has been appointed Lead for
Homelessness on the project.
‘Improving Specialist Care’ was on hold although work was still
progressing on breast services.
5
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ACTION

Resolved:
 The members received the report.
8

Portfolio Holder Decisions
None

9

Items for Information Only
None

10

Any Other Business – to be accepted at the Chairman’s discretion
There being no other business the Chair closed the meeting at 3:35pm.

11

Date and time of next meeting
Wednesday 15 July, 3pm by video link

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

Date …15.07.2020……….
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ACTIONS FROM INTEGRATED COMMISSIONING COMMITTEE
OPEN MEETINGS 2020/21
Meeting
Date
27.05.20

Agenda
Item
7.1

Agreed actions from meeting

Action By

Deadline

CH

July 2020

GM Updates


The second submission to GM
on bed capacity would be
completed by the end of June
and shared with ICC members.
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Integrated Commissioning Committee
Agenda Item Number: 5.1

Date: 15 July 2020

REPORT TITLE:

ICC Business Plan 2020/21

REPORT AUTHOR:

Tim Collins, CCG Assistant Director, Governance

PRESENTED BY:

Tim Collins

RECOMMENDATIONS/
DECISION REQUIRED:

Receive and approve

EXECUTIVE SUMMARY:
The Committee’s timetable of business for the remainder of the financial year is attached for
members’ consideration and approval.

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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INTEGRATED COMMISSIONING COMMITTEE
Draft Forward Plan for 2020/21

1. The Integrated Commissioning Committee (ICC) should set out at the beginning of the
year its forthcoming business items and any statutory or regulatory papers that are
required to be transacted as much as can be anticipated or foreseen.
2. The approach being adopted, in line with the current Section 75 agreement between
WBCCG and Wigan Council is to delegate the strategic commissioning decisions to the
ICC and reserve those matters for the WBCCG Governing Body as outlined within its
constitution.
3. The attached draft plan was presented with the Governing Body’s plan to the Governing
Body at its May 2020 meeting and both were approved.
4. With that background the attached outline forward plan is presented to the ICC for
approval. Members are asked to examine the detail (which has been based on the
2019/20 agendas and business) for any omissions or gaps and highlight amendments
or additions. The draft plan has been circulated to Council colleagues prior to the
meeting.
5. There is an ongoing action plan which is also being presented to the July ICC meeting
following an audit at the CCG of the Section 75 agreement with the Council which may
result in additional agenda items as governance and support functions develop.
6. Standing agenda items have not been included in the schedule and these include:



Portfolio Holder/Council Cabinet Decisions that require reporting to ICC
Sub-committee papers/minutes

7. The only item that is planned for the closed part of the meetings at this stage is the
future of Mental Health Services in the borough.
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Appendix 1
WIGAN BOROUGH
INTEGRATED COMMISSIONING COMMITTEE (ICC) FORWARD PLAN 2020/21
ICC - OPEN MEETINGS - 2020/21
Strategic
Commissioning Business

MAY 20
Covid-19
Response/
Recovery

JULY 20
Covid-19
Response/
Recovery

Healthier Wigan
Partnership
Briefing

Commissioning
Developments
Business Cases

SEPT 20
Covid-19
Recovery

Quality
Annual Report

OCT 20
Covid-19
Recovery

NOV 20
Commissioning
Intentions
2021/22

Commissioning
Developments
Business Cases

Covid-19
Recovery

JAN 21
Patient
Engagement
Briefing and
Patient Forum
Attendance
Commissioning
Developments
Business Cases
Data Security
Framework

FEB 21
Commissioning
Plans/ Business
Cases

MARCH 21
Commissioning
Strategy Refresh

Council Budget
Report

CCG Budget
Report
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Safeguarding
Annual Report
Safeguarding
Boards Annual
Report
Annual Patient
and Public
Involvement
Report
Patient
Engagement
Briefing and
Patient Forum
Attendance
Performance
and Quality

Performance
Report
Finance Report

Performance
Report
Finance Report

Performance
Report
Finance Report

Performance
Report
Finance Report

Performance
Report
Finance Report

Performance
Report
Finance Report

Performance
Report
Finance Report

Performance
Report
Finance Report

Quality Board
Report
GM Reports/
Minutes
Quality Report
Q4

GM Reports/
Minutes

Quality Report
Q1
Safeguarding
Report Q1
GM Reports/
Minutes

GM Reports/
Minutes

Quality Report
Q2
Safeguarding
Report Q2
GM Reports/
Minutes

GM Reports/
Minutes

Quality Report
Q3
Safeguarding
Report Q3
GM Reports/
Minutes

GM Reports/
Minutes

ICC CLOSED MEETINGS - 2020/21
Strategic
Business

Quality and
Performance

MAY 20
Transformation
of Mental Health
Services
Progress Report

JULY 20
Transformation
of Mental Health
Services
Progress Report

SEPT 20
Transformation
of Mental Health
Services
Progress Report
Commissioning
Intentions
2020/21

OCT 20
Transformation
of Mental Health
Services
Progress Report

NOV 20
Transformation
of Mental Health
Services
Progress Report

JAN 21
Transformation
of Mental Health
Services
Progress Report

FEB 21
Transformation
of Mental Health
Services
Progress Report

MARCH 21
Transformation
of Mental Health
Services
Progress Report
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Integrated Commissioning Committee
Agenda Item Number: 5.2

Date: 15 July 2020

REPORT TITLE:

COVID-19 Outbreak Management Plan

REPORT AUTHOR:

Prof. Kate Ardern, Council Director of Public Health

PRESENTED BY:

Kate Ardern

RECOMMENDATIONS/
DECISION REQUIRED:

Receive and consider

EXECUTIVE SUMMARY:
The Wigan Borough Covid 19 outbreak plan is the borough plan for managing outbreaks, managing
down Covid 19 infection rates locally and mitigating any negative impacts relating to the phased
relaxation of the current national lockdown arrangements. It largely mirrors the GM Covid 19
Outbreak plan which has been jointly produced by the 10 areas that make up Greater Manchester.
The plan is attached for the committee’s consideration.

FURTHER ACTION
REQUIRED:
EQUALITY AND DIVERSITY: Confirmed that any changes to service or procedure introduced as a result
of this report do not impact adversely on any of the protected groups covered by the Equality Act 2010.
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WIGAN BOROUGH COVID-19
Outbreak Control Plan

1
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DOCUMENT INFORMATION
Due to the constantly evolving nature of the SARS-CoV-2 virus and the subsequent COVID19 disease, along with the national government approach to its management, this plan is
written and updated as an iterative process. The Wigan Borough Health Protection Board
led by Professor Kate Ardern and Craig Harris will oversee the ongoing development and
implementation and Lynne Calvert will be responsible for continually reviewing the plan,
and any queries or issues should be sent to Lynne Calvert L.Calvert@wigan.gov.uk

Contents
Executive Summary........................................................................................................................................3
Introduction ...................................................................................................................................................3
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Priority 2 High risk places, locations and communities ..........................................................................................20
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Priority 4 Contact tracing in complex settings ..........................................................................................................21
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Priority 6 - Vulnerable people (Consequence Management) .................................................................................26
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Public and Stakeholder Communications and Engagement...........................................................................29
Financial Context..........................................................................................................................................29
Legal and Policy Context...............................................................................................................................30
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Appendix 4 - National, Regional and Local COVID-19 Management Leadership Roles .........................................35
Appendix 7 - Responsibilities of organisations ................................................................................................................37

2

Page 18

Executive Summary
The Wigan Borough Covid 19 outbreak plan is the borough plan for managing outbreaks,
managing down Covid 19 infection rates locally and mitigating any negative impacts relating
to the phased relaxation of the current national lockdown arrangements. It largely mirrors
the GM Covid 19 Outbreak plan which has been jointly produced by the 10 areas that make
up Greater Manchester.
To respond effectively to the unprecedented challenge that managing down the infection
rates and living with Covid 19 will present for the foreseeable future, a whole system
response that is appropriate and effective is essential.
In order to ensure a joined-up system response there is an unparalleled requirement for
England, GM and Wigan to work together to reduce and manage the virus and the impacts it
is having on our communities. The imposition of lockdown and stringent social distancing
measures have contributed significantly to reduce the level of infection, but they impose a
large burden on individuals, families, communities and the economy. National government
has now introduced a phased relaxation of lockdown measures. A foundation stone in the
mitigation of the potential impacts of relaxing lockdown and supporting our communities
and businesses to resume activity as safely as possible, is the introduction of the Test, Track,
Trace, Contain and Enable (Test and Trace) programme.
Evidence suggests that the potential remains for further peaks in infection and death rates.
The introduction of local regional and national Covid 19 outbreak plans will support the
system to proactively plan and flexibly respond to any future outbreaks and subsequent
infection rate peaks.
The plan aims to be a readable reference document that sets out how we are identifying
cases of COVID-19, how we are tracing those who may have been in contact with the virus
and the ways in which we are trying to reduce or prevent onward transmission of the virus.
Due to the constantly evolving nature of the SARS-CoV-2 virus, the almost daily improved
knowledge and understanding of the virus, together with the developing national and
local approaches to its management, this plan is a work in progress, a living document
that will be updated as part of an iterative process and be continually updated as an
iterative process. It will also be updated as local and regional capabilities and processes
change. It will support continuous improvement by capturing evidence of ‘what works’ as
the Wigan Test and Trace Cell and Wigan Borough Health Protection Board learns from
experience of managing COVID-19 cases and outbreaks.

Introduction
On 31 December 2019, the World Health Organization (WHO) was informed of a cluster of
cases of pneumonia of unknown cause detected in Wuhan City, Hubei Province, China.
On 12 January 2020 it was announced that a novel coronavirus had been identified in
samples obtained from cases and that initial analysis of virus genetic sequences suggested
that this was the cause of the outbreak. This virus is referred to as SARS-CoV-2, and the
3
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associated disease as COVID-19. The UK has been responding to COVID-19 since 31st
January 2020 when it was confirmed that a Level 4 National Incident has been declared for
NHS England and NHS Improvement. On 11th March 2020 the World Health Organisation
declared COVID-19 a pandemic. The UK Government moved from the “Contain” phase to
the “Delay” phase on 12 March 2020.
The GM COVID-19 Outbreak Control Plan Hs been created at the request of national
government to explain how Greater Manchester (GM) will collectively manage the spread of
the virus, to minimise the prevalence and impact of the subsequent COVID-19 disease
within our communities.
The Wigan Borough plan mirrors and aligns to the GM plan to ensure appropriate response
at the two spatial levels and, importantly, to ensure maximum impact is achieved by each
spatial area. This requires each spatial level efficiently and effectively undertaking the
elements that are most appropriate by taking maximum advantage of geography, system
make up, infrastructure and local relationships to successfully respond to the
unprecedented challenge of Covid 19 .
This plan is required as many of the systems and processes put in place for the SARS-CoV-2
virus and the subsequent COVID-19 disease are not currently outlined in the existing Wigan
Borough Multi-Agency Outbreak Plan.

Wigan Operational
Local Health Economy Outbreak Plan_2019_Word_01.docx

Context
Contact tracing and outbreak management are well evidenced as essential tools in limiting
the spread of infectious diseases. Effective tracing and isolation of people exposed to
COVID-19 can reduce the spread of infection and may allow for greater relaxation of current
restrictions than would otherwise be possible.
The contact tracing system in England is made up of three operational tiers:


Tier 3 consists of call handlers who speak to contacts of confirmed cases and advise
them to isolate



Tier 2 consists of case handlers who interview confirmed cases of COVID-19 to
identify their contacts



Tier 1b is an integrated regional and local system to deal with contact tracing and
outbreak management in complex settings.

Tier 1a provides strategic oversight of the whole system and sets guidance and policies.
Wigan forms part of the Greater Manchester (GM) Tier 1b system. Within Tier 1b, most
4
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contact tracing is expected to be done by the Greater Manchester Integrated Contact
Tracing Hub (GM ICTH).
Wigan’s response will be focused on contact tracing and managing complex cases or
outbreaks, and in providing support to individuals and settings that have been affected by
COVID-19. This might include supporting people who have been told to isolate, or managing
the consequences of closing a particular setting, such as a school or GP practice.
Alongside playing its part in partnership with the Greater Manchester tier 1b contact tracing
system, Wigan needs a system that can respond to outbreaks and situations without relying
on notification from the national or regional system. This will allow a faster response to
emerging outbreaks, and where necessary, upward escalation to the GM ICTH. This is most
likely to occur where local arrangements and relationships are historically strongest; e.g.
Schools, Care Homes, Small Businesses, who are well versed in working in partnership with
Wigan Council, and are likely to be in touch with us prior to contacts being identified and
cascaded through the tiers of the national system.

Purpose of this document
This document has two functions:
1. It is a reference document for people involved in COVID-19 outbreak management.
It describes key contacts, guidance, and processes to support both reactive outbreak
management and proactive support to key sectors; and
2. It is the programme plan for the Wigan Borough Resilience Forum. It describes the
main actions that will be taken and by whom to improve the capacity and capability
across Wigan to manage COVID-19 outbreaks. It also describes the resources needed
to support COVID-19 outbreak response.
This document sits within the Greater Manchester COVID-19 Outbreak Control Plan
(attached below), and should be considered alongside that, as well as the GM Multi-Agency
Outbreak Plan.

DRAFT Greater
GM Operational
Manchester's COVID-19
Local
Management
Health Economy
Plan - Outbreak
how we control
Plan document.pdf
outbreaks V1.6.docx

Objectives
●

To provide an overview of the key control measures available, including those
relating to the Test and Trace approach and the seven associated key themes

●

To outline the national, GM and Wigan system roles and responsibilities

●

To outline the governance and oversight arrangements in place

●

To set out the communications and engagement arrangements as well as the
financial and legal context
5
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Scope
This plan is to read in conjunction with the existing Wigan Borough Multi-Agency
Outbreak Plan; it is not intended to duplicate or replace the existing plan.
● This plan is focused on the key management arrangements in place in the Wigan
system and intends to closely align to the GM plan to provide a common framework
to support local planning.
● In terms of consequence management, it is not yet possible to identify all associated
impacts and consequences, especially where impacts differ because of volume.
Where it is possible associated impacts and consequences will be addressed by the
initial iteration of this plan, by outlining the arrangements and considerations
relating to those required to self-isolate as a part of the Test and Trace programme,
and the impacts outbreaks may have on key settings, such as closures.
Structure
●

Figure 1 below outlines the overall structure of the COVID-19 contact tracing and outbreak
management system in Wigan.
Figure 1.

6
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This structure identifies 6 key elements of the local COVID-19 response:
1. A single point of contact (SPOC) for COVID-19 issues. The Wigan SPOC will receive
notifications of new COVID-19 outbreaks and issues both from local partners
(schools, primary care settings, social care settings) through a dedicated inbox at
Contact.Tracing@wigan.gov.uk and from the GM ICTH. The Wigan SPOC will expand
the access to this inbox as demand and need dictate. This will include the current
contact centre infrastructure to ensure effective administrative oversight, and a
clear record, bringing together all the components, is ensured.
2. An enhanced health protection team. This will build on the existing health
protection team with extra resources drawn from both within the system (Public
Health Officers, Business Support, CCG). This team will be responsible for reactive
management of COVID-19 outbreaks, drawing on the resources across the system. It
will also have within it, staff dedicated to providing proactive engagement and
support to key sectors, and the existing staff groups that support them.
3. Points of contact for key sectors. These will include educational settings, healthcare
settings, social care settings, businesses and wider community settings. This will
draw on existing resources within the system. However, as the system matures and
we learn more about the volume of activity, these areas may also need to be
supported with additional resources.
4. Data analysis and intelligence. This will draw on intelligence products that have
already been developed to support the COVID-19 response in Wigan. It will draw in
new data, such as testing data, NHS111 calls, and referrals from the national and
regional layers as these data become available. It will also aim to capture the level
and type of activity happening through the wider COVID-19 response (including
testing arrangements). As more detailed epidemiological data (such as small area
data and data on cases and deaths with data on patient demographics) becomes
available, it will also identify areas of high transmission for further investigation and
action.
5. Communications support. This will support the sector-specific engagement with
broader communications designed to promote measures to avoid being identified as
a contact, compliance with infection prevention and control measures and social
distancing.
6. Enforcement. While we expect that most people and organisations will adhere to
advice given, there are ongoing debates at national level regarding the need and
ability relating to enforcement, and currently GM and the 10 local areas favour the
adoption of a positive model built on positive communications and engagement.
7. In addition to the elements outlined in the diagram, there are two further
components that will be central to the Wigan COVID-19 response:
a. Close integration with local and national testing pathways. This will ensure
appropriate testing routes are available, so everyone who needs a test can
get a test, and that outbreaks are identified early.

7
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b. SDF and Community hubs. These are responsible for providing support to
individuals, such as delivering food and medicines to people who are
isolating.
Given that the majority of the technical contact tracing activity undertaken in Wigan
will relate to the most complex groups, significant time has been spent working
through the potential scenarios and in planning the most effective route through
which we could effectively engage and support these groups.
The Figure 2 illustration below outlines the model that would be adopted.
Figure 2

Resources
The structure in figure 1 and process in figure 2, outlined above, requires the following
roles:
1. Administrative: to ensure the SPOC is available during and beyond core hours of
operation. The requirements of this role will be to ensure that messages coming into
the SPOC are logged, assigned to a case manager (see below) and accurate records
are kept of actions taken. The decision to adopt the existing infrastructure of the
current Contact Centre arrangement will fully support this requirement. The current
arrangement includes out of office response from Central Watch with a link to the
8
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existing Forward Incident Officers (FIO’s) to instigate an immediate response out of
hours if required.
2. Case management staff to case manage outbreaks and provide proactive infection
prevention and control advice to key settings. This will include Wigan Council’s
existing Health Protection and Civil Contingencies Team, Environmental Health
Team, resource from within the current ‘Spectrum’ Sexual Health contract. These
staff will be responsible for making sure that appropriate actions are taken for each
issue (complex case or outbreak needing follow-up). The allocated case manager will
have overall responsibility for that case, including keeping an accurate record of the
actions taken for a given case, and closing the case, once all infection prevention and
control and consequence management actions are complete.
3. Relationship Managers. Will be identified from the teams (from across the public
and voluntary sector as appropriate) who are already working with groups that
include; Travellers, Asylum Seekers, Homeless and Sex Workers. They will support
the case manager, utilising their existing relationships to support effective contact
tracing to succeed.
4. Wigan Test and Trace Cell members. Will be responsible for identifying which
settings present the highest risk; supporting proactive engagement with settings and
communities; and arranging wider consequence-management support to people and
settings affected by COVID-19 outbreaks. The Cell will be responsible for escalating
issue both within and beyond the Wigan system and for regular reports to SCG,
Wigan Borough Health Protection Board and any additional appropriate group e.g.
Care Home Reform Board, Education Cell etc.
5. Dedicated analytical support. This will support the Wigan system to capture,
analyse, and interpret data on the level and type of activity coming through the
Wigan Test and Trace process, and will use this to enhance the data and intelligence
drwn from all other areas, including on the epidemiological status of COVID-19
infections in Wigan.
6. Dedicated system support This would ensure the data capture and data flow is
appropriate and captured in ways and on platforms that support interoperability
across the three spatial levels. A case management system is being developed at
GM, with Wigan input, and out data flows and web forms need to be compatible
with this.
7. Dedicated communications support. This will support the overall management of
the COVID-19 pandemic in Wigan with strategic messaging, proactive messaging that
is adapted to support each new sector as we move further into the relaxation of
lockdown, as well as providing reactive support in the event of outbreaks.
8. Overall management and oversight of the COVID-19 outbreak response in Wigan:
This will be provided by the Director of Public Health (DPH) for Wigan, as part of the
statutory responsibility for the health of the population of Wigan. The DPH will be
supported in this response by the Wigan Borough Health Protection Board, which
will report into Health & Wellbeing Board.
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While some of these resources (particularly around roles 3 – 5 above) will be drawn from
the existing system, the initial Wigan COVID-19 outbreak management plan will require
the following identified resources:
Table 1. Resources
Role
Infection Control Nurse
Environmental Health Officer
Contact Centre team leader
Contact Centre Officer
Admin
SDF Manager
Support Worker
Admin

Number
1
2
1
6
2
7 v 0.25
7 x 1.0
7x 1.0

Cost
£41,606
£83,212
£43,597
£178,704
£52,894
£101,535
£299,187
£204,400
£1,005,135

This incorporates lead areas within the wider system may also need extra resourcing,
depending on the level of demand, particularly for consequence management. The
resourcing level will be kept under review as the situation develops and changed if needed.
In the event of short-term surges of activity, options to quickly scale-up resources will
include:
1. Drawing on resources within the Council, such as Environmental Health staff, or
Public Health staff; and
2. Requesting surge support from the Greater Manchester COVID-19 contact tracing
system.
Wigan has been allocated (and received) £2,390,000 to support its response to COVID-19.
A funding proposal is being prepared that sets out how this funding will be used. From this
amount £171,662 Has been requested from GM to support them to manage the majority
of technical GM contact tracing and the deployable resource available to the 10
authorities experiencing hotspots.

Definitions and Process
Table2. Definitions
Case

Contact

Possible case: A person with a new persistent cough, OR fever (over 37.8)
OR change or lack of sense of smell or taste.
Confirmed case: A person with positive PCR test for SARS-CoV-2 (regardless
of symptoms).
Household contact: A person who lives with or spends significant time in
the same household as a possible or confirmed case of coronavirus (COVID19). This includes living and sleeping in the same home, anyone sharing
kitchen or bathroom facilities, or sexual partners.
Direct contact without PPE: Face to face contact with a case for any length
of time, within 1m, including being coughed on, a face to face conversation,
10
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Outbreak
Cluster
Incubation
period
Infectious
period
Exclusion
period

unprotected physical contact (skin to skin) or travel in a small vehicle with a
case. This includes exposure within 1 metre for 1 minute or longer
Proximity contact without PPE: Extended close contact (between 1 and 2
metres for more than 15 minutes) with a case.
In each case, a contact is a person who has had contact at any time from 48
hours before onset of symptoms (or test if asymptomatic) to 7 days after
onset of symptoms (or test).
A person who wore appropriate PPE or maintained appropriate social
distancing (over 2 metres) would not be classed as a contact.
Two or more confirmed cases linked in time, place, or person (i.e. where
there is a confirmed epidemiological link).
A situation where there are two or more confirmed cases, where there is as
yet no confirmed epidemiological link (in time, place and person).
Range 4 to 6 days, with the shortest recorded incubation of 1 day, and
longest of 11 days.
48 hours before onset of symptoms until 7 days from onset of symptoms.
Symptomatic confirmed cases – 7 days from onset of symptoms; 14 days
for elderly care home residents.
Asymptomatic confirmed cases – 7 days from date of test.
Contacts of confirmed cases – 14 days from onset of symptoms/date of
test (if asymptomatic) in the case.
Note: household contacts of possible cases should isolate immediately.
Other contacts of possible cases do not need to isolate until the case is
confirmed by a positive PCR test.

Generic process
A generic process for issue management is outlined below:
1. Identification: An issue is identified, either locally through intelligence, by being
raised directly with Wigan Council, or through the GM SPOC.
2. Referral to Wigan SPOC: Once referred to the SPOC.
a. The SPOC logs the basic details of the issue, including the location and type of
issue, the time of referral, and the contact details for the person referring the
issue
b. The SPOC assigns the issue to a case manager for follow-up and if appropriate
identifies a relationship manager to support.
3. Initial investigation: The case manager makes initial contacts (with the relationship
manager as necessary) to understand the issue better. This may involve:
a. Contacting an affected setting (e.g. head of school; manager of care home)
to get details of the situation, which would include numbers of possible and
confirmed cases (and whether any are at high risk of severe COVID-19
11
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disease), dates of onset of symptoms, numbers of people potentially affected
(including numbers at high risk of severe COVID-19 disease), any wider risks,
and potential impacts that would need support from the system.
b. Providing initial infection prevention and control advice. This might include
signposting to existing guidance and sources of support, advice on isolation
and exclusion and other infection prevention and control advice.
c. Ensuring that any symptomatic people who have not yet been tested are
tested promptly. This will help to make sure that actions are based as much
as possible on confirmed cases, as well as helping to rule out situations that
are not linked to COVID-19.
d. Identifying any urgent support needs. This would include any health needs in
cases and contacts that might need to be managed in the short term (such as
access to medication) as well as wider impacts on services and communities
that need an immediate response.
e. Notifying the wider system, SDF and comms leads. Early notification to
SDF/Community Hub will help to make sure that adequate support for
consequence management is available as early as possible and impacts on
the wider system can be managed. It will also allow wider information and
intelligence about the situation to be included in the risk assessment.
4. Initial risk assessment. This would draw on the information gathered at 3a and will
support triage and prioritisation if demand on the health protection system outstrips
capacity. An initial risk assessment framework is outlined below.
5. Notification to GM Contact Tracing SPOC: Where appropriate, outbreaks will be
escalated to the GM Contact Tracing SPOC for support with contact tracing and
outbreak management. Criteria for escalation are still to be agreed across Greater
Manchester. In the interim, outbreaks (defined as two or more cases linked in place
and time) will be notified to the GM SPOC. Escalation criteria will remain flexible so
that cases not meeting this definition might be escalated if they are particularly high
risk or complex, and extra help is needed in managing them. This will be agreed
between the Wigan lead and the GM SPOC.
6. Identification of actions. This will include both infection prevention and control and
consequence management actions. Actions will be assigned as appropriate. Where
risk assessment suggests that further investigation and control of the outbreak
needed to assess and manage the risk to the public’s health and ensure control
measures are implemented as soon as possible an Outbreak Control Team (OCT) will
be arranged. This team will agree and coordinate the activities of the agencies
involved in this wider process.
7. Monitoring of situation and actions. The situation will be monitored, and any extra
actions identified will be allocated to an appropriate owner. The risk assessment will
be reviewed if information emerges that would affect it (such as an increase in the
numbers of cases, or expansion of the outbreak so that a wider group may be
affected).
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8. Closure. Once all necessary infection prevention and control and consequence
management actions are complete the situation is closed for further actions. This
should be communicated to everyone involved in managing the situation and
whoever notified the situation in the first place.
At every stage in this process communications will be important both to make sure that all
parties are operating on the same information, to ensure transparency of actions taken, and
to build trust across the system and with the public. Accurate recording of actions and
decisions will also be important, both for management of the situation and to provide an
audit trail of situation management.
Risk assessment
This risk assessment approach is intended to be both simple enough so that assessment can
be completed quickly, comprehensive enough to ensure that the risks are consistently
assessed across settings, and flexible enough that it can capture both technical assessment
of risk and wider social and political aspects. It is specific to COVID-19 and is not intended to
replace health protection risk assessments carried out by other agencies, but to guide local
prioritisation of effort.
This risk assessment framework will be refined as the system gains experience of managing
and prioritising outbreaks. There will also be benefit in using the same risk assessment
framework across regional partners. Initially, outbreaks will be assessed according to the
following criteria:
1. Vulnerability: Clinical manifestations of COVID-19 range from no symptoms to acute
respiratory distress and death. The risk of severe illness and death is higher in some
groups, such as the elderly, people with underlying health conditions, men, and
some ethnic minority groups. Vulnerability can be assessed both based on evidence
such as the number of hospitalisations and deaths in cases, and/or on the number of
vulnerable people among the exposed group. Conversely outbreaks among
otherwise healthy children where no deaths or hospitalisations are reported would
attract a lower assessment.
2. Scale: The risk for a given outbreak increases with the number of people potentially
exposed. In some settings this can be more easily assessed (such as by the number of
residents in a care home, or the number of staff and children in a school cohort). In
others the potential spread is harder to assess (such as in community outbreaks
among hard-to-reach groups).
Together, vulnerability and scale reflect the potential for harm.
3. Mitigation: these criteria assess the likely effectiveness and feasibility of outbreak
control measures. Interventions include isolation, infection control measures (such
as hygiene and environmental cleaning) and use of PPE. Examples of higher risk
settings might include dementia units where residents cannot be isolated to their
own rooms; or an outbreak among homeless people who may not have appropriate
accommodation to isolate to, and where contact tracing may be more difficult. While
in general mitigation can be targeted at reducing both severity and spread, in the
absence of effective treatment or prophylaxis, mitigations will primarily be intended
to reduce the spread of COVID-19.
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Scale, spread, and mitigation provide an assessment of both the potential health harm and
the extent to which this harm can be reduced once actions are implemented.
4. Wider context: Outbreak management needs to consider impacts on public
confidence, political impacts. Impacts on stakeholders and wider groups. Examples
of higher risk situations are outbreaks that are likely to impact public confidence in
the wider outbreak response, or where there may be impacts on community
relations. Wider context may also include an assessment of the impact on the
delivery of services or the wider economy of Wigan.
Risk-assessment-for
m.pdf

Principles of COVID-19 Management
The following principles will be adopted and adhered to throughout this plan and any
subsequent updates. National ADPHs identified four principles for the Design and
Operationalisation of local Outbreak Control Plans and arrangements, including local plans
for contact tracing. These are stated below. These principles can function as standards or
tests for local systems to use in determining whether their arrangements have been
developed in a way which will enable maximum impact and effectiveness.
The prevention and management of the transmission of COVID-19 should:
1.
2.
3.
4.

Be rooted in public health systems and leadership
Adopt a whole system approach
Be delivered through an efficient and locally effective and responsive system
including being informed by timely access to data and intelligence
Be sufficiently resourced

Strategic Risks
There are several key strategic risks that have emerged through the work undertaken since
Covid 19 was identified. These can be summarised as follows:
● Workforce capacity and capability – immediate, short- and medium-term
● Lack of clarity around anticipated levels of demand
● Business Continuity impact on local systems, businesses and economies
● Concerns around levels of adherence to self-isolation advice and guidance
● Capturing and sharing data and activity
● Sustainability of local support arrangements for vulnerable cohorts.
● Unpredictable nature of ‘complexity’
This plan will, where possible, address and outline the Wigan approach taken to address the
above.

Wigan Governance
The Wigan Health Protection Board, supported by the Test and Trace Cell, will take a clear
lead on:
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● Monitoring and contributing to the surveillance of new and emerging outbreaks
of COVID-19
● Identifying and implementing national and local Public Health actions in both
clinical and non-clinical settings
● Leading on testing and contact tracing systems as part of the wider Test and
Trace strategy
● Providing scientific and technical oversight
● Continued oversight of implemented actions and Infection Prevention Control
Teams
● Continued assurance and work towards the closure of COVID-19 case
management plans.
● The Health & Wellbeing Board will be Wigan’s ‘member led Covid management
Board’
Figure 3.

Covid 19 structures
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Outbreak Control Teams (OCT)
The purpose of the OCT is to agree and coordinate the activities of the agencies involved in
the further investigation and control of the outbreak in order to assess the risk to the
public’s health and ensure that control measures are implemented as soon as possible and,
if required, legal advice sought. Wherever possible OCT’s will be incorporated into existing
oversight groups with the addition of members of the Health Protection and Civil
Contingencies Team. This builds upon mature and pre-existing Outbreak Management
arrangements as set out in the Wigan Borough Outbreak Plan.

Priority areas
1. Local planning for outbreaks in specific care homes and schools identified across the
authority footprint
2. Identifying and planning for outbreaks across any high-risk places, locations and
communities across the authority
3. What local testing capacity is available to feed into and work with the GM Mass
Testing Strategy including pop-ups and community testing
4. What arrangements, if any, will be in place locally to work with any complex contact
tracing cases escalated from the GMICTH to Local Authorities
5. What data linkages will be made between the Local Authority and the GM systems
6. What support will be available locally to vulnerable people requiring help to selfisolate and to diverse communities requiring specific support
7. Local governance arrangements led by existing COVID-19 Health Protection Boards in
conjunction with relevant local NHS, CCG, and Council command and control
structures in place to support locally based planning. This includes arrangements
around newly created member-led boards to communicate with the public

Priority 1 - Care homes and schools
Care Homes
National Roles and Responsibilities
Under the TTCE approach, care homes will be classed as a complex setting, and all contact
tracing and testing responsibilities will be passed to local systems.
GM Roles and Responsibilities
The GM approach to supporting complex settings is to provide additional, co-ordinated
support at a system level, to prevent and risk manage the potential for an outbreak. Care
homes (for older adults and other categories of vulnerable adults) and schools are already
regarded as priority settings by the GM ADPH (Association of Directors of Public Health) that
require the development of robust health protection / outbreak planning.
Wigan Borough roles and responsibilities
The management of cases or an ‘outbreak’ in care homes, including the contact tracing, but
only in relation to the staff and residents and visitors. Any wider contract tracing – relating
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to the families of staff for example – would go through the national test and trace service.
This would be managed By the allocated case manager working with a relationship manager
identified by the Service Manager, Age Well (Adults), with the process supported through
the Care Home Reform Board, and the Care Home Operational Group, which will ensure
suitable oversight on appropriate information, actions and contacts for care homes.
Schools
National Roles and Responsibilities
Under the Test and Trace approach, schools will be classed as a complex setting, and all
contact tracing and testing responsibilities will be passed to local systems.
GM Roles and Responsibilities
Schools have received local guidance, supplementary to the DfE guidance, from their Local
Authority education and public health teams, and have been supported to complete wholeschool risk assessments, which will remain under review. GM level contact-tracing
arrangements, set out in the recently established GM Hub Standard Operating Procedure
(SOP), will complete contact tracing associated with a confirmed case in a school setting.
Wigan Borough roles and responsibilities
For a single case (under review) or cluster outbreak is declared in a school, the GM
Integrated Contact Tracing Hub (GMICTH) will undertake contact tracing. The GMICTH will
provide support to locality infection prevention and control teams, potential consequence
management requirements to the locality SPOC (Contact.Tracing@wigan.gov.uk) , and
additional information around potentially contentious or controversial cases with potential
adverse media consequences to the locality SPOC for either information or action (i.e. death
of a child; outbreak within a particularly complex / contentious setting).

Priority 2 High risk places, locations and communities
GM Roles and Responsibilities
Identification of Potentially High Risk and Complex Settings
The GMICTH will manage all complex contact tracing on behalf of GM, with the exception of:
● Contact tracing of cases or an ‘outbreak’ in care homes which is a locality role
including the contact tracing, but only in relation to the staff and residents
● Contact tracing of rough sleepers or homeless or other groups requiring specific
community knowledge or links.

020720_Complex
Settings Matrix.docx

Identification of Potentially Complex Cohorts
The Wigan Test and Trace and Testing Cell will also develop their focus to be able to provide
assistance and standardised prevention advice to potentially complex cohorts through the
existing Wigan teams and groups working with Homeless, Sex Workers, Asylum Seekers etc.
17

Page 33

Planning how to manage High Risk Settings, Cohorts and Individuals
Significant work has been undertaken to ensure that all staff likely to work along any part of
the Test and Trace pathway (including consequence management) are trained on both the
national Contact Tracing training package and a GM enhanced package created in line with
the GM Contact Tracing work stream and all member organisations. This training material
includes:
● Contact tracing scripts for confirmed cases
● Contact tracing scripts for contacts of confirmed cases
● Public Health England Management of Contacts of Confirmed and Possible Cases of
COVID-19
● Department of Health and Social Care Test and Trace: guidance for social care
employers about staff isolation
Wigan Borough roles and responsibilities
A scenario planning toolkit has been produced and scenario planning is taking place within
Wigan and with key sectors such as GMP. Pan GM guidance led in conjunction with
localities is being produced to support work in key settings such as:
● Primary care settings
● Secondary care settings
● Social care settings
● Schools and Early Years
● Business sectors
● Community settings
Scenario planning has been, and continues to be conducted at a Wigan level, utilising a
range of materials. This work has allowed those involved in leading key areas to work
though the processes and potential barriers. This will continue as cases start to come
through to the Wigan system to support a continual learning approach across all the priority
areas.

Priority 3 Testing Capacity
National Roles and Responsibilities
The national approach to testing has evolved over recent weeks and the intention to devolve
increased control down to local systems has become a key stage of the Test and Trace
approach which is now being implemented.
Current COVID-19 testing activity has been developed to date under a number of ‘Pillars’. The
testing Pillars cover a number of pathways. Broadly, each pathway, irrespective of location,
includes the same steps of: Requesting, Testing, Laboratory analysis and Reporting.
GM Roles and Responsibilities - Testing Strategy, Testing Demand, Capacity and
Prioritisation
To advance the current testing arrangements as established above, a Mass Testing Strategy
for GM was agreed at the end of April 2020. The strategy set out a number of objectives
focused on reducing harm through contacting COVID-19.
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Mass Testing will ensure that high priority groups of patients, residents and key workers in
health and care sectors can be offered and access antigen testing through Pillar 1 or Pillar 2.
The key features of Mass Testing will be
● To confirm the high priority cohorts for testing in each Pillar
● To confirm the analytical capacity on a daily basis in each Pillar
● To manage the demand for testing both in hospital settings, care settings and in the
general community
● To respond quickly and flexibly to changes in any of the above.
Importantly, the ability to respond quickly including being able to mobilise local testing
arrangements to respond to testing demand generated by contact tracing and outbreak
management is a key issue from this point onwards.
Wigan borough roles and responsibilities
Wigan will have locally determined testing capacity, initially in a satellite and outreach
model, from 6th July. This will initially focus entirely on testing to identify Covid 19 + cases,
but will incorporate new tests as they become available. The outreach component of the
local testing provision will be key to early identification of cases and mitigation of impact

Priority 4 Contact tracing in complex settings
The national approach to contact tracing includes two main elements:



National Test and Trace Service
NHSX Contact Tracing App (currently under review)

The National Test and Trace service was launched on 28th May 2020 and has 3 levels:
Level 3 (National Call Handlers contracted from external providers) who are responsible for:



Providing advice to contacts according to Standard Operation Procedures (SOPs) and
scripts. This will include the Household and Community contexts of cases escalated
to Level 1.
Escalating difficult issues to the level 2 staff.

Level 2 (Professional contact tracers recruited through NHS Providers) who are responsible
for:




Interviewing index cases, and identifying their contacts using SOPs and scripts
Handling issues escalated from level 3 staff.
Escalating complex issues and situations to Level 1.

Level 1 (regional and local arrangements) who are responsible for:




Leading on ‘complex’ contact tracing
Consequence Management
Supporting vulnerable people and households

This is underpinned by a national co-ordination function and a national logistics provider.
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Level 1 in Greater Manchester will be provided through the GM Integrated Contact Tracing
Hub, delivered collaboratively on a city-region footprint and including staff from PHE NW,
GM and GM Localities.
Figure 4. The NHS test and trace service:

The element highlighted above will be the focus for the local system response These will
iterate and develop over time.

Priority 4. Arrangements to work with any complex
contact tracing cases escalated from the GMICTH
1. GM Level 1 Roles and Responsibilities
GMICTH (Level 1) Roles and Responsibilities
The specific GM-level roles and responsibilities associated with delivering Level 1 of the
national test and trace arrangements are as follows:
● Receipt of escalation from Levels 2/3 (national) to Level 1b on behalf of the GM
system
● Data cleansing of information received from Levels 2/3 (national) on behalf of the
GM system
● Inputting cases, contact and activity into HPZone
● De-escalation of inappropriate cases back to Level 2 (national)
● Receipt of potential contact tracing requirements direct from localities and sectoral
partners in order to agree a joint approach.
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● Completion of setting-specific contact tracing for escalated cases identified within
the SOP
● Escalation of contact tracing requirements to settings which will undertake contact
tracing themselves (i.e. hospitals; police; fire)
● Escalation of care home contact tracing requirements to locality IPC
● Escalation of potential consequence management requirements to locality SPOC
● Escalation of potential individual / household support requirements to locality SPOC
● Escalation of potentially contentious or controversial cases with potential adverse
media consequences to locality SPOC for either information or action (i.e. death of a
child; outbreak within a particularly complex / contentious setting)
● System-wide specialist advice and guidance on health protection related to outbreak
management, contact tracing and prevention
● Bespoke support to localities
● SOP, policy and guidance development
● Production of training and development materials
● Training and development of GM staff
● Strategic communications and engagement
● Management of the GM Surveillance System
● Intelligence, Analytics and Programme Management
● Assessment of whether an outbreak has been identified
● Joint management of an outbreak in accordance with SOP
Wigan Borough Roles and Responsibilities
The locality roles and responsibilities associated with delivering Level 1 of the national test
and trace arrangements are as follows:
● Establishment and delivery of a locality SPOC
● Escalation of locally identified potential contact tracing requirements to GM SPOC.
● Oversight and management of contact tracing requirements in relation to care
homes
● Contact tracing for complex scenarios.
● Coordination of locality consequence management in relation to complex settings
● Safeguarding potentially vulnerable people and providing support to potential
vulnerable individuals / households
● Coordination of local communications and engagement in relation to potentially
contentious or controversial for either information or action (i.e. death of a child;
outbreak within a particularly complex or contentious setting)
● Capturing activity information and providing this to the GM Hub for inputting into
HPZone.
● Interpretation and application of national and GM policy and guidance within a local
setting
● Training and development of locality staff
● Joint management of an outbreak in accordance with SOP
● Continue with wider proactive and preventative work with particular settings and
communities in order to minimise the risk of outbreaks/clusters of cases
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GM CT Level 1 SOP
v3.0 160620 (1).docx

Hospital Trust, Police and Fire Roles and Responsibilities
The specific sector-level roles and responsibilities of GM hospital trusts, GM Police and GM
Fire & Rescue Services associated with delivering Level 1 of the national test and trace
arrangements are as follows:









Establishing and maintaining a single point of contact
Receiving details of escalated cases from GMICTH
Workplace contact tracing for staff with a confirmed diagnosis. (Contact tracing of
household and community contacts will be completed through the national system).
Organisational infection control, prevention and mitigation activity.
Outbreak management in line with national guidance and supported by GMICTH
staff.
Identification and declaration of a major incident where the threat from the
outbreak is severe, because the impacts on partners or communities are disruptive
or because there is a need for formal multi-agency coordination.
Business Continuity / Contingency Planning.
Escalating issues to the GMICTH

2. Workforce / Training & Development
An immediate and short-term Covid-19 contact tracing workforce was established in GM
and Wigan by repurposing staff from other roles or by drawing upon the existing trained GM
contact tracing workforce.
In Wigan an immediate workforce was drawn from the existing contact tracing workforce
including environmental health officer’s, sexual health contact tracers and infection and
prevention control nurses. Localities have also identified a contact tracing a lead and a
single point of contact (SPOC) for contact tracing related communications.
In the medium term, across GM and in Wigan, steps will be taken to establish a permanent
workforce to enable ongoing contact tracing and outbreak management, both in relation to
Covid-19 and as a means of “future-proofing” outbreak management and health protection
in Wigan. In the event of multiple outbreaks or hotspots Wigan will be able to draw on the
additional capacity available at GM to support with locality level contact tracing.

Priority 5 - Data integration
National Roles and Responsibilities
Surveillance reports and infographics from Public Health England. One of Public Health
England’s core functions is disease surveillance; making sure that the right information and
evidence is available to inform decisions and actions across the public health system. Public
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Health England gathers a wide variety of data at local and national level about COVID-19
from a range of sources to provide situational awareness. Current data sources include
confirmed laboratory cases across England, community surveillance through PHE’s network
of health protection teams, a range of data submitted by GPs and hospitals, virological
surveillance from the Respiratory Datamart project, mortality data and an outlook on the
international situation.
GM Roles and Responsibilities
To support a more joined up system response Greater Manchester will establish a robust
digital architecture which allows information to flow from PHE to GM to localities and back
again, alongside case management and recording. GM are working with ANS to build a GM
Case Management system on the Microsoft Dynamics Platform to an agreed GM specification
and are aiming for that to be accessible across all GM localities, blue light services and
potentially local hospitals from mid to late June.
Ensuring the right data protection is in place in Greater Manchester to support the Contact
Tracing work is vital to its success. Significant work is underway in parallel to the build of
the case management system to constantly assess the impact on privacy. GM is working
closely with PHE to establish the right data relationships and ensure there is clarity about
the processes and purposes for sharing so that there can be transparency with the public to
build trust.
The GM COVID-19 Dashboard as created and updated by the GM Situation Cell will also be
used to inform decisions and actions within Greater Manchester, by monitoring the
situation across a range of locally available data including number of confirmed cases, NHS
system capacity, social care system status and mortality rates. The GM Situation Cell is
responsible for feeding regular information updates to MHCLG and national government.
Wigan Borough Roles and Responsibilities
Wigan are involved in the development of the case management system with our
representative at GM also leading the work in Wigan, as a member of the Test and Trace
Cell to ensure interoperability with local systems. Wigan are now getting improved levels of
data relating to Covid 19 and the aim locally is to ensure the data we draw locally from Test
and Trace is captured in a way that gives us robust intelligence to enable effective reactive
and proactive response.
Data sharing
During COVID-19 there is a government notification focusing on Coronavirus (COVID-19):
notice under regulation 3(4) of the Health Service Control of Patient Information
Regulations 2002 to allow healthcare organisations, GPs, local authorities and arm's length
bodies to share information to support efforts against coronavirus (COVID-19). More
information is available here: https://www.gov.uk/government/publications/coronaviruscovid-19-notification-of-data-controllers-to-share-information
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Priority 6 - Vulnerable people (Consequence
Management)
Supporting vulnerable adults/families who are required to self-isolate, with necessary
humanitarian aid and other essential support, has been an ongoing consequence of the
pandemic. This includes a wide range of people, from the extremely clinically vulnerable
and socially vulnerable, their families and residents who no longer have access to usual
social and support structures and who can therefore experience increased vulnerability. We
could also see an increase in a new group made up of people being asked to self-isolate
without warning because they have are identified as a contact of an index case of COVID-19.
National Roles and Responsibilities
National government will continue to provide support to those ‘shielding’. Any settings,
cohorts or households that require support due to being asked to self-isolate without
warning because they have been identified as a contact of an index case of COVID-19 will be
the responsibility of local authorities.
Wigan borough roles and responsibilities
Wigan’s humanitarian response will remain the primary route for people to access
humanitarian assistance locally and will lever in and continue to coordinate local multiagency, cross-sectoral responses which will meet diverse and emerging needs.
As the Test, Trace and Contain processes are developed and established there will be an
ongoing need to ensure we minimise the impact of outbreaks on our communities and
continue to provide support, in addition to the provision of support through local hubs
described above, this may include:
● Providing direct support and advice to community settings that experience an
outbreak.
● Ensuring common and consistent messaging to communities ensuring reassurance in
the response that is being implemented.
● Working closely with communities to gather their knowledge and experience about
cases in the community and creating two-way dialogue to ensure we are able to
manage by consent.
● Providing support and guidance to local businesses.
Health equity and the differential direct and indirect impact of the pandemic are being
considered, drawing on data, intelligence and local analysis as well as practical methods of
managing differential risks, for example, staff risk assessments for key workers and people
returning to the workplace. These are likely to include particular attention to the effects
on communities already affected by socio-economic inequalities, and those newlyaffected because of the pandemic.
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Priority 7 - Local Boards
Wigan borough roles and responsibilities
In addition, to support the effective functioning of the governance arrangements and
decision-making for GM, Wigan will utilise the existing Wigan Borough Health Protection
Board and the Health and Wellbeing Board to provide governance and oversight
arrangements. Informed by science. The Boards will continue to be guided by the best
scientific and medical advice to ensure that the Wigan response does the right thing at the
right time.
Closure of Specific Settings in Response to Incidents
In response to the wider response to COVID-19 across England, specific settings as outlined
by the government were closed to minimise the spread of infection, including schools and
universities. There may be a need for this to reoccur in the future, and this key management
measure is available as a suite of options primarily led by the government.
IPC Measures in Care Settings
Wigan Care Home Reform Board has submitted a local plan to government on the
management of Covid 19 in Care Homes. As part of this strategy individual Infection,
Prevention and Control plans are currently being completed and will be implemented from
6th July
Personal Protective Equipment
Wigan has secured a sustainable supply of PPE and Wigan council is supplementing key
settings by providing additional PPE as necessary. In addition improved training has been,
and continues to be, developed on the use of PPE particularly in relation to Care settings,
but with the relaxation of lockdown the need for support on the use and access to PPE may
increase across settings not previously considered e.g. small businesses. The increased
routine use of PPE will be a critical factor in mitigating the potential impact of Teat and
Trace by ensuring as few people as possible are able to be identified as ‘contacts’, thereby
mitigating the potential for closures being required.
Public and Stakeholder Communications and Engagement
Comms material is being developed constantly at both national and GM level. Wigan are
amplifying this where appropriate and adapting to fit with the Wigan Deal and existing
Wigan campaigns. The need for a suite of comms material, both public facing to support
reducing the potential to be a contact, and to ensure compliance with quarantine
requirements to effectively reduce the onward transmission is critical. This locally adapted
suite is currently being finalised ensuring the potential to be adapted for use across a
number of settings.
Internal system partners, key stakeholders and other influencers within Wigan have been
increasingly engaged through the process of are engaged throughout the process of
25
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planning and preparing for Test and Trace. This now needs to incorporate clear internal
mechanisms for both officer and political engagement
Communications and engagement professionals have been assigned to support and advise
both the response and recovery structures for the Wigan Test and Trace Cell and this will be
one of the work stream that is continually improved over the coming year

Test and trace public
engagement and communications plan (1).docx

The key messages need to cover:
● Enabling and motivating everyone to ‘be a good contact’, individually and collectively
reducing risks around spreading coronavirus
● Ensuring those who develop symptoms understand and accept they must
immediately get tested and self-isolate, and understand the importance of
complying with requests to share details of recent contacts with NHS Test and Trace
contact tracers
● Persuading those who are contacted to follow the instructions and self-isolate for
the required amount of time; working with employers to provide opportunities for
people to be able to do so
● Quickly building public understanding of the importance of test and trace to stopping
coronavirus, and basic awareness of everyone’s roles and responsibilities, will be key
to successfully ensuring these behaviours.
In summary the communications and engagement strategy to help ensure the outbreak is
managed effectively is already largely in place but being further developed and added to as
we go on and new programmes begin.

Financial Context
Whilst we know that investment will be forthcoming to support local test and trace
arrangements, the likely financial requirements of the test and trace effort within Greater
Manchester and Wigan remains unclear due to the lack of national modelling data around
the amount and nature of expected demand. This will become clearer over the coming
weeks as activity begins to flow into the system, and we are able to make plans based upon
real activity flow.

Legal and Policy Context
The legal context for managing outbreaks of communicable disease which present a risk to
the health of the public requiring urgent investigation and management sits:
● With Public Health England under the Health and Social Care Act 2012
● With Directors of Public Health under the Health and Social Care Act 2012
26
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● With Chief Environmental Health Officers under the Public Health (Control of
Disease) Act 1984
● With NHS Clinical Commissioning Groups[1] to collaborate with Directors of Public
Health and Public Health England to take local action (e.g. testing and treating) to
assist the management of outbreaks under the Health and Social Care Act 2012
● With other responders specific responsibilities to respond to major incidents as part
of the Civil Contingencies Act 2004
● In the context of COVID-19 there is also the Coronavirus Act 2020.
This underpinning context gives Local Authorities (Public Health and Environmental Health)
and Public Health England the primary responsibility for the delivery and management of
public health actions to be taken in relation to outbreaks of communicable disease through
the local Health Protection Partnerships (sometimes these are Local Health Resilience
Partnerships) and local Memoranda of Understanding. These arrangements are clarified in
the 2013 guidance Health Protection in Local Government.
PHE is mandated to fulfil the Secretary of State’s duty to protect the public’s health from
infectious diseases, working with the NHS, local government and other partners. This
includes providing surveillance; specialist services, such as diagnostic and reference
microbiology; investigation and management of outbreaks of infectious diseases; ensuring
effective emergency preparedness, resilience and response for health emergencies. At a
local level PHE’s health protection teams and field services work in partnership with DsPH,
playing strategic and operational leadership roles both in the development and
implementation of outbreak control plans and in the identification and management of
outbreaks.
The Director of Public Health has and retains primary responsibility for the health of their
communities. This includes being assured that the arrangements to protect the health of the
communities that they serve are robust and are implemented. The primary foundation of
developing and deploying local outbreak management plans is the public health expertise of
the local Director of Public Health.
This legal context for Health Protection is designed to underpin the foundational leadership
of the local Director of Public Health in a local area, working closely with other professionals
and sectors.

Appendices
Appendix 1 - Symptoms of COVID-19
Fever, cough or chest tightness, anosmia, myalgia, fatigue and dyspnoea are the main
symptoms reported. A variety of abnormalities may be expected on chest radiographs, but
bilateral lung infiltrates appear to be common (similar to what is seen with other types of
viral pneumonia). More information can be found at:
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https://www.gov.uk/government/publications/wuhan-novel-coronavirus-backgroundinformation/wuhan-novel-coronavirus-epidemiology-virology-and-clinical-features
Appendix 2 - Outbreak Definitions
Outbreak definition for non-residential settings
1. Table 1 provides the definition of an outbreak in non-residential settings and also
includes the criteria to measure recovery and declare the end of an outbreak. This
definition is consistent with the WHO outbreak definition.
2. A cluster definition is also provided to capture situations where there is less
epidemiological evidence for transmission within the setting itself and there may be
alternative sources of infection; however, these clusters would trigger further
investigation.
Table 1: Declaring and ending an outbreak and cluster in a non-residential setting (e.g. a
workplace, local settings such as schools and national infrastructure)
Criteria to declare
Cluster

Criteria to end

Two or more confirmed cases of COVID-19 among No confirmed cases with
individuals associated with a specific setting with onset dates in the last 14
onset dates within 14 days
days
(In the absence of available information about
exposure between the index case and other
cases)

Outbrea
k

Two or more confirmed cases of COVID-19 among No confirmed cases with
individuals associated with a specific setting with onset dates in the last 28
onset dates within 14 days
days in that setting (higher
threshold for outbreaks
AND ONE OF:
compared to clusters)
Identified direct exposure between at least two
of the confirmed cases in that setting (e.g. within
2 metres for >15 minutes) during the infectious
period of the putative index case
OR
(when there is no sustained community
transmission or equivalent JBC risk level) absence of alternative source of infection outside
the setting for initially identified cases

Outbreak definition for residential settings
3. Table 2 provides a broader definition of an outbreak in residential settings. This
definition differs from the definition for non-residential settings because SARS CoV2
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is known to spread more readily in residential settings, such as care homes and
places of detention, therefore a cluster definition is not required.
Table 2: Declaring and ending an outbreak and cluster in an institutional or residential
setting, such as a care home or place of detention

Outbrea
k

Criteria to declare

Criteria to end

Two or more confirmed cases of COVID-19 OR
clinically suspected cases of COVDI-19 among
individuals associated with a specific setting with
onset dates within 14 days

No confirmed cases with
onset dates in the last 28
days in that setting

NB. If there is a single laboratory confirmed case,
this would initiate further investigation and risk
assessment.

4. Table 3 provides a broader definition of outbreaks in either in-patient and outpatient settings.
Table 3: Declaring and ending an outbreak in an inpatient setting such as a hospital ward
or ambulatory healthcare services, including primary care

Outbreak
in an
inpatient
setting

Criteria to declare

Criteria to end

Two or more confirmed cases of COVID-19 OR
clinically suspected cases of COVDI-19 among
individuals associated with a specific setting
with onset dates 8-14 days after admissions
within the same ward or wing of a hospital.

No confirmed cases with
onset dates in the last 28
days in that setting (higher
threshold for outbreaks
compared to clusters

NB. If there is a single laboratory confirmed
case, this would initiate further investigation
and risk assessment.
Outbreak Two or more confirmed cases of COVID-19
in an
among individuals associated with a specific
outpatient setting with onset dates within 14 days
setting
AND ONE OF:

No confirmed cases with
onset dates in the last 28
days in that setting

Identified direct exposure between at least two
of the confirmed cases in that setting (e.g.
within 2 metres for >15 minutes) during the
infectious period of the putative index case
OR
29
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(when there is no sustained community
transmission or equivalent JBC risk level) absence of alternative source of infection
outside the setting for initially identified cases
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Appendix 3 - Government Strategy
With the aim of working to reduce infection rate, suppress the basic reproduction number
of the SARS-CoV-2 virus (RO) and control the outbreak, the UK government published a four
stage ‘Coronavirus Action Plan to guide its response, on 3rd March 2020.
The plan also included information on the government’s 4-stage strategy to:
● Contain: detect early cases, follow up close contacts, and prevent the disease taking
hold in this country for as long as is reasonably possible
● Delay: slow the spread in this country, if it does take hold, lowering the peak impact
and pushing it away from the winter season
● Research: better understand the virus and the actions that will lessen its effect on
the UK population; innovate responses including diagnostics, drugs and vaccines; use
the evidence to inform the development of the most effective models of care
● Mitigate: provide the best care possible for people who become ill, support hospitals
to maintain essential services and ensure ongoing support for people ill in the
community to minimise the overall impact of the disease on society, public services
and on the economy
The UK government announced on release of the strategy that the country began in the
‘Contain’ phase, and on 12th March 2020 it was announced that the UK moved to the
‘Delay’ phase.
The ‘Delay’ phase, also referred to as ‘lockdown’ brought a range of UK government backed
and enforced measures to slow the spread of COVID-19. These include but are not limited
to:
● Guidance to work from home wherever possible
● Closing of businesses and facilities subject to high risk of infection for visitors,
including hospitality and leisure services
● Instruction not to leave home if you or anyone in your household has symptoms of
COVID-19
● Fixed penalty notices for people mixing indoors with others from outside of your
household
● Guidance on physical distancing at any time outside of the household
● Effective handwashing and hygiene communication campaigns
● The use of Personal Protective Equipment (PPE) in both clinical and non-clinical
settings as per government guidance
● Conducting risk assessments across all workplace environments to ensure that they
are COVID secure to help prevent the spread of COVID-19
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Many of these measures were backed by law and the Coronavirus Act 2020. More
information can be found at: https://www.gov.uk/coronavirus
Appendix 4 - National, Regional and Local COVID-19 Management Leadership Roles

Level

LOCAL

Place-based leadership

LA CE, in partnership with DPH and
PHE HPT to:
a) Sign off the Outbreak
Management Plan led by
the DPH
b) Bring in wider statutory
duties of the LA (e.g.
DASS, DCS, CEHO) and
multi-agency intelligence
as needed
c) Hold the Member-Led
COVID-19 Engagement
Board (or other chosen
local structure)

Public health leadership

DPH with the PHE HPT together to:
a) Produce and update the Outbreak
Management Plan and engage
partners (DPH Lead)
b) Review the daily data on testing
and tracing
c) Manage specific outbreaks
through the outbreak
management teams including
rapid deployment of testing
d) Provide local intelligence to and
from LA and PHE to inform tracing
activity
e) DPH Convenes DPH-Led COVID-19
Health Protection Board (a regular
meeting that looks at the
outbreak management and
epidemiological trends in the
place )
f)

Ensure links to LRF/SCG
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REGIONAL

Regional Lead CE in partnership with
national support team lead, PHE RD
and ADPH lead
a) Support localities when
required when there is
an adverse trend or
substantial or crossboundary outbreak

PHE Regional Director with the ADPH Regional
lead together
a) Oversight of the tracing activity,
epidemiology and Health Protection
issues across the region
b) Prioritisation decisions on focus
for PHE resource with LAs

b) Engage NHS Regional
Director and ICSs

c) Sector-led improvement to share
improvement and learning

c) Link with Combined
Authorities and LRF/SCGs

d) Liaison with the national level

d) Have an overview of
issues and pressures
across the region
especially crossboundary issues

NATIONAL

Contain SRO and PHE/JBC Director of
Health Protection
a) National oversight for
wider place
b) Link into Joint Biosecurity
Centre especially on the
wider intelligence and
data sources

PHE/JBC Director of Health Protection
(including engagement with CMO)
a) National oversight identifying
sector specific and cross-regional
issues that need to be considered
b) Specialist scientific issues eg
Genome Sequencing
c) Epidemiological data feed and
specialist advice into Joint
Biosecurity Centre
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Appendix 7 - Responsibilities of organisations
Local Authorities
The LA Director of Public Health (DPH) and the public health team in the LA will provide
initial leadership with PHE for the response to public health incidents and emergencies
within their LA area, ensuring effective communication with local communities and
providing advice and support to Clinical Commissioning Groups. The LA DPH will also have
responsibility to ensure appropriate plans are in place for managing incidents and
outbreaks. In liaison with PHE, the LA public health team will develop a communication
strategy within their local area during incidents and outbreaks.
LAs and port health authorities play a key role in managing outbreaks of foodborne illness.
The Food Safety Act 1990, Food Safety and Hygiene (England) Regulations 2013 and the
Public Health (Control of Diseases) Act 1984 give powers of control to LAs. The investigation
of outbreaks of foodborne disease is carried out by Environmental Health Professionals and
others employed by the LA. LAs have powers to assist both investigation and control of
outbreaks, including powers of entry, sampling powers and powers to exclude food
handlers, seize and detain food and close premises.
The LA DPH and Chief Environmental Health Officer (EHO) (or their representatives) are key
members of the Outbreak Control Team and will work in collaboration with PHE and other
partners and stakeholders to manage incidents and outbreaks in the local area.
Greater Manchester Health and Social Care Partnership / NHS England
Greater Manchester Health and Social Care Partnership, through their section 7A direct
commissioning functions, have in place national standard contracts to ensure that their
contracted providers will deliver an appropriate and relevant clinical response to any
incident that threatens the public’s health. Greater Manchester Health and Social Care
Partnership should ensure close working relationships with Clinical Commissioning Groups
to ensure the provision of adequate resources for management of incidents/outbreaks and
surge capacity requirements.
Greater Manchester Health and Social Care Partnership will also need to ensure clear
communication channels are established with Clinical Commissioning Groups to inform NHS
organisations in the event of incidents/ outbreaks. Depending on the nature of the incident
or outbreak, Greater Manchester Health and Social Care Partnership may also be required
to assist with media response.
Collaborative arrangements will also need to be established between Greater Manchester
Health and Social Care Partnership, Clinical Commissioning Groups, community health
services and LA public health team(s) to ensure public health responsibilities and roles of the
NHS are understood and delivered in a timely manner. This will also include clear escalation
arrangements for managing incidents/outbreaks.
Greater Manchester Health and Social Care Partnership will also be expected to lead NHS
communications on NHS response with PHE providing specialist communication support and
advice.
Clinical Commissioning Groups
Clinical Commissioning Groups will be required to put in place the necessary arrangements
for communication, release of resources and co-ordination of NHS public health
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responsibilities for managing incidents and outbreaks. This will include coordination of the
primary and community care response during management of incidents/ outbreaks.
It is the responsibility of Clinical Commissioning Groups to ensure that services it
commissions are aware of their responsibilities and prepared to support public health
incidents and outbreaks. To discharge this function, it is important that Clinical
Commissioning Groups have arrangements in place including the availability of generic
outbreak control plans for acute and primary care settings, arrangements for
communication with local health care professionals and relevant health care settings.
Association of Greater Manchester Authorities – Civil Contingencies and Resilience Unit
(AGMA CCRU)
AGMA CCRU will provide business partner support to the relevant outbreak control team in
addition to maintaining the on call Director of Public Health rota for Greater Manchester
Authorities.
Public Health England
The management of outbreaks of communicable disease generally involves the local health
protection team of PHE Centres, Clinical Commissioning Groups and the Microbiology
Services. The local health protection team of the PHE Centre will investigate and manage
outbreaks of communicable disease, provide surveillance of communicable diseases and
infections and support LAs in the exercise of their powers under the Public Health (Control
of Disease) Act 1984 and associated regulations.
PHE will be expected to provide specialist support and advice to Greater Manchester Health
and Social Care Partnership/NHS England team on NHS communications.
For the full detail of roles and responsibilities of organisations including the Food Standards
Agency, Animal and Plant Health Agency, please see PHE Communicable Disease Outbreak
Plan: Operational Guidance.
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Revitalising Healthier Wigan Partnership (HWP)
1.

Background & Context

Healthier Wigan Partnership is now entering a new phase of development as the
health and care system starts to plan for recovery and adapting to a new way of
working. In the HWP Board meetings held in May and June, partners reflected on the
ways in which we have responded to the Covid pandemic in Wigan. There has been
acknowledgement that the foundations laid through Healthier Wigan (in particular
relationships, behaviours, culture) have enabled us to respond to the crisis in a
proactive way. We have heard about examples of rapid responses to the crisis,
enabled through mutual support, trust and partnership working.
The crisis has enabled us to accelerate many of the ambitions of Healthier Wigan
Partnership and in a short space of time we have, by necessity, transformed the way
that we deliver health and care services. The rapid expansion of digital innovation is
one area that has stood out as a significant and beneficial change for organisations,
staff and residents.
At the HWP Board meeting in June, the strategic leads across the CCG, Council and
WWL were asked to take these reflections, combined with the work that the
Partnership had undertaken pre-Covid, to outline a set of proposals for the next
phase of HWP. This briefing paper sets out these proposals taking into account the
ambitions for HWP (what we want it to deliver) and the structure through which HWP
should function (how we should deliver).
In looking ahead to the next phase for HWP, it is important to recognise what we
have achieved over the past 3 years and the progress we have made in working
together as an alliance of partners. The Board has adopted an approach which is
rooted in population health management; taking a wider view of our health and care
system and the factors that will determine the health outcomes for our population.
We have embraced an asset based approach and have drawn on the different skills,
perspectives and experiences that each partner brings to the table. We have taken
the time to understand each other and invested in leadership and organisational
development because we recognise that so much of what we can achieve will be
delivered through relationships and cultural change rather than new structures.
2.

What do we want the new arrangements to deliver?

During 2019, we undertook an extensive piece of work to refresh Wigan’s Locality
Plan involving a wide range of stakeholders including residents, the VCSE sector
and teams from across the health, care and wider public sector. Aligned with this,
HWP members set out a new road map for the Alliance, drawing on a planning
workshop held in November. The road map reflected the strong foundations that
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members felt needed to be built on and identified areas where further development
was required. These have been taken into account in the development of the
proposals within this paper. In particular there are some strong threads that connect
and provide continuity of approach across all of these
Achieving a balance between long term ambition and short term delivery to build
momentum and ensure pace of change has been a constant theme. It is definitely
one that has been magnified through the pandemic as the system has demonstrated
its ability to deliver at scale and pace. There is a desire to keep the momentum going
and maintain some of the behaviours and ways of working that have enabled this
approach. There is also recognition that the pandemic has impacted on the way in
which local systems will operate with a greater steer from national and regional
‘command and control’ structures, particularly for NHS organisations.
We are proposing 4 pillars of work that will form the basis of the work of HWP and
will ensure that we can accelerate priority work areas. These pillars will be
underpinned by a series of cross cutting themes which align with our agreed
principles and ways of working. These are important because they ensure that
rapidly deployed pieces of work still take us in the direction of our longer term
ambitions.
Finally, across each of the pillars are the ‘enablers’. These are the elements that will
support and enable programmes to be realised: quality; workforce; estates; IT &
digital, finance, communications & engagement and business intelligence. Workforce
is identified as priority enabler due to the opportunities identified to expedite a
number of programmes within the pillars, but also through the contributions we can
make as a system to community wealth building. It will also be important to ensure
we build in the mechanisms for resident engagement and utilise the knowledge and
understanding of those with lived experience in our transformation and improvement
work.
The pillars, whilst providing a clear framework for delivery and implementation over
the coming months, must not be seen as silos. The pillars cover all ages and will
include work programmes that address improvements in physical and mental health.
The infrastructure that we create within HWP will need to ensure that we make
connections across the pillars, identify interdependencies and draw in enabling
programmes as appropriate. Similarly, we must not lose the essence of what has
been important and central to HWP over the past few years, therefore all that we do
in the next phase must build on the foundations that we have put in place.
The diagram (fig. 1) provides an overview of the proposed pillars and cross cutting
themes/ enablers. Further detail on the programmes and work streams that would be
included in each of the pillars is provided in appendix 1. This is not intended to
provide a detailed programme plan, but an indication of some of the priority work
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streams that would be included within the pillars and a focus for the next 12- 18
months.
Fig 1: Focus for HWP
Quality & Safety

The Enablers

Estates
Workforce
Business Intelligence
Information Technology & Digital
Finance & Governance

Digital Innovation & Delivery

Community Services including
care homes and mental health
services

Hospital without Walls
including Elective Care

PCN and Neighbourhood
Development

The Pillars

Communications & Engagement

The Foundations

Neighbourhood (SDF)/ place based working
Community Wealth building- redirecting wealth into the local
economy
Asset based approaches- building independence, personalised
approaches & connecting with communities
Population health management approach- promote wellbeing,
address health inequalities & tackle wider determinants of health
Parity between physical and mental health
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3.

New Arrangements

A number of key themes emerged from the HWP November Planning Workshop that
have influenced thinking on the delivery and support arrangements for HWP. There
was a strong emphasis on ‘making things happen’; ensuring there is effective high
level leadership drawn from the Alliance to facilitate timely decision making and with
the ability to ‘unblock’ where programmes of work are unable to gain traction.
However, there is consensus that this needs to be balanced with full system
engagement and ownership. There was recognition that delivery of the HWP
ambition should be rooted in all partners across the Alliance and we should move
away from the delegation of responsibility to a small HWP programme team.
The proposal for future arrangements is set out in Appendix 2. The arrangements
described in Appendix 2 operate within a wider governance context that connects to
the Integrated Commissioning Committee, Health & Wellbeing Board, resident and
community engagement structures, Voluntary, Community & Social Enterprise
networks and system wide clinical leadership. The arrangements should be seen as
a set of relationships and inter-connections rather than as a formal governance
diagram.
The HWP Alliance Board continues to provide a basis for all partners to come
together to provide system oversight and challenge and to set the strategic direction
for transformation and improvement work. The paper proposes that the Alliance
Board moves to bi-monthly meetings.
Within the arrangements an Activation/ Delivery Board would act as ‘circuit board’
for programme delivery. The Activation Board would make the right connections
across the pillars and enablers, and would provide challenge to ensure programmes
are delivered in line with the HWP foundations (or principles). This group would have
a core membership, but would have the flexibility to involve relevant leads according
to the focus of discussions. There would be a close connection between the existing
programme boards with the development of interactive dialogue and joint problem
solving. It is proposed that the Activation Board meets fortnightly.
The arrangements recognise the importance of PCNs and neighbourhood (SDF)
infrastructure. Place based/ neighbourhood working is one of the core foundations of
HWP and there has to be effective connections made between SDFs and the wider
programme delivery infrastructure. PCNs currently form the basis for GP practice
engagement and collaboration, and in many neighbourhoods (SDFs) wider
connections have been made through integrated leadership arrangements or
extended PCNs to involve other public sector teams, schools, other primary care
contractors and VCSE groups. There is an ambition to develop and strengthen the
leadership and infrastructure at a neighbourhood level to support this. We would
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expect arrangements at a neighbourhood level to build on PCNs and community
infrastructure and be flexible and agile enough to reflect local circumstances.
The Executive Leadership Team is a small group that brings together Council,
WWL, CCG and primary care leadership. The group will play an important role in
responding to the challenges and direction set by the Alliance Board and ensuring
that the right conditions exist in the core member organisations to facilitate delivery
and transformation. This group will act as an ‘unblocker’ and will also connect to the
command and control structures at regional and national level.
Within the proposals, there is a continued focus on clinical leadership in each of the
elements. There is an ambition to strengthen clinical leadership and engagement, in
particular by bring together secondary and primary care clinicians through system
based networks and through portfolio roles. Political leadership also remains an
important element of the new proposals which will be prominent in each of the
strands, notably through the Cabinet members for Health and Social Care and
Children and Young People.
4.

HWP Support Infrastructure

Over the past 2- 3 years, HWP has been supported by a central team, which
includes some staff seconded from partner organisations, but the majority recruited
specifically to the HWP Core Team and employed through Wigan Council. The team,
led by Rebecca Murphy, has provided an essential function by ensuring there has
been dedicated capacity to establish HWP as a focus for collaborative and integrated
working; to pioneer new ways of working; facilitate system wide connections; and to
ensure there has been dedicated resource to service HWP Board and associated
groups. Without the team, HWP would not be in the strong position in now finds itself
in.
A separate paper has been drafted which outlines more detailed proposals in respect
of the central HWP Team. The recommendation set out within this paper is that the
work of HWP now needs to be driven collectively through the partner organisations
and fully embedded within existing programme boards and teams. In this way, the
culture, behaviours and essence of system working which has been the focus of
HWP will permeate and become embedded across the partner organisations.
Many of the HWP Core Team members will continue to work on behalf of HWP and
take the lead for specific pieces of work. However, they will do this from within their
respective organisation. In this way, we do not lose the experience, skills and talents
that have been built up over the last few years.
It is proposed that there will be a small central function/ PMO retained to manage the
governance and coordination of work going forward on behalf of the health and care
system. This will ensure that the impetus and focus for transformation is not lost.
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It is recognised that individuals and teams within partner organisations will already
be working on some of the priority work areas within the proposed ‘pillars’. This
capacity will be used to drive forward implementation, but within the context of the
new structure outlined in section 3. It is envisaged that there will be a core group of
programme leads who focus a large proportion of their time on the HWP agenda.
These resources include individuals working in senior positions across the Council,
CCG and WWL and those who are leading existing programme boards that align
with the priority work areas.
There will be others who will be required to work flexibly or to pick up time limited
pieces of work for the HWP Alliance where specific skills, knowledge or experience
are required. This is likely to be the case for some of the enabling programmes
where dedicated input will be needed at specific times. It will be important for the
Exec Leadership Team and HWP Alliance Board members to use their positions
within their own organisations to release this capacity to facilitate delivery and
progress.
As stated previously, clinical leadership has been a particular strength within HWP
and one that needs to be built upon. The role of the PCNs will continue to be pivotal
within the HWP Alliance and will provide the conduit for engagement with individual
GP practices. PCNs will also enable engagement and collaboration with wider
primary care partners such as community pharmacy, dentists and optometrists. We
are also proposing the establishment of Clinical Portfolio leads to ensure we are able
to fully capitalise on clinical insight, expertise and guidance within the 4 pillars. It is
envisaged that the portfolio leads will play a pivotal role in the Activation/ Delivery
Board.
5.

Timelines

If members of the Board are happy to endorse the proposals contained within the
paper, the following actions will be taken forward
Action

Timescale

Further work on the pillars and priority workstreams,
including identified SROs, Programme Leads and
clinical sponsors
Fortnightly meetings of the Exec Leadership Team
First meeting of the Activation Board
Update paper to September HWP Alliance Board on
progress being made against priority work
programmes and alignment to outcomes framework

July 2020

6.


July onwards
End July 2020
September 2020

Discussion Points
Do the priority areas within the pillars feel like the right things for HWP to be
focussing on?
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Would partners support a refresh of the Alliance Agreement to reaffirm
partners’ commitments and outline priorities?
How do you think the arrangements outlined in the paper will help us to move
things forward (with scale and pace)?
How do you want to see the connections between PCN/ SDF based working
and borough wide structures to develop and evolve?
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Appendix 1: HWP: Pillars and Suggested Priorities for Delivery
Description

Priorities for Delivery 2020-21

Connections / Interdependencies

PCN &
Neighbourhood
(SDF)
Development

The development, acceleration and
strengthening the role of PCNs as
the basis for integrated working in
neighbourhoods (SDFs) and
delivering place based approaches
that take into account wider
determinants of health. Includes the
interface between primary care and
wider system partners as well as the
development of GP at scale models
with the ability to support the
‘Hospital without Walls’ pillar



Accelerating the development/ maturity
of PCNs (as per national maturity
matrix) to support GP resilience and
sustainability
Implementation of the HWP integrated
place based model of care (articulated
through specific pathways e.g. end of
life, mental health & wellbeing or care
home resilience)
Creating the space for integrated
leadership and transformational
capability in neighbourhoods linked to
PCNs
Workforce & organisational
development in neighbourhoods,
including local skills development

 Development of recovery plans based
on neighbourhood models and
collaborative approaches
 Wider connections to SDF community
cell infrastructure
 Creating the conditions for primary care
led delivery as part of planned care
redesigns (Hospital without Walls)
 Neighbourhoods as the basis for
resident, community and voluntary
sector engagement in health &
wellbeing
 Workforce developments linked to
‘Community Wealth Building’ and local
employment creation opportunities

Redesign of planned care pathways
including those focused on long term
conditions e.g. diabetes, respiratory,
pain management
Community diagnostics(including AQP
procurement covering adult hearing,
MRI Head & Neck and non-obstetric
ultra-sound
A&E by Appointment- improving
access to non-life threatening urgent
care and making better links with
community based support (focused on
physical & mental health)

 Redesign based on Population Health
management principles
 Review of urgent care building digital
innovations into new models
 Estates reconfiguration to deliver new
models of care
 PCN development and strengthened
interface between primary & acute
including learning and development
(education) opportunities
 Workforce – appropriately skilled
workforce to deliver new models of
care
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Pillar







Hospital without
Walls including
Elective Care

Delivering seamless care in and out
of hospital and transforming the way
that we deliver services such as
outpatients, cancer care and access
to urgent care. Transforming the
primary, community and secondary
care interface and clinician to
clinician management of our citizens.
Transformation underpinned by
personalised care and enabling
people to ‘take control’ of their own
health
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Community
Services
including care
homes and
mental health
services
transformation

Driving the continued development
and transformation of our integrated
community services offer.
Maintaining momentum and a longer
term sustainable offer for our care
homes and the critical role they play
in our communities. Overseeing the
transformation of our local mental
health services









Digital
Innovation

Driving forward digital innovation to
transform services and deliver
agreed outcomes e.g. improved
access; self-management; health
inclusion etc. Recognising that digital
is an enabler, but a pillar in its own
right given the focus on the role of
digital in transforming the way that
services are delivered and support
individuals to remain independent
and in control of their own health and





Cancer recovery programme- local
response drawing on population health
approaches
Fully integrated Urgent Treatment
Centre ensuring that patient and
residents get the care and support in
the right place at the right time,
connecting to services within the place
Agreed model for the provision of
mental health services in the borough
Enhanced ‘discharge’ processstrengthening and building on the
Better @ Home pathway to provide
seamless care and support for
individuals and families
Care home resilience programme
Borough wide bed strategy including
intermediate care and step down
facilities (includes the Bellingham and
Leigh Infirmary sites)
Improvements to all age end of life care
Support for children with complex care
needs
Digital First Approach across all Patient
Facing Services
Digital MDT and ad hoc Advice and
Guidance
HWP Resident/Citizen Platform: to
bring together all aspects of the
individuals service connections into
one place, AMGP, MyAccount, NHS
App, accessible from a single point and
signpost to other services

 All age strategy for mental health and
wellbeing across the borough
connecting to all parts of the system
including schools and communities
 Links to PCN requirements on
integrated working, care home support
and new roles
 Focus on target groups and addressing
health inequalities e.g. integrated
services for homeless people or focus
on individuals with learning disabilities

 Supporting self-care & selfmanagement e.g. access to apps and
health & wellbeing information
 Supporting new delivery models e.g.
virtual appointments to support elective
programme, digital programmes in care
homes
 Increased range of services and
specialties available to Advice and
Guidance

wellbeing

.



21st Century Analytics: demand,
capacity, utilisation and patient
management across care settings

 Links to workforce / skills development
and to quality enablers
 Ensuring digital inclusion to tackle
inequalities
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Appendix 2: Proposed Arrangements for HWP (Relational Diagram)

HWP Alliance Board
Brings together all stakeholders from the system. Provides oversight and
challenge. Receives reports on progress in order to provide assurance against
agreed delivery plan. Supports planning and facilitate connections across the
system. Creates the environment and culture within partner organisations to
support transformation (shared vision). Meets bi-monthly

Executive Leadership Team
(Stuart Cowley, Tim Dalton Craig
Harris, Silas Nicholls)
System leadership; shared
accountability; creating the
conditions for system
transformation. Links to ‘command
structures’
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PCNs & Neighbourhoods (SDFs)
Includes PCNs (general practice plus wider
partners) and connectivity into wider
neighbourhood/ community infrastructure.
Connections into the HWP Alliance Board,
Activation Board and programme boards via
existing infrastructure e.g. PCNs. Dynamic,
two way relationship

Activation/ Delivery Board
Acting as the ‘circuit board’ for programme delivery;
programme leads for priority work streams within
the pillars and enabling leads;. Identifies
interdependencies/ opportunities. Focused on
implementation. Core membership but with ability
to flex in order to deliver agreed programmes.
Connected closely with existing programme boards
& neighbourhood (SDF) infrastructure. Meets
fortnightly in first instance

Existing Programme Boards & System
Enabler Groups
E.g. Mental Health Programme Board;
Urgent Care Board, Planned Care
Board; Care Home Reform Board,
Enabler. Flexible & dynamic
relationship with the ‘Activation/
Delivery Board’. Enabler groups with
system wide representation
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Integrated Commissioning Committee
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PRESENTED BY:
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DECISION REQUIRED:

Date: 15 July 2020
WBCCG Plan on a Page 2020/21
Prof. Craig Harris – CCG Accountable Officer & Managing Director

Prof. Craig Harris

To receive for information

EXECUTIVE SUMMARY:

Wigan Borough Clinical Commissioning Committee’s ‘Plan on a Page’, sets out in brief our main priorities and
ambitions for 2020/21

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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an on a Page 2020/21

On our ‘Plan on a Page’, we set out in brief our main priorities and ambitions f
2020/21

We must understand demand and
valuate different service models whilst
holding on to the gains in innovation
and improvement that have been
achieved through the covid19 crisis.
We must identify, understand and
measure the impacts that will support
new ways of working

System
Sustainability
The
CCG isFinancial
committed
to working with
We will work towards a financially stable
Health & Care system alongside core
HWP members. We will agree a joint
expenditure and savings plan to achieve
financial balance over the next 3 years.
Maximising the benefits of the changing
NHS funding regime will be key to this.

Covid19 Recovery and Beyond
Page 71

Mental Health Transformation

Review mental health provision and
ree what is needed from mental health
services in the future. This is in the
ontext of the review in to the future of
orth West Boroughs Healthcare NHS
Foundation Trust, our mental health
service provider.

he development of our Primary Care
Networks and Service Delivery
otprints is one of our priorities. These
developments will mean that more
services can be delivered in
ommunities and increase the focus on
preventing ill health.

Primary Care Transition & Sustainability

We need to continue to work across t
system to develop the Healthier Wig
Partnership, building on our Alliance
Agreement, and using a collaborativ
approach to focus on the 3 main
priorities, digital intervention, Leigh
hospital site and care home reform
Healthier Wigan

The CCG retain all of their responsibilities
apart from those brought into the
emergency governance arrangements. we
continue to commission and deliver high
quality services, prioritise safeguarding,
staff welfare, equality and infection control
and make sure we continue to manage our
finances.

Hospital without walls

We will continue to work with our
colleagues in community services an
the council to carry on the improveme
and transformations that have alread
been implemented in community
services.

Delivering core CCG Business

Digital
We need to continue to deliver the
We want to sustain and build on the
transformational developments we have
seen during the pandemic, and ensure
that the opportunities they provide to
support our key priorities are available to
all residents and all aspects of our
partnership.

To achieve all our priorities we need
Enable staff to return to the workplac
safely, this will be done using the 5 P
(purpose, principles, plan, prepar
phase).
Review and develop our organisatio
including supporting Staff & Boards
develop and grow.
Staff support, Management & OD
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Item Number: 6.1
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Paul McKevitt
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REQUIRED:

Receive

EXECUTIVE SUMMARY
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 Risk Register (Page 6)
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Finance Report Month 02 (May)
Executive Summary

Page 74


Surplus
The CCG is required to achieve a break-even position through its internal reporting in order to achieve its statutory financial duties.
The year-to-date (YTD) surplus of £0.0m is in line with the required surplus on a statutory basis at month 02.
At month 02 the CCG’s has a four month allocation of £182,480k. In line with current national guidance, a further draft retrospective allocation has
been assumed of £12,194k to enable the CCG to report breakeven at Month 02.



QIPP
As a response to the novel coronavirus, there have been national changes to CCG’s financial management regimes for the period April 20 to July 20.
The ability to achieve QIPP in this current environment is severely restricted, and the current financial regime negates the need to achieve QIPP
savings in this period. The CCG remains committed to achieving long term financial sustainability and a strong focus on QIPP savings will be pursued
at the earliest allowable opportunity.
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Financial Position & Key Messages
Key Messages:
Overview
The NHS is currently under a phase of national command and control in response to the pressures facing the NHS from the novel Coronavirus.
As part of this response the national financial planning round for 2020/21 was suspended, and a new temporary financial regime was established with
NHS provider organisations. As part of this regime, NHS providers would be paid a nationally derived and mandated block value from CCG’s; with a
subsequent income top-up made nationally to cover any further operational costs including the cost of the response to covid-19.
On the 15th May, national guidance was issued on ‘CCG financial management in the period 1st April to 31st July 2020’. This detailed a temporary new
financial regime for CCG’s that would be in place for that period.
As part of this regime CCG’s have been given a specific allocation amount for April to July derived from a national budget model. The national budget
model calculations are broadly based on two approaches:
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For NHS provider expenditure, the model provides the CCG with a budget that matches the mandatory national NHS provider block payment
values that the CCG has been notified to pay by NHSE/I.



For all other services it provides a budget that is broadly based on net average spend in 2019/20 using month 11 information. It also includes
uplifts and some further adjustments in relation to national Funded Nursing Care price increases, NHS pensions increases, and a reduction to
take account of the fact that some Independent Sector providers have been contracted with nationally up until the end of June.

The CCG has not received any allocation for the period August 2020 to March 2021, and this funding is currently held centrally. Where the CCG has
reasonable costs over or under the allocation amount provided for April to July, a draft retrospective allocation will be notified to the CCG to increase or
decrease the CCG’s allocation in order it can report a breakeven position in this period.
These draft adjustments will be reviewed by regional and national teams before a final retrospective allocation adjustment is made.
The CCG is facing an unprecedented period of financial uncertainty as there remains a lack of clarity on a number of financial issues in the period April to
July; and the national financial regime currently remains unclear beyond 31st July 2020. This makes forecasting difficult and unreliable.
The CCG remains in close liaison with Greater Manchester Health & Social Care Partnership (GMH&SCP), regional teams, and other GM CCG’s in order
to raise and seek clarity on these issues; and a joint meeting between the regional finance team and GM CCG’s is scheduled to take place on the 17th
June.
The ability to achieve QIPP savings has also been severely restricted in the current environment; however the financial regime in place negates the need
for savings in this initial period.
In recent years, the CCG has been operating with a recurrent underlying deficit of around £30m, and whilst it is unclear at this stage what the underlying
position might look like heading into 2021/22; it remains highly likely that the CCG will continue to require significant QIPP savings in the coming years to
get back into a financially sustainable position.
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It is therefore imperative that the CCG remains geared up to achieving efficiency and transformational savings so that these can again be driven forward
at the earliest opportunity that the national command and control regime allows.
A separate report has been produced on the ‘2020/21 allocation and budget implications as a result of Covid-19 controls within the NHS’ and should be
read in conjunction with this month 02 finance report. The report describes the changes to the national financial regime in more detail, and details the
potential impacts of these changes to CCG allocations, budgets, forecasting and QIPP. It also includes a range of scenario forecasts that indicate the
potential range of financial forecasts for the full year.
The CCG has previously been notified of a ‘light touch’ planning process that was anticipated to commence in early June. At the time of writing, there has
been no formal correspondence or guidance issued.
In Month Position
At this early stage of the year there is limited data available to assess financial performance, and there is significant uncertainty around the indirect
impacts that covid-19 may have had on patient demand driven services.
In addition to this, as noted above, the CCG budgets are nationally derived and in many cases do not reflect the CCG’s expenditure expectations. This
means in some cases the granular variances reported are entirely driven by the budget approach.
As the CCG has currently only been provided allocations to the end of July, the reported forecasts are also only to the 31st July.
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At month 02 the CCG is reporting an overall break-even position both in-month and forecast outturn, however this assumes a retrospective allocation will
be received at month 02 of £12.2m, and a forecast retrospective allocation of £23.0m to month 04. These values represent the difference between
actual/forecast expenditure and the prospective allocation received by the CCG derived from the national budget model.
Whilst there are a number of granular budget variances, there are three key items driving the difference between actual/forecast expenditure and the
nationally derived budget.
1. The position includes direct expenditure on the covid-19 response totalling £4.7m at month 02; which is forecast to be £7.5m at then end of July.
Covid-19 funding was not provided through the national budget model.
2. The methodology used by the national budget model to assess non-NHS related budgets relied on 2019/20 actuals but was not adjusted for Non
Recurrent items. The CCG received substantial section 75 support from the council in 2019/20, as well as making contributions itself into the
section 75, and it passed over GM transformation funding to the council. All of these items were non recurrent in nature. The national model
methodology has resulted in a negative budget for the CCG of £5.5m in relation to these items. The CCG has no matching income in 2020/21 for
these items therefore this appears as a net £5.5m forecast pressure within budgets.
3. The CCG had previously agreed a section 75 contribution to the council in 2020/21 of £30.54m. This is non-recurrent expenditure for 2020/21 and
therefore was not built into the national budget model. This had originally been planned to be broadly funded from a previously agreed return of
historic surplus of £14.7m; and further QIPP savings of £15.6m. However at month 02 the CCG had not had notification of the return of historic
surplus; and the current environment has severely restricted the CCG’s ability make QIPP.
Following the completion of month 02 accounts, regional and national teams have undertaken a detailed review of all CCG’s month 02 expenditure to
assess for reasonableness; however in the timescales they have been unable to gain full assurance. As a result, all CCG’s have been provided with an
interim retrospective allocation for month 02, and regional and national teams will continue their assurance work on month 02 alongside their work on
month 03.
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Wigan Borough CCG has received an interim retrospective allocation of £4.67m which matches the covid-19 element of expenditure at month 02. It has
also received £5.0m return of historic surplus covering months 1-4.
This however leaves a shortfall of £5.0m at month 02 in respect of other non-covid expenditure that, in line with the national guidance, the CCG is
anticipating it will receive upon the conclusion of the national assurance work.
The CCG has and will continue to liaise with GMH&SCP and regional finance leads to support this assurance work and seek the best possible outcome
for the CCG.
There are other month 02 issues to note; in particular the forecast overspends in Primary Care Delegated and Running Costs which after excluding direct
covid-19 expenditure are over budget by £1.4m and £0.2m respectively. However, these are largely driven by the fact the CCG’s primary care delegated
and running costs allocations were reduced by £1.3m and £0.4m respectively. The overspend in these areas are broadly net to a near breakeven
position when coupled with the net underspend forecast across the other service areas. These underspends are mostly driven by reduced service
activity in the Non-NHS sector; and a reduction in the number of individual patient packages of care funded outside of covid-19.
The CCG is anticipating a requirement to return £1.5m of support funding provided by GMH&SCP in 2019/20. This is not included in the month 02
position so would require additional top-up if actioned before the 31st July.
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The CCG is also anticipating a further £2.8m of non recurrent Transformation Funding from GMH&SCP to support the final tranche of council led
transformation schemes agreed in previous years.
The above items have been raised with GMH&SCP for further clarification.
The CCG has been set a cash allocation for the year, which will be amended each month to reflect the additional Covid and income top up described
above.
Year end 2019/20
The CCG has received an unqualified audit opinion and a ‘except for’ Value for Money (VfM) opinion on the 2019/20 Financial Statements from External
Audit. The VfM report recognises the significant achievement of savings in 2019/20, however the significant structural pressure resulted in the ‘expect for’
conclusion. The final submission to NHS England of the Annual Report and Financial Statements is the 25th June 20.

Key Conclusions on Financial Position
The CCG is currently going through an unprecedented time of financial uncertainty.
A range of national measures have been introduced including a temporary change to the financial management regime of the CCG.
The CCG will require significant retrospective allocations to achieve a break-even position in the period 1st April to 31st July 2020.
The ability to achieve QIPP has been severely restricted but the CCG must remain geared up to achieving efficiency and transformational savings at the
earliest allowable opportunity.
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Wigan Borough CCG - Summary Financial Position at Month 2

Period

Year to
Year to
Date Plan Date Actual
£000s
£000s

Year to
date
variance

Full Year
Plan £000s

Full Year
Forecast
£000s

Forecast
Outturn
(Favourable)
/Adverse
£000s

48,024

47,280

(744)

96,048

94,953

Community Health Services

May-20

7,080

7,108

27

14,160

14,275

115

Continuing Care

May-20

5,753

6,200

447

11,506

11,546

40

Mental Health

May-20

7,668

7,501

(167)

15,337

14,997

(340)

Other

May-20

1,123

11,834

10,711

2,245

22,620

20,374

Prescribing

May-20

10,520

11,747

1,227

21,040

23,282

2,242

Primary Care Contracts

May-20

10,225

10,911

686

20,449

22,012

1,563

Allocated Committed Resources

May-20

0

0

0

0

0

Running Costs

May-20

847

853

6

1,695

1,878

183

Total CCG Budgets

May-20

91,240

103,434

12,194

182,480

205,561

23,081

Prospective In-Year RRL

May-20

91,240

91,240

0

182,480

182,480

0

Draft Retrospective In-Year RRL

May-20

0

12,194

12,194

0

23,081

23,081

Total In-Year RRL

May-20

91,240

103,434

12,194

182,480

205,561

23,081

Surplus/Deficit

May-20

0

0

0

0

Programme Budgets

May-20
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Acute Services

0

(1,095)

(0)

0
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Wigan Borough CCG Finance 2020/21- Risk Register
Finance Risk Register as at Month 02

Team

Risk Description

Extreme Risk
High Risk
Medium Risk
Low Risk

15 - 25
8 - 12
4 - 6
1 - 3

I mmediate Action Required by Director – Reportable to the Board
Attention Needed By S enior Management – Reportable to Board Committee
Management by Line or S ervice Manager
Manage By Routine Policies/Procedures/Processes/S ystems

Likelihood
(1-5)

Impact
(1-5)

Risk Score
(L x I)

Control
Type

Approach
Type

Existing Control - where risk is medium, high or extreme.

Risk Action Plan Outline

Target Date

QIPP Risks
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FM

Non achievement of identified QIPP schemes, and also failure to
mitigate with additional schemes.

4

5

20

Extrinsic

Proactive

Regular QIPP meetings held. Robust regular monitoring and
reporting of schemes in all areas through appropriate
governance structures. Ensure schemes agreed for any
unidentified QIPP and action plans put in place.

FM

Failure to identify schemes or other mitigations to offset the current
unidentified QIPP

3

5

15

Extrinsic

Proactive

Regular QIPP meetings held to ensure continued focus on
identifying further schemes to offset any unidentified QIPP
and/or action plans put in place to mitigate.

FM

SDF led GP QIPP schemes and other acute related QIPP schemes
including EUR fail to materially reduce or move activity from
secondary care into alternative settings.

3

5

15

Extrinsic

Proactive

Regular QIPP meetings held. Robust regular monitoring and
reporting of schemes and the contract position through
appropriate governance structures. Ensure schemes agreed for
any unidentified QIPP and action plans put in place.

FM

Continuing Health Care and other non secondary care schemes.
Cost and activity reductions planned through QIPP programme fail
to materialise.

2

5

10

Extrinsic

Proactive

Regular QIPP meetings held. Robust regular monitoring and
reporting of schemes through appropriate governance
structures. Ensure remedial action plans agreed and
implemented where required.

FM

Primary Care related scheme including prescribing. Cost and
activity reductions planned fail to materialise.

2

5

10

Extrinsic

Proactive

Regular QIPP meetings held. Robust regular monitoring and
reporting of schemes through appropriate governance
structures. Ensure remedial action plans agreed and
implemented where required.

As a response to the coronavirus, there have been national changes to CCG’s
financial management regimes for the period April 20 to July 20. The ability to
achieve QIPP in this current environment is severely restricted, and the
current financial regime negates the need to achieve QIPP savings in this
period. The CCG remains committed to achieving long term financial
sustainability and a strong focus on QIPP savings will be pursued at the
earliest allowable opportunity.
As a response to the coronavirus, there have been national changes to CCG’s
financial management regimes for the period April 20 to July 20. The ability to
achieve QIPP in this current environment is severely restricted, and the
current financial regime negates the need to achieve QIPP savings in this
period. The CCG remains committed to achieving long term financial
sustainability and a strong focus on QIPP savings will be pursued at the
earliest allowable opportunity.
As a response to the coronavirus, there have been national changes to CCG’s
financial management regimes for the period April 20 to July 20. The ability to
achieve QIPP in this current environment is severely restricted, and the
current financial regime negates the need to achieve QIPP savings in this
period. The CCG remains committed to achieving long term financial
sustainability and a strong focus on QIPP savings will be pursued at the
earliest allowable opportunity.
As a response to the coronavirus, there have been national changes to CCG’s
financial management regimes for the period April 20 to July 20. The ability to
achieve QIPP in this current environment is severely restricted, and the
current financial regime negates the need to achieve QIPP savings in this
period. The CCG remains committed to achieving long term financial
sustainability and a strong focus on QIPP savings will be pursued at the
earliest allowable opportunity.
As a response to the coronavirus, there have been national changes to CCG’s
financial management regimes for the period April 20 to July 20. The ability to
achieve QIPP in this current environment is severely restricted, and the
current financial regime negates the need to achieve QIPP savings in this
period. The CCG remains committed to achieving long term financial
sustainability and a strong focus on QIPP savings will be pursued at the
earliest allowable opportunity.

Ongoing

Ongoing

Ongoing

Ongoing

Ongoing

Non QIPP Risks

FM

Not achieving overall financial balance (Break Even).

4

5

20

Intrinsic/E
xtrinsic

Proactive

FM

Primary Care and Community Services are not ready or have not
got sufficient capacity to deal with activity movements from
Secondary Care as part of system wide transformation.

3

3

9

Extrinsic

Proactive

FM

Increased patient demand/usage and complexity for acute
healthcare causes increased costs and growth above contracted
levels, which adversely impacts on the financial position of the
CCG.

3

3

9

Extrinsic

Proactive

FM

Increased patient demand/usage and complexity for packages of
healthcare such as Continuing Healthcare or Mental health
packages of care. This would adversely impact on the financial
position of the CCG in 2018/19.

3

3

9

Extrinsic

Proactive

All

Risk of deteriorating provider financial stability, meaning a risk to ongoing service provision and the CCG requirement to fund additional
provider pressure. This is coupled with Provider non achievement of
Cost Improvement Programmes (CIP).

3

3

9

Extrinsic

Reactive

The NHS is currently under a phase of national command and control in
Regular monitoring and reporting to the Governing Body of
response to the pressures facing the NHS from the novel Coronavirus. The
financial position - monthly. Non-ISFE returns and meetings with CCG will continue to review the national process especially around the a
GMH&SCP.
subsequent income top-up required to cover the further operational costs
including the cost of the response to covid-19.
Review existing funds to schemes to see if Stop, delay or other actions can
Regularly monitor and report progress against transformational
mitigate the gap. Engagement with locality stakeholders to manage capacity
schemes involving all stakeholders.
shifts.

Ongoing

Ongoing

The CCG regularly monitors, investigates and reports on
significant increases and movements in its acute contracts
CCG QIPP schemes are focussed on activity reductions.

The finance team undertakes regular investigation of significant variances and
movements in activity/finance which should highlight such issues. Early highlevel data analysis would also potentially pick up on such issues. However
there remains a risk that expenditure is only identified retrospectively.

Ongoing

The CCG regularly monitors, investigates and reports on
significant increases and movements in its packages of care
budget areas.

The finance team undertakes regular investigation of significant variances and
movements in activity/finance which should highlight such issues. Early highlevel data analysis would also potentially pick up on such issues. However
there remains a risk that expenditure is only identified retrospectively.

Ongoing

Seek clarity on provider CIP achievement and mitigations.

Ongoing

Provide staff with the time to develop skills and opportunities to be promoted
through the organisation. Each member of staff has an annual PDR and
training plan and are committed to staff development. Also provide staff a
work life balance.

Ongoing

Continue to review contingency plans as part of SLA monitoring and as part of
SBS service auditor reporting.

Ongoing

Work closely to understand their on-going finance risks,
ensuring that they have internal contingency plans in place.
Ensuring NHSE and NHSI are kept informed of issues to allow a
wider response to future issues.
Provide staff with the time to develop skills and opportunities to
be promoted through the organisation. Each member of staff has
an annual PDR and training plan and are committed to staff
development. Also provide staff a work life balance.
Work closely with our services providers, Shared Business
Services (SBS) and Wrightington Wigan and Leigh Foundation
Trust (WWL), to ensure they have contingencies in place in the
event of failure in the systems. Detailed contingency plans are in
place and in the event of payroll failure the CCG could pay all
staff manually.

All

High finance staff turnover.

3

3

9

Intrinsic

Proactive

All

Major financial services supplier failure, particularly SBS and
payroll as the CCG would not be able to pay suppliers and staff nor
efficiently report its financial position.

2

4

8

Extrinsic

Reactive

FC

Risk of fraud, bribery and corruption that may occur within the
CCG. Risk of financial loss and reputational damage as a result of
identified risk.

2

3

6

Intrinsic

Proactive

LCFS Officer in place working to the agreed CCG plan including
proactive monitoring. Regular monitoring and reporting to Audit
Committee.

Continued monitoring of existing criminal investigation via the CCG LCFS
Officer. Performance against the annual plan is monitored by management
and the audit committee. Annual review carried out by the LCFS officer.

Ongoing

The CCG monitors performance monthly. Any fall in performance is examined
immediately and causes identified. These can be internal to the CCG e.g.
cash issues or internal process, but may also be due to issues at SBS. Action
taken would depend on the cause of the issue but would always be followed
up and corrective action.

Ongoing

Use of 3rd parties to arbitrate between affected organisations.

Ongoing

FC

The CCG is unable to pay its invoices within the Better Payment
Practice Code targets, either due to cash flow or internal process.

2

3

6

Intrinsic

Proactive

The CCG monitors performance monthly. Any fall in performance
is examined immediately and causes identified. These can be
internal to the CCG e.g. cash issues or internal process, but may
also be due to issues at SBS. Action taken would depend on the
cause of the issue but would always be followed up and
corrective action.

FM

Breakdown in stakeholder relationships within the locality resulting
in non achievement of the system wide transformation.

1

5

5

Extrinsic

Proactive

Regular review of progress and identification of issues, delays
etc., to ensure corrective action can be taken.
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Working Balances
Wigan Borough CCG Summary Financial
Position at Month 2

Wigan Borough CCG - Summary Financial Position at Month 2
Better Payments Practice Code (BPPC) – All NHS organisations are required to pay 95% of their valid invoices by value and by
volume within 30 days of receipt.
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£000
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£000
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0

0

0

0

96

96

Non NHS

0
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34

0
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0

51
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8
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Number %
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MAY
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100
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95

95
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95
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95

95

95
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Commentary

Wigan Borough CCG - Summary Financial Position at Month 2
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Planned Cash Drawdown vs Actual
In month 2 Wigan Borough CCG have achieved above the 95% Better Payment Practice Code target for both value
and volume of invoices. The CCG is on course to reach its year end compliance target.

80,000
70,000
60,000
50,000
40,000

Planned £m

30,000

Actual £m

20,000

Wigan Borough CCG has £241k worth of debtors as at month 2, of which £241k are overdue. The CCG has two long
term NHS debts totalling £96k, which relate to an on going dispute with Bridgewater Community Health NHS
Foundation Trust, and the CCG does not foresee any issues with other debtors. At the end of month 2 the CCG had
£384k of overdue creditors.
The remaining maximum cash drawdown to month 2 is £431.7m. This highlights that the CCG have utilised 23.3% of
its current available cash funding which is above plan due a number of factors including Covid-19 and the revised
allocation received in 2020/21.
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