
 

 

 

Governing Body 
 

Meeting to be held at 2pm on Thursday 27th November 2014 in the 
Board Room, Sanger House, Brockworth, Gloucester GL3 4FE 

 
No. Item Lead Recommendation 
1 Apologies for Absence  

 
Chair  

2 Declarations of Interest  
 

Chair  

3 Minutes of the Meeting held 
on Thursday 25th September 
2014 

Chair Approval 

4 Matters Arising 
 

Chair  

5 Patient’s Story 
 

Becky Parish Information 

6 Public Questions 
 

Chair  

7 Chair’s Update 
 

Chair Information 

8 Accountable Officer’s Update 
 

Mary Hutton Information 

9 Time to Heal Project 
Evaluation Report 

Mark 
Walkingshaw 

Information 

10 Maternity Pathways Project Mark 
Walkingshaw 

Approval  

11 Transforming Inpatient Care 
for People with Learning 
Disabilities (PwLD) and 
providing community based 
support for People with 
Learning Disabilities who 
Challenge  

Mark 
Walkingshaw/ 
Martin Ayres 

Information  

12 Co-Commissioning of Primary 
Care 

Dr Andy 
Seymour 

Approval 

13 Developing the Clinical 
Programmes Approach 

Ellen Rule Information 

14 Cultural Commissioning 
Programme Update 

Ellen Rule Information 



 

 

15 Assurance Framework 
 

Cath Leech Information 

16 Report from West of England 
Academic Health Science 
Network Board 

Mary Hutton Information 

17 Performance Report 
 

Cath Leech Information 

18 Integrated Governance and 
Quality Committee Minutes 

Julie Clatworthy Information 

19 Any Other Business (AOB) 
 

Chair  

Date and time of next meeting: Thursday 29th January 2015 at 2pm in Board 
Room at Sanger House 
 
 



 

  
Gloucestershire Clinical Commissioning Group (CCG) 

Governing Body 
 

Minutes of the Meeting held on Thursday 25th September 2014 
in the Board Room, Sanger House, Gloucester GL3 4FE 

 
Present: 
Dr Helen Miller HM Clinical Chair 
Dr Steve Allder SA Secondary Care Specialist 
Marion Andrews-Evans MAE Executive Nurse and Quality Lead 
Dr Peter Brambleby PB Interim Director of Public Health 
Dr Charles Buckley CBu GP Liaison Lead 
Julie Clatworthy JC Registered Nurse 
Alan Elkin AE Lay Member – Patient and Public 

Engagement 
Dr Malcolm Gerald  MGe GP Liaison Lead 
Colin Greaves CG Lay Member - Governance 
Dr Will Haynes WH GP Liaison Lead 
Mary Hutton MH Accountable Officer 
Cath Leech CL Chief Finance Officer 
Dr Hein Le Roux HLR GP Liaison Lead 
Ellen Rule ER Director of Transformation and Service 

Redesign 
Dr Andy Seymour AS  Deputy Clinical Chair  
Mark Walkingshaw MW Deputy Accountable Officer 
Dr Jeremy Welch JW GP Liaison Lead 
In attendance:   
Alan Potter AP Associate Director of Corporate Governance
Emma Simpson ES Board Administrator 
Eddie O’Neil EON Joint Commissioner, Mental Health 
David Pugh DP Independent Consultant (agenda item 8) 
Jim Symington JS Independent Consultant (agenda item 8) 
Caroline Smith  CS Senior Manager, Engagement  and Inclusion
 
There were 2 members of the public present. 

 
HM signed the Time to Change Wall on behalf of the CCG as a 
commitment to take action to reduce mental health 
discrimination in the workplace. 
 
 



 

Gloucestershire CCG Governing Body Minutes – September 2014     Page 2 of 14 
 

 
1 Apologies for Absence 
  
1.1 Apologies were received from Valerie Webb, Dr Caroline Bennett, Dr 

Martin Gibbs and Margaret Wilcox. 
  
2 Declarations of Interest  
   
2.1 There were no declarations of interest.  
   
3 Minutes of the Meeting held on Thursday 31st July   
   
3.1 The minutes of the meeting held on Thursday 31st July were 

approved.   
 

   
4 Matters Arising  
   
4.1 29.5.14 AI 8.7 –  Accountable Officer’s Report  - An update 

was requested regarding the Integrated Community Teams. 
This was provided as part of the Accountable Officer’s Report 
(Agenda Item 7) on the 25.9.14. Item Closed. 

 

   
4.2 29.5.14 AI 11.5 – Mental Health Crisis Care Concordat – A 

request had been made for the action plan to be presented to a 
future meeting of the Governing Body. This was covered by 
Agenda Item 9 on the 25.9.14.  Item Closed. 

 

   
4.3 31.7.14 AI 8.8 - Accountable Officer’s Report – It was 

requested that information circulated outlining the metrics and 
outcomes for Right Care 2. These had now been circulated. 
Item Closed. 

 

   
5 Public Questions  
   
5.1 There were no public questions.    
   
6. Gloucestershire Clinical Commissioning Group (CCG) 

Clinical Chair’s Report 
 

   
6.1 This report was taken as read, with a summary of key issues 

that arose during August and September being highlighted by 
HM.  
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6.2 HM highlighted the success of the CCG’s AGM which took 
place on Thursday 18th September and featured the Annual 
Review, presentations from each of the seven Locality 
Executives illustrating their work with community partners and 
patient stories which demonstrated the impact of CCG 
developments. 

 

   
6.3 RESOLUTION: The Governing Body noted the contents of 

this report. 
 

   
7 Gloucestershire Clinical Commissioning Group 

Accountable Officer’s Report 
 

   
7.1 The Accountable Officer introduced this report which was taken 

as read and provided a summary of key issues arising during 
August and September 2014.  

 

   
7.2 MH outlined the summary findings as set out in the 

Gloucestershire County Council Health and Care Overview and 
Scrutiny Committee (HOSC) Reconfiguration Report.  It was 
noted that the majority of objectives had been achieved, in 
particular it was acknowledged that the supervision of doctors 
had significantly improved along with the retention of junior 
doctors. 

 

   
7.3 MH advised that there is a renewed focus on undertaking 

patient case reviews in relation to the Integrated Community 
Teams (ICTs) in order to determine the outcomes of 
interventions delivered.  It was noted that the number of 
specific interventions is less than anticipated.  A summary was 
given of Phase 2 of the ICT programme.  A request was made 
for more information regarding the Case Management Model in 
the next Accountable Officer’s Report to the Governing Body. 

MH 

   
7.4 It was noted that a recommendation of Preferred Bidder will be 

made by the Out of Hours Project Board to a Confidential 
Meeting of the Governing Body.  

 

   
7.5 RESOLUTION: The Governing Body noted the contents of 

this report. 
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8. Time to Change Organisational Pledge  
   
8.1 MW outlined the work undertaken by the CCG in relation to the 

Time to Change programme which challenges mental health 
stigma and discrimination.  It was noted that the CCG has 
signed the Time to Change Wall as a commitment to take 
action to reduce mental health discrimination in the workplace. 

 

   
8.2 EON informed the Governing Body that the purpose of the 

report was to make a public commitment to take action to 
reduce mental health discrimination as part of Time to Change 
and to support the recommendations set out within the report.  

 

   
8.3 It was noted that the CCG has made a pledge which will 

support an action plan which included:  
 participation in a Time to Change healthcheck; 
 organising a Time to Change Anti-stigma event; 
 creation of a support network for staff;  
 signing the Mindful Employer Charter; and  
 joining the Organisational Learning Peer Network. 

 

   
8.4 Resolution: The Governing Body made a public 

commitment to take action to reduce mental health 
discrimination as part of Time to Change and to support 
the recommendations set out within this report. 

 

   
9 Mental Health Crisis Review and Action Plan  
   
9.1 MW introduced the report which provided a progress check on 

the work of the Gloucestershire Mental Health Crisis Care 
Declaration Task and Finish Group which was convened 
following a serious incident that occurred in 2013.   

 

   
9.2 The paper focused on the four outcomes identified by the CCG 

as a result of the incident.  DP outlined the headline findings 
from the review. 

 

   
9.3 Governing Body members noted the 81 actions which the CCG 

had signed-up to which were set out in Appendix 2.    
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9.4 It was highlighted that the Task and Finish Group was co-
chaired by the CCG Clinical Chair and an Expert by 
Experience.  It was felt that the addition of service users to the 
group was very powerful.   

 

   
9.5 Discussion took place on commissioning implications and 

specifications for 2015/16. It was requested that more 
information should be included in relation to suicide prevention 
and whether the capacity is in place at times of peak demand. 
The cost implications of this were also raised. 

 

   
9.6 EON informed the Governing Body that the ORCP is funding 

extra investment to provide extended cover of the Liaison 
Psychiatry Service within the Emergency Department (ED).    

 

   
9.7 It was noted that gap analysis has given an understanding of 

the potential for improvements to responses to mental health 
crises.  EON stated that work is ongoing on a new service 
model which will provide a faster response to crisis.  The 
current functions of the service will be separated out to allow 
more resources to be put into mental health crisis.   It is 
anticipated that front-ending the resource at Crisis in the 
Community level will reduce ED presentations and Section 136 
detentions within Gloucestershire.   

 

   
9.8 Members noted that a small working group was adopting a 

collaborative approach to develop the service model.  There is 
an ambition for this new model to be in place for April 2015.   

 

   
9.9 Brief discussion took place in relation to staffing.  Assurance 

was given that there are sufficient staff with the correct skill mix 
and capability within the Trust.  JC noted that capacity is an 
issue which needs to be monitored. 

 

   
9.10 Members were advised that an implementation support 

programme had been set up and that the website will be used 
to disseminate information and evidence regarding the 
Concordat.  In relation to significant issues such as levels of 
suicides, use of hospital resources, repeat attenders and 
Section 136 cases, Gloucestershire has agreed to be one of 
four sites to be evaluated. 
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9.11 A collaborative approach with the main provider was outlined 
by EON.  It was noted that a behavioural change is required by 
members of staff as there had initially been a degree of 
defensiveness, although this has dissipated and the mood was 
now felt to be proactive.  2gether has convened a small 
working group and a visit had taken place to the North East 
where a new service model had been developed.  Staff had 
reported back to the working group and were positive about the 
new service model. 

 

   
9.12 HM stated that parity of esteem was a big issue which had to 

be addressed by commissioners and given the same level of 
action and attention as heart attack.   
 

 

9.13 MAE stated that the serious incident was of interest to the Adult 
Safeguarding Board and that the Crisis Review and Action Plan 
was of relevance to the work of the Safeguarding Board.  

 

   
9.14 PB indicated that, in relation to people who present to the 

Acute Trust, there is a need to ensure that the sample frame is 
broadened and everyone is included (i.e. people with 
dementia/learning disabilities etc).  Assurance was given that 
this streamlined system applies to all areas of the community. 
Social prescribing is also part of this process. 

 

   
9.15 JW stated that work needed to take place to ensure NHS 

pathways are part of the new service model for NHS 111. 
 

   
9.16 HM felt that the declaration at Appendix 1 of the report should 

not refer to ‘Concordat’ to ensure that the document is 
intelligible to service users/carers. 

 

   
9.17 RESOLUTION:  The Governing Body noted the contents of 

the progress report. 
 

   
10. Our Open Culture: A Strategy for Engagement and 

Experience 
 

   
10.1 The Strategy was presented by MAE who indicated that it 

described the CCG’s ‘Our Open Culture’ Framework, which set 
out three guiding principles and three methods of delivery. 
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10.2 It was noted that the Strategy’s aim was to ensure that the 
CCG achieves the essential conditions and culture within the 
organisation to make effective engagement a reality and to 
ensure that the individual’s experience of care is a driver for 
quality and service improvement. It was noted that the 
document was circulated widely, and feedback had been 
sought from a wide range of individuals.   

 

   
10.3 JC made a request for the Clinical Priorities Forum to be 

mentioned under the listing of groups.  JC also suggested a 
more punchy title rather than a narrative at the beginning of the 
document; e.g. ‘You Say, We Care’.  It was noted that clinical 
evidence bases were developed with patients as part of the 
process. 

 

   
10.4 MAE referred to Appendix 2b and advised that additional 

content will be included in the Procurement Strategy when 
approved. 

 

   
10.5 It was felt there should be a focus on the intelligibility of what is 

produced, including an action plan, in order that members of 
the public can decide what the priorities are. 

 

   
10.6 MAE advised that an implementation plan will be included at a 

later date and that there was a need to keep the piece of work 
simple to avoid confusion.  Governing Body members were 
directed to the website where there is more information and 
advised that an update will be submitted to the Integrated 
Governance and Quality Committee.   

 

   
10.7 PB raised the issue of advocacy.  He added that not just the 

quiet voices but the silent voices must be heard.  It was noted 
that sometimes District Nurses and Health Visitors can speak 
up for people who do not have a voice and do not know how to 
engage.   
 

 

10.8 RESOLUTION: The Governing Body approved the 
Strategy. 

 

   
11. Procurement Strategy  
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11.1 This item was presented by MW who indicated that the 
Strategy which aimed to provide a framework to ensure that all 
procurement activity was transparent, evidence based and 
delivered key business objectives.   

 

   
11.2 Key areas of the Strategy were outlined including the 

overarching principles of procurement as set out on p7 and p8 
of the report which illustrated how the CCG transacts business. 

 

   
11.3 Members were directed to p32 of the report which contained a 

summary of the NHS Procurement Regulations.  It was noted 
that two areas within this have been updated and strengthened 
since the Procurement Strategy was last discussed. These 
were: Public and Patient Engagement and Social Value 
Legislation. 

 

   
11.4 MW informed the members that the Procurement Team was 

retained by the CCG in order to keep the expertise in-house. 
   

 

11.5 In relation to the Dispute Resolution Policy contained within the 
Strategy, it was noted that the Chair was stated to be a ‘Non-
Executive Member’.  It was felt this needed clarification in the 
clarification as no such title existed within the CCG.  MW 
clarified that this should refer to a lay member of the Governing 
Body and will be amended to reflect this. 

 

   
11.6 Brief discussion took place regarding Monitor’s Substantive 

Guidance, referred to on page 7 of the document. It was noted 
that the guidance does not introduce any general policy 
requirement that all NHS services should be subject to 
competitive tendering.   

 

   
11.7 AE pointed out that strategic direction needs to be clear in 

order that the CCG has straightforward processes to ensure 
compliance with legislation. 

 

   
11.8 Brief discussion took place in relation to collaborative 

procurement with the local authority, who have a rigorous 
checking process.  It was felt there is a synergy and 
interdependence with Gloucestershire County Council.  

 

   
11.9 PB made a requested that learning from the Social Return on 

Investment (SROI) should be embedded. 
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11.10 RESOLUTION: The Governing Body endorsed the 

Procurement Strategy for Healthcare Services. 
 

   
12 Performance Report  
   
12.1 CL introduced the Performance Report which provided an 

overview of the CCG’s performance against the organisational 
objectives and national performance measures including 
finance for the period to the end of August 2014.   

 

   
12.2 MW updated members in relation to clinical excellence and 

patient experience.  The ongoing achievement of the 30 day 
cancer standards into July was highlighted.  62 day 
performance was at 81.9% in July and has moved to amber.  
MW indicated that there was confidence that the target would 
be achieved in August. 

 

   
12.3 The maximum 6 week wait target for diagnostics was achieved 

in July.  There was a 1.6% move to amber in July because of 
demand issues, in particular for non-obstetric ultrasound.  MW 
reported that an action plan was in place with GHT to address 
the ‘test to report’ standard within Radiology. 

 

   
12.4 MW highlighted that there was a particular challenge regarding 

the contract standard for issuing consultant letters within 
Cardiology and it was noted that an action plan is in place to 
address this.   

 

   
12.5 MW reported that the sustained achievement of the 95% target 

in relation to 4 hour waits remains a concern. Although both 
hospital sites achieved the target in August, the September 
performance was just over 94% overall.  Particular issues are 
to be addressed by way of a system-wide action plan.  Walk in 
attendances among adults of working age have increased 
resulting in additional primary care capacity being 
commissioned. Ongoing work will focus on regular attenders. 
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12.6 MW advised that increases have been seen in relation to the 
Referral to Treatment (RTT) times during the first 4 months at 
out of county providers, mainly the North Bristol Hospitals Trust 
(complex spinal and neurological patients).  Capacity issues 
are being addressed by moving to other providers to ensure 
patients are seen quickly. MW noted that additional allocation 
of system resilience funding would address the backlog and 
additional consultant sessions at evenings/weekends had been 
commissioned which were having a positive impact. 

 

   
12.7 MW highlighted a gradual improvement in the Breast 2 week 

wait target position, which had moved from red to amber.   
 

   
12.8 SA asked MW to put the national picture into context.  It was 

noted that compliance with the RTT is a challenge nationally 
and that Gloucestershire is performing better than the national 
average. MW advised that the 4 hour target is also a challenge 
nationally and that there has been a release of additional 
resources nationally to address this.  A system resilience plan 
was in place to deliver targets this winter.  In Gloucestershire 
there were approximately 160 breaches of the 4 hour standard 
across the 2 EDs each week and this needs to be halved. 
Focus was on this at GHT and in the community.  A whole 
system strategy was in place to deliver 4 hours target.  There 
was a mix of immediate changes and system changes.  Over 
65s admissions increased in July and case reviews were being 
targeted at the front door to find out why people were being 
admitted.   

 

   
12.9 MW advised that there is a need to look at every single person 

who is medically stable who stays in hospital in order to 
minimise the average length of stay. 

 

   
12.10 It was noted that discussions were ongoing regarding the 

provision of additional endoscopy work at GHT through ‘Any 
Qualified Provider’ (AQP) arrangements.  A recovery plan was 
in place to tackle the increase in demand.  Confirmation of the 
trend line would be given at a future meeting. 

 

   
12.11 MAE advised that GHT has embraced the ‘Always Events’ 

initiative this and taken the concept forward. More detail would 
be provided to a future Governing Body meeting. 
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12.12 It was noted that an increase in demand for radiology services 
had been seen, particularly in relation to direct access MRI and 
CT and referrals from GPs.  An action plan was in place and a 
small task and finish group chaired by Dr Caroline Bennett had 
been convened.  Actions from this group included: 

 urgent cases were being prioritised; 
 GHT had outsourced reporting to address the backlog; 
 recruitment for an additional consultant radiologist was 

taking place; 
 GPs were being encouraged to use other providers; and 
 underlying capacity issues were being examined. 

 

   
12.13 MW reported that the backlog in Cardiology consultant letters 

was being addressed.  A clear plan was in place including 
bringing in additional secretarial support.  Two new posts were 
recruited and a bank secretary was in place.  It was anticipated 
that from November, the backlog would be back in line with the 
turn-around-time of 5 days as per the contract.  Other 
specialities are also being monitored but no other issues had 
been reported. 

 

   
12.14 Members were advised that work was ongoing regarding the 

Better Care Fund (BCF).  The BCF submission would be 
circulated to members in advance of the next Governing Body 
meeting.  Significant changes had been made to the assurance 
process.  A series of submissions regarding the joint plan with 
GCC had also been signed off by members of the health and 
social care community.   

 

   
12.15 CL advised on the financial position and reported that the CCG 

was forecasting to deliver a planned surplus of £6.862m. 
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12.16 The following areas of concern were outlined by CL: 
 Wye Valley NHS Trust – activity in Podiatric day surgery 

was significantly above those levels initially planned and 
subsequent analysis has highlighted practices with 
increased referral levels. 

 University Hospitals Bristol NHS FT – an anticipated 
overspend was being investigated further. 

 Continuing Healthcare – activity had increased again in 
August related to Funded Nursing Care and Domiciliary 
Care.  Analysis is taking place. 

 Mental Health – Learning Difficulties placements jointly 
managed with Gloucestershire County Council were 
continuing to significantly overspend.  This related to 
slippage on planned savings through renegotiation on 
packages of care.  

 

   
12.17 CL highlighted a breakeven forecasted in relation to GHT.  An 

Underspend in some elective and outpatient activity and some 
aspects of non PBR was also highlighted as well as an 
overspend on non-elective emergency activity. 

 

   
12.18 CL advised that there was a national target to pay all non-NHS 

trade creditors within 30 days of receipt of goods or a valid 
invoice.  The current year to date position in the value of 
invoices paid was 99.86% and 95.65% by volume which was in 
line with the 95% target. 

 

   
12.19 CL outlined that in relation to QIPP, slippage in the CCG’s 

overall programme of £3.078m had occurred. Additional 
programmes were currently being reviewed to bring forward 
where it was believed that there was opportunity to deliver in-
year savings. 

 

   
12.20 CL stated that the figures relating to Continuing Health Care 

represented new cases not historic ones.  This is reflective of a 
trend which is being analysed. 

 

   
12.21 CG praised the work of the Chief Finance Officer in relation to 

the format of the report which he felt was impressive and much 
easier for Governing Body members to understand. 
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12.22 RESOLUTION: The Governing Body: 
 Noted the financial position as at August 2014 and 

the inherent risks within the position. 
 Noted the performance against local and national 

targets and the actions taken to ensure that 
performance was at a high standard. 

 

   
13 Integrated Governance and Quality (IGQC) Minutes   
   
13.1 The Governing Body received the minutes of the meeting of the 

Integrated Governance and Quality Committee held on the 19th 
June 2014. 

 

   
13.2 JC drew attention to the Patient and Public Engagement 

Report which was looked at in draft by the IGQC and the 
Equality Working Group Terms of Reference (TOR).  It was 
also noted that the IGQC had focussed on safe staffing levels 
for nursing, and will be looking at the topic again at a future 
Committee meeting. 

 

   
13.3 RESOLUTION: The CCG Governing Body noted these 

minutes. 
 

   
14 Audit Committee Minutes  
   
14.1 The Governing Body received the minutes of the meeting of the 

Audit Committee held on the 3rd June 2014. CG praised the 
work of the financial team.   

 

   
14.2 RESOLUTION: The CCG Governing Body noted these 

minutes. 
 

   
15 Any Other Business  
   
15.1 There was no other business.  
  
16 The meeting closed at 15:50pm. 
  
17 Date and Time of next meeting:  Thursday 27th November 

2014 at 2pm in the Board Room at Sanger House. 
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Minutes Approved by Gloucestershire Clinical Commissioning 
Group Governing Body: 
 
Signed (Chair):____________________   Date:_____________ 
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Agenda Item 7 
 

Gloucestershire Clinical Commissioning Group 
 

Governing Body 
Meeting Date 

Thursday 27th November 2014  

Title Gloucestershire Clinical Commissioning 
Group Chair’s Report 

Executive Summary This report provides a summary of key issues 
arising during October and November 2014 

Key Issues 
 

The key issues arising include: 
 7 Day Working Update 
 Gloucestershire Employers Tackle Mental 

Health Stigma at Work 
 Pharmacy First/Self Care Week/Glos Minor 

Ailments Scheme 
 Better care for people in Mental Health Crisis 
 Meetings attended 

Risk Issues None 
Financial Impact None 
Legal Issues 
(including NHS 
Constitution issues) 

None 

Impact on Equality 
and Diversity 

None 

Impact on Health 
Inequalities 

None 

Impact on 
Sustainable 
Development 

 
None 

Patient and Public 
Involvement 

 

Recommendation This report is provided for information and the 
Governing Body is requested to note the 
contents. 

Author Helen Miller 
Designation Gloucestershire CCG Chair 
Sponsoring Director 
(if not author) 
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Gloucestershire Clinical Commissioning (GCCG) 
Clinical Chair’s Report 

 
 
1 Introduction 
 
1.1 This report provides a summary of key issues arising during October 

and November 2014. 
 
2 7 Day Working Update 
 
2.1 Gloucestershire Hospital Foundation Trust 
 A pilot of seven day working has been underway for a month 
 across  the respiratory pathway led by the clinical teams and the 
 programme  director for 7 day working at Gloucestershire 
 Hospitals NHS  Foundation Trust.  This has involved increasing the   
 frequency of ward rounds for patients and ensuring equitable  input 
 of therapists throughout the  week.  
 
2.2 Primary Care  
 Alongside this pilot, work is underway to trial  extended hours in 
 some practices in Gloucester and  Cheltenham both on weekdays 
 and  Saturdays to assess if this  reduces people going to 
 hospital.   
 
2.3 Gloucestershire Care Services (GCS)  
 GCS are also leading a pilot of weekend social working in old age 
 medicine to assess what impact there would  be if social workers, 
 and other therapists, were available to progress patients  treatments 
 during weekends. 
 
 
3 Gloucestershire employers tackle mental health stigma at work 
 
3.1 Over 50 employers from across Gloucestershire attended a 
 workshop on 10 November at Cheltenham Borough Council to talk 
 about the benefits of tackling mental health stigma in the workplace. 
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3.2 The workshop gave Gloucestershire employers an opportunity to 
 reflect on their personal views of mental health and stigma and to 
 pick up information and tips about how they can create a healthy 
 workplace and reduce the risks of stress, anxiety or more severe 
 mental ill health. 
 
3.3 Looking after staff and working towards reducing the stigma 
 associated with mental health makes organisations happier and 
 healthier. It also makes good business sense for organisations as 
 staff who feel better cared for and supported will ultimately feel able 
 to contribute more with a positive impact on productivity 
 
3.4 Keynote speaker, Sue Baker, Director of Time to Change, England’s 
 programme to end mental health stigma and discrimination, shared 
 useful insights and advice.   Time to Change is England's biggest 
 programme to challenge mental health stigma and discrimination.  
 
3.5 Over the past few weeks, organisations such as Gloucester Rugby, 
 GE Aviation, Gloucester Fire and Rescue Service and Norville Group 
 signed a pledge to ‘Tackle Stigma’ and ‘Talk Mental Health’ to 
 support the message of World Mental Health Day in October. 
 
4 Pharmacy First/Self Care Week/Glos Minor Ailments Scheme 
 
4.1 The CCG is launching a Pharmacy First campaign on 17 November 
 (self-care week), which aims to encourage patients to think about 
 visiting a pharmacy if they are suffering with a minor ailment. During 
 self-care week, the Information Bus will be promoting this message 
 across the county, and we are working with Pfizer, which is setting up 
 a ‘pop-up pharmacy shop’.  
 
4.2 As part of this, the Pharmacy First Minor Ailments service is being 
 offered by community pharmacies in Gloucester City. Patients can 
 get advice and/or medicines for common, less serious illnesses from 
 a community pharmacist, without having to make an appointment 
 with a GP.  
 
4.3 For people who don’t normally pay for NHS prescriptions, medicines 
 supplied under the scheme will be free. For those who do pay for 
 prescriptions, the cost of the medicine should be much less than the 
 current prescription charge. This scheme will be subject to evaluation 
 before considering further roll out across the county. 
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5 Better care for people in mental health crisis 
 
5.1 Organisations in Gloucestershire have signed up to a local Mental 
 Health Crisis Care Declaration and launched the Action Plan on 30 
 September, setting out what will happen when people need help in a 
 mental health crisis. 
 
5.2 Gloucestershire is the first area in the country to launch an action 
 plan. The CCG has been working collaboratively with partner 
 organisations and agencies, including the NHS, police, ambulance 
 service, social care services, the fire service and voluntary 
 organisations.  
 
5.3 Our Local Action Plan shows how real change on the ground will take 
 place where it’s needed. Through partnership working, we will work 
 towards ensuring that people with mental health problems get the 
 care they need in the most appropriate setting. 
 

5.4 The changes that lie behind the Concordat will mean that there  is a 
 common purpose, agreement and understanding about the roles 
 and responsibilities of each organisation to ensure people who need 
 immediate mental health support at a time of crisis get the right 
 services when they need them, and get the help they need to move 
 on and stay well. 
 
5.5 Care and Support Minister, Norman Lamb MP, commented that he 
 was delighted Gloucestershire is the first area to submit a 
 comprehensive Action Plan, bringing together local partners to 
 improve crisis care and has urged all other areas to look to 
 Gloucestershire who are leading the way. 
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6 Meetings Attended  
 

o 2nd October – Attended CCG Development Working Group 
meeting in Birmingham 
 

o 14th and 15th October – Attended Health & Wellbeing Board 
System Improvement Programme in Coventry  

 
o 17th October – Met with the Medical Director at the ARRC Imjin 

Barracks, together with the Accountable Officer,  for a  short 
briefing on the ARRC followed by a tour around the site at 
Innsworth  
 

o 6th November – Addressed the Gloucestershire Young Carers 
Briefing Event in Cheltenham 
 

o 12th November – Attended meeting with Secretary of State Rt. 
Hon. Jeremy Hunt MP, Richard Graham, MP for Gloucester and 
local GPs. 

 
o 18th November – Attended South West Cardiovascular Strategic 

Clinical Network Meeting in Taunton 
 

o 25th November – Attended Health & Wellbeing Board Chairs 
Strategic Clinical Network Meeting in Taunton 

 
o 26th November – Attended NHSCC Regional Meeting & Dinner in 

Bristol with Accountable Officer 
 

 
7 Recommendation 

 
This report is provided for information and the Governing Body is 
requested to note the contents 
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Governing Body 
 

Governing Body 
Meeting Date 

Thursday 27th November 2014 

Title Gloucestershire Clinical Commissioning 
Group Accountable Officer’s Report 

Executive Summary This report provides a summary of key issues 
arising during October and November  2014  

Key Issues 
 

The key issues arising include: 
 Out of Hours (OOH) update 
 Integrated Community Team (ICT) & Rapid 

Response (RR) update 
 Urgent Care Update 
 Leader Provider Framework 
 Meetings attended 

Risk Issues: 
Original Risk 
Residual Risk 

None. 
 
 

Financial Impact None. 
Legal Issues (including 
NHS Constitution)  

None. 
 

Impact on Health 
Inequalities 

None. 
 

Impact on Equality and 
Diversity 

None. 

Impact on Sustainable 
Development 

None. 

Patient and Public 
Involvement 

Not applicable. 
 

Recommendation The Governing Body is requested to note this 
report which is provided for information. 

Author Mary Hutton 

Designation Gloucestershire CCG Accountable Officer 
Sponsoring Director 
(if not author) 
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Gloucestershire Clinical Commissioning (GCCG) 
Accountable Officer’s Report 

 
1. Introduction 
  
1.1 This report provides a summary of key issues arising during 

October and November 2014. 
  
2. Out of Hours Update (OOH) 
  
2.1 GCCG is now working closely with South Western 

Ambulance Service NHS Foundation Trust (SWASFT) who 
will be providing the Gloucestershire Primary Care OOH 
Service from 1st April 2015.   

  
2.2 A joint Mobilisation Board has been set up and is 

responsible for providing a coordinating and oversight role 
to the service mobilisation. SWASFT has developed a 
comprehensive mobilisation plan for service 
commencement in compliance with the contract and all 
operational aspects of the service specification.  The 
mobilisation plan will become the primary focus of regular 
review between the GCCG and SWASFT to monitor 
progress against plan, whilst identifying and mitigating 
risks.  

  
2.3 In support of this process GCCG are working with SWASFT 

to develop and implement a comprehensive 
communications and engagement plan, ensuring that this 
addresses all mobilisation work streams and commissioner 
requirements, including public and patient engagement. 

  
3. Integrated Community Team (ICT) and Rapid Response 

Update 
  
3.1 As members know,  in order to develop the capacity and 

capability of community services to help reduce the 
demand on secondary  care services and keep people as 
independent for as long as possible,  we are introducing  24 
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hour single point of clinical access (SPCA), rapid response 
(urgent visit within 1 hour)  and high intensity (enhanced 
level of planned interventions over an agreed period of 
time) functionality in addition to the existing range of core 
ICT services  provided by Gloucestershire Care Services . 
 This is being carried out as part of a phased geographical 
roll out during 2014.  The following provides the key 
actions and output of the last few weeks: 
 

 Work is ongoing to  further  embed the new 
functionalities of Rapid Response and High Intensity 
functionalities (HIS)  within ICT teams located in 
Gloucester City and  Cheltenham; 

 Rapid Response and HIS  available in Tewkesbury 
(Tewkesbury town, Churchdown, Brockworth, 
Bishops Cleeve and Winchcombe practices); 

 Rapid Response service available in the Forest of 
Dean; 

 The Plan is to launch Rapid Response in Stroud & 
Berkeley Vale on the 10th December 2014; 

 The proposed model of integrated ICT case 
management is being tested in two ICT locality 
teams; Gloucester City South West ICT team and 
Bishop Cleeve & Winchcombe. This includes 7 GP 
Practices.  Multi-disciplinary team sessions have now 
started and collective management of higher risk 
patients, testing the high intensity functionality and 
front line staff at the forefront of how final model will 
work.  The finding of this work will also inform the 
finalised financial model; 

 During the period 1st April 2014 – 26 October 2014, 
636 cases have been managed and completed by the 
strengthened ICT functionalities. This level of 
performance is slightly below target for same period. 
The programme team is working closely with the 
service provider to ensure that anticipated throughput 
is realised in line with requirements; 

 The programme is currently developing a patient case 
review process in order to determine the outcomes of 
interventions delivered. It is anticipated that the 
revised format will take place on a more regular basis 
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and involve GPs, GCS staff and ICT Programme 
members in the process. It is intended that there will 
be a Case Review workshop involving the Governing 
Body either late November to early December 2014. 
The agreed model will also be used  as a basis for a 
wider CCG Case Review approach; 

 A number of workshops have now taken place to 
define the service model for Phase 2 of the ICT 
programme, which initially focusses on a test and 
learn in Stroud and Berkeley Vale locality.  This has 
been done in conjunction with NHSIQ and workshops 
have included: 
 
 Setting the scene for transformation  
 Creating a culture for innovation and quality and 

developing strategy  
 Making better decisions with data  
 Creating a compelling public narrative 

  
3.2 Workshops have involved a range of stakeholders and 

have concentrated on mental health and wellbeing primarily 
in later life and integrating care by connecting with 
community partners. The phase 2 project remains on track 
with the key aim of commencing the implementation of 
proposals in Stroud & Berkeley Vale from the New Year of 
2015; 

  
3.3 The programme is due to review its governance 

arrangements before Christmas 2014 and plan for 
elements that can transition to ‘business as usual’ 
arrangements, where appropriate to do so in line with the 
2015/ 2016 planning and contracting period. 

  
4. Urgent Care Update 
  
4.1 The Urgent Care system has experienced significant 

pressure during the last few weeks which has been 
particularly evidenced through pressure on Emergency 
Department 4 hour performance and an increase in 
patients who remain within the acute trust that are deemed 
“medically stable” for discharge. Significant work is 
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underway to ensure that the system is able to respond to 
the increase in demand with an emphasis on ensuring that 
winter resilience funds are allocated effectively and deliver 
the anticipated impact. Services have been commissioned 
that have an impact on all the 5 key areas of focus within 
Urgent Care: 

 Signposting 
 Self-Care 
 Avoiding Hospital Admission 
 Acute Care 
 Discharge 

  
4.2 Funding allocations have been agreed via the newly formed 

Systems Resilience Group and have been distributed 
across providers including primary care, acute and 
community services, pharmacies and the voluntary sector. 
Work is underway to mobilise the 18 schemes, which 
include: 

 Extension of the existing mental health liaison 
service to provide 24/7 cover to our main hospitals 
and the introduction of a high intensity user role for 
mental health patients.  

 Introduction of voluntary sector schemes which 
include the British Red Cross working within and 
supporting patients in our Emergency 
Departments.  

 Enhanced capacity within Primary Care including 
the Gloucester Health Access Centre. 

 Introduction of a minor ailments scheme within 
local pharmacies with the extension of the existing 
repeat medication service. 

 Additional support to the Integrated Discharge 
Team within the Acute Trust with the development 
of short stay beds and a frailty unit.  

 An extension of the bed management service and 
increased access to the discharge lounges.    

 Working with an external agency to review current 
escalation processes and adopt new ways of 
working across the Health and Social care system. 

 An innovative approach to this year’s winter 
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communication campaign with the introduction of 
targeted campaigns and an App which supports 
patients in identifying the correct service to use for 
common ailments 

  
5. Lead Provider Framework 
  
5.1 The CCG, along with most other CCGs in England, 

commissions a number of support services from a 
Commissioning Support Unit (CSU), Central Southern 
CSU.  CSUs were set up on 1st April 2013 with the aim of 
providing commissioners with effective commissioning 
support services at scale.  NHS England and the 
Department of Health, in acknowledging that CSUs were 
new organisations, has had an ongoing business 
development programme for CSUs to ensure that they are 
fit for purpose.  NHS England has also been taking forward 
the development of the market for commissioning support 
services enabling providers from the public, voluntary and 
private sectors to be able to more easily provide support to 
commissioning organisations. 

  
5.2 CCGs, over the next coming months, will need to review 

the services currently commissioned from CSUs decide 
whether they wish to continue to commission these 
services from an external provider, share with another 
organisation or bring services in house.  If the decision is 
taken to continue to commission from a third party, then a 
procurement exercise will need to be undertaken.  In 
anticipation of this, NHS England have set up a 
commissioning support Lead Provider Framework (LPF) for 
CCGs to use from February 2015, this should shorten the 
procurement exercises that CCGs need to undertake for 
these services. 

  
5.3 The LPF has been divided into lots and commissioners can 

choose to procure any combination whether as end to end 
support or specialty services: 

 Lot 1: Business support services, Healthcare 
Procurement and Provider Management, 
Transformation and Service Redesign, 



Page 7 of 8 
 

Communications and PPE and Business 
Intelligence.  

 Lot 2a: Medicines Management.  
 Lot 2b: Individual Funding Request, Continuing 

Healthcare and funded nursing care.  
  
5.4 The CCG is setting up an internal process to review the 

services currently commissioned from the CSU.  The 
review will look at whether these services should continue 
to be commissioned externally or not and will involve 
relevant stakeholders to ensure that the decision covers all 
aspects required.   

  
5.5 Once recommendations for each service have been arrived 

at, these will be brought to the Governing Body for 
approval.  The CCG will also discuss with other CCGs 
whether there is benefit for some or all services in running 
a joint procurement exercise.  The LPF has been set up in 
such a way that if commissioners come together to procure 
then providers will offer volume based discounts.  

  
5.6 Procurement of services for the future will follow the lead 

provider framework and will involve relevant stakeholders in 
developing the specification for the services and also in 
evaluating the bids from those organisations who tender. 

  
6. Meetings attended 
  
6.1  1st October – NHSIQ Phase 2 ICT Workshop 

 6th October – Mental Health Awareness 
Training, Gloucester 

 9th October – NHSCC Board Meeting, London 
 14th October – Practice Managers Event, 

Cheltenham 
 15th October – Ministerial meeting with Treasure 

Seekers, London 
 17th October – Visit to Injim Barracks, 

Gloucester (with Chair) 
 21st October – Banes, Swindon, Wiltshire and 

Gloucestershire (BSWG) CCG Cluster Meeting, 
Old Sodbury 
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 22nd October – NHSIQ Phase 2 ICT Workshop, 
Stroud 

 30th October – Leadership Gloucestershire 
 5th November – System Resilience Group 

Meeting with NHSE, Chippenham 
 12th November – First Quarterly SW CCG 

Regional  Meeting of NHSCC, Taunton 
 25th November – South Cots Locality Meeting, 

Cirencester 
 26th November – NHSCC Regional Meeting & 

Dinner, Bristol (with Chair) 
 27th November – CSU/CCG Customer 

Reference Group Meeting, Newbury 
  
7. Recommendation 
  
7.1 This report is provided for information and the Governing 

Body is requested to note the contents 
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Governing Body 

Governing Body 
Meeting Date 

Thursday 27th November 2014 

Title Time to Heal Project Evaluation Report
  

Executive Summary The Time to Heal project was developed 
to improve the quality of discharges from 
the acute hospital of homeless people; 
and facilitate access to community 
services and ongoing health 
management, for a vulnerable group of 
excluded people who are generally in 
poor health and do not engage with 
services.  
 
The project has been a success for those 
involved and found accommodation on 
discharge for the majority of the people 
referred with links  to relevant services in 
housing, social care, and health. The lead 
clinician and project worker have won 
awards in the House of Commons for this 
piece of work. 

Key Issues 
 

The key themes for this project to make it 
successful were as follows: meeting the 
needs of homeless patients on discharge 
from the acute hospital in a timely manner 
to not ‘lose’ people; embedding a 
successful change into the ‘normal’ 
discharge planning for homeless people; 
and effective partnership working 
between the Voluntary and Community 
Sector, Gloucestershire Care Services, 
and Gloucestershire Hospitals 
Foundation Trust.  
 
Due to the hard work, commitment, and 
enthusiasm of those working on this 
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project the only issue has been the 
alignment of this work with GCC’s current 
approach to the homeless cohort which 
has taken some time and discussion.    

Risk Issues: 
Original Risk 
Residual Risk 

Not applicable 
 
 

Financial Impact Temporary funding (agreed) £24,450   
1st July 2014 – 31st March 2015 
 
Business case and funding required for 
post March 2015 
 

Legal Issues 
(including NHS 
Constitution)  

Not applicable 
 

Impact on Health 
Inequalities 

Facilitates access to services for a 
vulnerable group with poor health.    

Impact on Equality 
and Diversity 

Yes 
Improves equality of access to services in 
the community. 

Impact on 
Sustainable 
Development 

Not applicable 

Patient and Public 
Involvement 

There is a section in this report on patient 
feedback and also some patient stories.  

Recommendation Paper for information and to request 
support from the Governing Body for the 
work on a business case for  future 
funding  

Author Hannah Layton 

Designation Health and Social Care Commissioning 
Manager 

Sponsoring Director 
(if not author) 

Mark Walkingshaw 
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GCCG Governing Body 
 

Thursday 27th November 2014 
 

Time to Heal Pilot: Project Evaluation  
   

1. Background   

1.1 Introduction    
 
1.1.1  
The report, Improving hospital admission and discharge for 
people who are homeless, Homeless Link and St Mungos (May 
2012)1, showed that more than 70 per cent of homeless people 
had been discharged from hospital back onto the street, without 
their housing or underlying health problems being addressed. 
This was further damaging their health and increasing costs to 
the NHS through ‘revolving door’ admissions.  Homeless people 
attend A&E five times more than average, are admitted to 
hospital four times as often, and because their illnesses are 
often so severe, stay in hospital three times as long (the London 
Pathway, 2012).  
 
1.1.2 
‘It is still the case that despite overall improvements in the NHS, 
homeless people are not getting healthcare which meets their 
needs and there are real gaps in health provision for homeless 
people. Mainstream services too often do not work for homeless 
people as they lack flexibility and can be difficult to access. At 
the same time whilst there are some specialist services, these 
are far from universal, are often oversubscribed and many are 
in danger of losing their funding.’ Crisis (2012)2 
 
Hospitals in partnership with Local Authority housing teams and 
local voluntary sector agencies can ensure that there is a clear 
process in place so that nobody who is homeless, or at risk of 
homelessness, is discharged from hospital without having their 
housing and ongoing support needs planned for.  

                                                 
1 Homeless Link, St Mungo’s. Improving hospital admission and discharge for people who are 
homeless: Analysis of the current picture and recommendations for change. 2012 
 
2 Homelessness Kills: An analysis of the mortality of homeless people in early twenty-first century 
England (2012) 
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1.1.3 
Approximately 180 homeless patients are admitted to 
Gloucester and Cheltenham Hospital annually.  A survey of 12 
patients indicated that none of them had their accommodation 
needs during their stay or at the point of discharge. Gloucester 
has specialist services for homeless people which include a 
dedicated primary healthcare service, day centre, support 
services and housing options. Vivienne Barrow, a Medical 
Student audited the management of homeless patients at 
Gloucester Royal Hospital in 2013, and found that there was a 
lack of staff knowledge across the hospital around best practice 
in supporting a homeless person’s discharge; only 4/25 ward 
admissions left with a planned discharge destination and 56% 
of homeless patients in the Emergency Department were 
discharged to an unknown location. Inter-departmental 
communication was hindered by lack of trust-wide guidance, 
resulting in inappropriate referral (e.g.to social work) and failure 
to make timely referrals to appropriate departments (e.g. to bed 
management/discharge nursing). 
 
1.1.4 
Owing to a chaotic lifestyle, presentation to health services is 
commonly delayed until the problem has escalated.  Annually it 
is estimated that the NHS spends £85m on homeless health 
care in hospital, each patient costing 8 times more than the 
average housed patient.  The average length of stay is 3 times 
longer as their illnesses are so severe.   
Current practice further damages patient health and increases 
NHS costs through re admissions and patients leaving before 
they have completed their treatment and without safe 
accommodation in which to recover. Treatment plans that make 
sense for those with homes and family support are often 
unworkable for homeless people: bed rest is impossible, simple 
dressing changes difficult, medications hard to obtain and store, 
and adherence to regimens requiring multiple daily dosing is 
daunting. Further barriers such as personal difficulties, negative 
staff values and organisational inflexibility will further affect a 
homeless person’s health and well-being. 
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1.1.5 
On 13th May 2013, the Minister for Public Health, Anna Soubry 
MP, announced Government investment of £10 million to 
improve hospital discharge procedures for the homeless. At the 
same time, an application process was launched for voluntary 
sector organisations, working in partnership with the NHS and 
local government, to bid for funding. GEAR, a local voluntary 
sector organisation for people who are homeless was awarded 
a £26,000 Government grant to set up an innovative voluntary 
sector-led pilot project to in-reach to the hospital to support 
homeless patients and staff and to plan safer discharge and 
secure a safe place for homeless patients to be discharged to.  
GEAR is a mature service with a history of local contacts and 
the ability to respond quickly. 
The pilot, the Time to Heal Project (TtH) aims to ensure that 
there is a clear process in place so that nobody who is 
homeless, or at risk of homelessness, is discharged from 
hospital without having their housing and on-going support 
needs planned for, and there is a clear pathway from hospital 
discharge to independence where possible. 
 
1.2  Project outline  

1.2.1 
For the purposes of this pilot project homelessness included 
anyone who is rough sleeping, no fixed abode, sofa-surfing, in 
temporary accommodation. 
The pilot project aimed to support staff to ensure a safe 
discharge from hospital    after treatment, that nobody is 
discharged back to living on the streets to continue the cycle of 
poor health and re-admission to hospital. This was achieved 
through exploring sustainable models to ensure that:  

 Gloucestershire Hospital Foundation Trust (GHFT) staff 
identify people who are homeless or at risk of becoming 
homeless on admission;  

 GHFT staff involve key partners – in-reach teams such as 
the GEAR Outreach,  Homeless Healthcare Team who 
can liaise with outreach teams, hostels, housing 
associations, and Local Authority Housing Departments;  
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 GHFT, Gloucestershire Care Services, Local Authorities, 
and the Voluntary Sector work together to improve the 
patient experience;  

 To secure adequate provision of intermediate care 
facilities to be available upon discharge from hospital for 
those requiring ongoing health support with treatment 
plans to allow time for recovery, such as bed rest, simple 
dressing changes, medications requiring adherence to 
regimens requiring multiple daily dosing and storage.  
This includes a 3 bedroomed TtH house. 

1.2.2 
Who is included: 
Anyone who is homeless, or at risk of homelessness who 
attends Gloucester   Royal   Hospital (GRH) between November 
2013 and March 2013. 

 
 

1.3 Project Working Group 
 
The project working group has met on a 6 weekly basis through 
the life of the  project and has the following members:  

 Operational Manager, GEAR Projects 
 Time to Heal project worker, GEAR Projects 
 Interim Manager Gear and Elim Housing Association 

alliance 
 Consultant  Acute Medicine - Gloucester Hospitals Trust 
 Discharge Liaison Team – Gloucester Hospitals Trust 
 Manager, Homeless Healthcare Team (HHT), 

Gloucestershire Care Services NHS Trust 
 Time to Heal nurse Homeless Healthcare Team (HHT), 

Gloucestershire Care Services NHS Trust 
 GPs and Nurses  Homeless Healthcare Team, 

Gloucestershire Care Services NHS Trust 
 County wide Manager, Gloucester Care Services NHS 

Trust 
 Housing Strategy and Needs, Gloucester City Council 
 Commissioning Manager, Clinical Commissioning Group  
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1.4  Location and service delivery  
 
The Vaughan Centre is run by GEAR and Elim Housing 
Association alliance, and provides support and advocacy 
sessions for people who are homeless, a drop in and 
outreach service to rough sleepers countywide, and two dry 
houses.  It is co-located with Gloucestershire NHS Care 
Services Homeless Healthcare Team who provide a drop in, 
primary healthcare service and outreach to various venues in 
the county to people who are homeless. The Teams have 
been working together for several years and have the skills, 
knowledge, links and expertise required to host the Time to 
Heal Project. The TtH Project staffing includes an 
experienced project worker (5 days a week) and an 
experienced primary care nurse (1 day a week) and (1 day) 
administrative support.  
 
1.5 Service Model  
 
 A single point of contact (dedicated telephone number) 

with a rapid response; 
 A dedicated TtH (GEAR) support worker for hospital staff 

to alert immediately when they identify a homeless 
person; 

 Joint working with hospital staff to improve identification of 
homeless/vulnerably housed person at point of admission; 

 Patient centred planning to insure timely discharge into 
safe, appropriate accommodation for those requiring 
health support; 

 Personalised budget to secure immediate short term safe 
accommodation before viable long term housing options 
to include a 3 bedded TtH house; 

 Discharge planning liaison between the TtH nurse 
(Homeless Healthcare Team) and hospital staff to ensure 
on going medical needs  are appropriately supported; 
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 Homeless awareness training sessions, resources, 
signposting provided to support hospital staff; 

 Monitoring system established to record admission and 
discharge outcomes for homeless people; and 

 Development of a clear pathway from hospital discharge 
to independence. 

 
1.6 Expected Outcomes (as agreed by the Department of 
Health)   

 
 All patients identified as homeless at GRH will be referred 

to the TtH Project; 
 All patients discharged are given contact details for the 

TtH Project; 
 90% of referred patients will be visited in hospital within 

24hrs of referral; 
 70% of patients visited actively engage with the TtH 

Project; 
 An increase in the proportion of homeless patients who 

have appropriate accommodation to go to on discharge 
from hospital; An increase in the proportion of homeless 
patients who leave hospital with support for ongoing 
healthcare needs in place; 

 90% of residents in the TtH Project (house) are found 
move-on accommodation, including reconnection to 
previous areas outside Gloucestershire within four weeks; 

 Thereafter, 100% of move-on clients offered on-going 
support through GEAR/floating support in Gloucester; and 

 Improved patient experience of admission and discharge 
process.  

 
1.7 Headline project results   
 
1.7.1  
 
47 homeless people (36 unique patients) were referred to the 
TtH Project between November 2013 and March 2014, mostly 
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by ward staff, however, at least 10 homeless people were not 
referred but were flagged up with the Homeless Healthcare 
Team by a third party or by the patient themselves and other 
agencies have noted that they have been aware of some too. 
Interestingly only 3 were flagged up on the daily bed list. 
 
1.7.2 
 
60% had visited Gloucester Royal Hospital (GRH) before and 
half of these had been admitted.  
The majority of patients were admitted for one night but less 
than one week. 
79% of patients said hospital staff discussed their 
accommodation with them. 
98% of those referred were contacted on the same or next day 
by the TtH Project. 
82% following discharge, were housed or referred for housing.  
131 referrals were made to other services, mainly to Turning 
Point drugs and alcohol service, Mental Health and the 
Homeless Healthcare Team. 
50% were seen by a social worker (all were rough sleepers, 
20% of these self-discharged compared to 29% of those rough 
sleepers who did not see a social worker). 
20% of patients self-discharged. 

 
2. Conditions and treatment  
 
2.1 Average age of death for the homeless and the Time to 
Heal service users  
 
2.1.1 
All of the Time to Heal service users had been treated for serious 
conditions during their hospital admission; and the average age of 
the individuals is 42 years old. Based on national averages, the 
average age of death of a homeless person is 47 years old and 
even lower for homeless women at just 43, (compared to 77 for the 
general population).i Therefore, it could be suggested that, 
dependent of the progression of their illnesses, on average, the 
Time to Heal client group is only between one and six years away 
from death.  
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2.1.2 
The National Health Service has a statutory duty to care for these 
individuals who are seriously ill for several years until their early 
deaths. If managed properly, these individuals will require 
managed end of life care in the community with specialist pain 
control and alleviation of symptoms, to prevent a painful, 
uncomfortable and isolated death outdoors or being rushed into 
hospital in the late stages and dying amongst strangers.  St 
Mungo’s charity and Marie Curie have carried out some work on 
pathways, GP involvement, and support for hostels for staff 
involved.     
 
2.1.3 
Unfortunately, for those who do manage to access substance 
misuse treatment, the outlook is not completely promising. The 
National Treatment Agency figures for 2012-13, indicate that 42% 
of those entering an alcohol treatment programme did not 
overcome their dependency and this rises to 53% for drug 
treatment programmes. Therefore, if left unmanaged by health 
services these individuals are likely to be regular visitors to hospital 
during their last years of life, and need specialist management in 
the community to prevent admissions and support them as much 
as possible prior to the end of their lives.  
 
2.2 Causes of death in the homeless and link to Time to Heal 
admissions    
 
 
2.2.1 
In the homeless population, there are a high proportion of deaths 
due to drugs, alcohol, which together account for over a third of all 
homeless deaths. This is illustrated in the pie chart overleaf at fig. 
1.    
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Fig.1. Causes of death for homeless people 2001-2009 

 
 

Source: Homelessness Kills: An analysis of the mortality of 
homeless people in early twenty-first century England (2012) 

Individual level mortality data for the years 2001-2009 supplied by 
the Office for National Statistics (ONS). 

 
 
2.2.2 
If you compare the above pie chart with the pie chart below at fig.2 
for the general population, it is clear that the most prevalent 
causes of death and therefore, illnesses of homeless people are 
different to the general population, who mainly die from cancer or 
cardiovascular related conditions. These differences, combined 
with a strong body of evidence that points to markedly higher rates 
of mental health illness in populations of homeless adults3, means 
that clearly this cohort has specialist health needs. Given the 
nature of their issues and sometimes unwillingness to engage in 
services before significant and often irreversible damage to their 
health has taken place, and the barriers to self- care it is important 
that this group of individuals is engaged with in the community by 
health services and many research recommendations advocate 
this conclusion, along with the Royal College of Physicians 
Standards for Commissioners and Service Providers (Faculty for 

                                                 
3 The Queens Nursing Institute, Mental Health and Homelessness, Guidance for Practitioners  (2012) 
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Homeless Health, 2011). Additionally, most studies support the 
finding that unusually high rates of psychosis and substance 
misuse are a common feature of homeless populations.    Based 
on the ONS figures in the pie charts; in comparison to the general 
population, the homeless have  a  72.3 times greater percentage 
incidence of death due to drugs,  11 times greater percentage of 
death due to alcohol, and a 9.4 times greater percentage incidence 
of death due to suicide.     
  
 
Figure 2. Causes of death for the general population    

 
 
2.2.3 
The pie chart below at fig.3 gives a breakdown of the conditions 
with which the Time to Heal service users were admitted to 
hospital. These are all serious conditions which reflect the later 
stages of illnesses that are the likely future reason for the deaths of 
a good proportion of these individuals in a matter of a few years or 
less. This can be concluded because of the similarities in the 
reasons for admissions to the main conditions responsible for 
deaths in the homeless. There is a relationship between these 
individuals given their closeness of age to the average age of 
death and it is evident that these same conditions as they worsen 
will kill these individuals who are already in poor health, and 
without (and even with) ongoing medical management while back 
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in the community will die at a relatively young age as their 
conditions worsen often as a result of poor mental health, and 
alcohol and/or drug dependency. For some, who do not succeed 
with P3, (the current County Council provider of accommodation 
for the chaotic homeless with linked addiction and mental health 
support) they can be managed through specialist inreach for Time 
to Heal and the Homeless Healthcare Team whereby they can 
have access to managed health care for their complex and serious 
conditions which if left untreated will kill them sooner and may 
cause unnecessary prolonged suffering for individuals prior to their 
deaths. 
 
Fig. 3 Reasons for admission for the Time to Heal service users 
Nov 2013 – March 2014.   

 
 
2.3 Gender and Time to Heal 
 
The gender distribution for Time to Heal is different to the national 
average for homeless people; (66% male and 34% female as 
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opposed to a national averages of  90% male and 10% female4). It 
is very positive that the inreach project is picking up women 
without secure accommodation, because homeless women have 
an earlier average age of death than homeless men which 
contradicts national trends, and they could potentially be described 
from a health perspective as more vulnerable. The age spread of 
women was broad, however, they tended to be younger than the 
male service users; and with one exception all of them had been 
hospitalised to treat life threatening problems with their major 
organs and/or circulation, due to drug or alcohol misuse. About 
25% of these women were still under 30 years old.      
 
3. Accommodation pre and post project and onward referrals 
 
3.1 Accommodation  
 
The pre project housing arrangements for the Time to Heal service 
users were as follows:  

 No Fixed Abode 62%; 
 Rough sleepers 21%;  
 Housing arrangements had broken down 7%; and 
 Unknown 2%. 

The post project results for finding accommodation on discharge 
from hospital were as follows: 

 70% of all those referred into the project were housed on 
discharge in the following types of accommodation: 

o B&B; 
o Supported housing; 
o Private rented; 
o Sheltered housing; 
o County Council Housing   
o Housed (other) ;  
o Time to Heal accommodation 16%; and  
o P3 specialist provider for client group.  

 10% referrals made to accommodation providers; and 
 12% unknown. 

                                                 
4 Homelessness : A silent killer, (Dec 2011) Crisis   
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All individuals, except one, were referred into further services 
including those with an unknown discharge destination. Where 
destination was unknown, this was usually because the individual 
had discharged themselves early from hospital and not contacted 
the project. For the full results please see Appendix 1.  
 
3.2 Onward referrals – access to health services 
 
Given the amount and coverage of referral into other services by 
the Time to Heal project it can be said that the project increases 
the access of an included group into mainstream and specialised 
services which provides a chance of longer term recovery and/or 
ongoing health management. The aim of these services is where 
possible for individuals to engage with mainstream services, and 
this is much more possible where an individual is accessible by 
services at an address and can receive information and 
appointments. Referrals can be broken down as follows: 

 Turning Point drug and alcohol services 34 referrals; 
 Mental health services 23 referrals; 
 Homeless Health Care Team 23 referrals; 
 Social worker 18 referrals; 
 DWP 11 referrals;  
 Gloucestershire County Council 7 referrals; 
 GEAR outreach team under 5 referrals. 

The full results are at Appendix 1. 
 
 
4. Secondary care use data   
 
4.1 Length of stay and emergency admissions for the Time to 
Heal service-users  
 
4.1.1 
The table below provides the number of admissions and grouped 
length of stay during the project, and during the two years 
preceding the project.      
Fig. 4 Results table for admissions and lengths of stay   
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Length of stay for those helped by the project has not reduced 
when compared to pre project admissions. However, this and the 
increased number of short stay admissions may be related to the 
following factors: 

 The closure of the Gloucestershire night shelter in February 
2013 (the number of admissions for these individuals sharply 
increased during the following Winter period in comparison to 
the previous Winter); and 

 The natural progression of the severe poor health of the 
cohort.   

4.1.2 
Unfortunately it is too early to look at post project admissions for 
this cohort however, we hope that if these individuals have been 
referred into other services and are being managed and supported 
then unnecessary admissions and attendances will be prevented. 
Unfortunately in some cases we may be managing the last few 
years of the individual’s life, but this means that there is a chance 
to engage with the person, attempt to find accommodation, or 
reconnect them to a previous location, and manage them from a 
health perspective in a community setting.  
The predominately short length of stay is interesting given the 
seriousness of the health conditions however, it must be noted that 
individuals do not characteristically like to engage with health 
services.  
 
5. Finances 
     
5.1 Current funding 
 
The total cost of the pilot project (to DoH) was £26,200 for a 6 
month period. This figure included management, and on-costs, a 
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full time inreach worker, a nurse and administrator for one day per 
week each, and 3 beds in a rented property.  
Cost per case for 6 months = £557 per referral  
Based on length of stay we cannot show any savings from this 
project however, we are hoping to show admission related savings 
in the future.  
The accommodation element of Time to Heal over 6 months was 
only used by 8 service users during 6 months and cannot be 
justified as a continuing part of the model therefore, it is proposed 
that this is removed and accommodation alternatives or step down 
care beds are accessed using the Single Point of Clinical Access 
instead.   
No evidence that the nurse associated with the project was heavily 
used has been presented. Therefore, this element of the service is 
being discontinued and the Homeless Healthcare Team will pick 
up the nursing care needs of these individuals as part of their 
current remit for this client group who would naturally be part of 
their cohort on leaving hospital if referred.  
 
5.2 Future funding   
 
It is proposed that a business case is developed to make the case 
for future funding. The business case will propose that the service 
will be funded at a reduced rate of around £32,000 per annum 
which includes management costs, administration, oncosts and a 
full time inreach project worker. This breaks down as follows: 
Project worker 1.0 WTE incl. on costs £21,000 
Management costs £5,000    
Admin  0.2  WTE £5,800 
This reduces the cost per case to £340 based on 94 referrals over 
a 12 month period. 
 
6. Service user feedback   
 
6.1 Profile of participants   
   
6.1.1 
Patient surveys were completed for 39% of the individual service 
users. As the numbers concerned are low, the results below are 
mainly given as percentages for reasons of data protection. The 
survey information revealed the following: 
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Each service user was determined by hospital staff as not having a 
place of residence to return to on discharge. Service users 
recorded their previous accommodation as follows:  

 Rough sleeper: 29% 
 Homeless and staying with friends or no fixed abode: 29%  
 Homeless following a relationship breakdown: 14%  
 Homeless and placed in an interim bed: 7%   
 Homeless and in a B&B: 7% 
 Homeless and using emergency accommodation: 7% 
 Previous supported housing: 7% 
 GCC housing: 7% 

6.1.2 
The range of clinical reasons for admission for those surveyed 
included the following: 

 Drug related DVT /cellulitis; 
 Suicide attempt; 
 Collapse; 
 Intoxication with injury; 
 Drug overdose; 
 Low body temperature (sleeping rough); 
 Life threatening injury; 
 Severe pain; and 
 Pseudoaneurysm.    

6.1.3 
Length of stay for survey participants   

 4-6 days = 36% 
 1 night = 14% 
 1 day = 14% 
 7 days = 14%  
 9-12 days = 14% 
 14 days = 7% 
 21 days = 7% 
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6.2 Visitors and discharge planning  
 
A lack of discharge planning or consideration was commented on 
by homeless people in Gloucestershire who were contacted for 
feedback by GEAR and the GCS Homeless Healthcare Team prior 
to the pilot, and was one of the reasons behind the project.  
From those surveyed, 57% of patients had their discharge 
discussed with them during their stay, 14% did not, 7% replied 
‘partly’ and 14% did not give answer.    
With respect to visitors while in hospital, 64% had zero visitors 
except the Time to Heal project and 36% had 1-2 visitors. This 
goes perhaps some way towards indicating the isolation of these 
individuals. 
 
6.3 Hospital stay  
 
64% said that ‘yes’ they were comfortable with who looked after 
them during their hospital stay. 36% did not give an answer.   

 Best things about the hospital stay - Food, a bed, and 
improvement in health condition.   

 Worst things about the hospital stay - Lonely, noise, anxious 
meeting new people. 

 Average rating of hospital stay = 4.3  (1 being poor and 5 
being excellent ) 

6.4 Time to Heal  
 

 The best things about the Time to Heal project - Ongoing 
support, the right information, and able to get on with life;  

 Worst things about Time to Heal - No comments provided.   

Average rating of help received from Time to Heal   = 4.6 (1 being 
poor and 5 being excellent) 
 
6.5 General comments post discharge  
 
(The project) …’…sorted out my benefits and kept a roof over my 
head during a time of great need.’   
 ‘Without the… project I don’t know where I would be today, I felt at 
a loss when I ended up in hospital and this project gave me hope 
again. I feel healthier also than I have done for a long time.  
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‘…forming new friendships at Newton house and happy with 
keyworker…’   
‘Accommodation discussed on last visit. Hoping to find 
somewhere. On previous occasions told to go to Doncaster and 
given rail fare.’       
‘I never thought I would need help from a scheme like this and I am 
glad it’s running.’  
 
 
7. Gloucestershire Hospitals Foundation Trust staff feedback  
 
The feedback provided by GHFT employees about Time to Heal is 
provided in the paragraphs below. please note that the views are 
not necessarily supported by other findings. 
 
7.1 Benefits for patients 
 

 Safe discharge; 
 People who care and can offer support; 
 Increase in a prompt supported discharge; 
 Expert knowledge of options from a homelessness worker; 
 Reassurance  of the outcome; and 
 Quick intervention for the service user. 

7.2 Benefits for staff 
 

 Single point of contact;  
 Reduced length of stay for the patient; 
 Safe discharge planning;  
 Efficient and reliable; 
 Up to date advice;   
 Vital access to community resources; and  
 Less pressure on staff that are not trained to meet the wider 

needs of the homeless. 

7.3 Desired improvements  
 

 24/7 service with on call support.  
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7.4 Potential impacts of losing the service  
 

 Repeat attendances and admissions following an unsafe 
discharge without accommodation; 

 Disastrous for the recovery of the individual if they are 
discharged back to the street; and 

 Increased length of stay in hospital and increased bed 
pressures. 

7.5 Additional comments  
 

 Invaluable service; 
 Works well with challenging people; 
 Prompt service; and 
 Great project, needed and enables more rounded and 

specific service.  

8. Time to Heal patient stories 
Source: GEAR/ELIM Housing, 2014  
 
 
 
Patient story one: Chrissie 
Chrissie is a 26 year old female with a history of problematic 
drinking although she had stopped drinking alcohol for about 6 
months prior to her hospitalisation in November. Chrissie came to 
Gloucester to escape an abusive relationship with her partner.  Her 
Gloucester-based accommodation also housed drink and drug 
users, at various stages of rehabilitation.  
 
Chrissie found this hard to cope with and relapsed, leading to 
eviction from her accommodation. She was assaulted whilst 
intoxicated and homeless, subsequently admitted to hospital.  Staff 
at the hospital requested help from the Time to Heal (TtH) staff on 
her admission.   
 
During admission she underwent a detoxification programme. TtH 
staff liaised with the Alcohol Mental Health Liaison Team and ward 
staff, developing a care plan for Chrissie’s discharge.  This took 
into account the possibility of further relapses, her overall 
vulnerability and safety, her difficulties obtaining accommodation 
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due to her not having a local connection and also her previous 
relapse.  Chrissie was involved in these discussions and the 
outcome was that on discharge, she went to stay temporarily in the 
TtH accommodation.   
 
Chrissie recently commented that without the TtH project she 
would now be dead.  It provided a safety net for her at an 
extremely vulnerable time of her life.  She is now talking about 
plans for the future which include returning to do a college course 
to increase her work prospects.  She is accessing Talking 
Therapies for additional support and liaises regularly with TtH staff 
for the time being.  Chrissie is now in contact with her family who 
phone her daily, her parents used to dread phone calls at night, 
thinking the worst.  Their relationship is now very good. 
 
Chrissie has expressed that the time in the TtH house has given 
her the confidence to manage virtually independently and is 
currently waiting for move on accommodation where she would 
have her own flat, which would have a very low level of support.   
    
 
 
Patient story two: Richard 
Richard is a 44 year-old, alcohol dependent male.  He was 
admitted to Gloucester Royal Hospital as an emergency, for 
alcohol intoxication.  At this time, he was staying in a bed and 
breakfast hostel having lost his previous accommodation due to 
rent arrears and neglect of the premises. TtH staff were advised of 
his admission by a fellow outreach worker at the GEAR project 
who knew of him.  Richard had been employed as a senior 
computer consultant for a number of years, however at the time of 
this admission, he was on sick leave due to depression and his 
company were in the throes of terminating his employment due to 
his relapse history.  Richard had served with the Armed Forces, 
but was reluctant to discuss this, alluding to some difficult issues 
which may have bearing on his current depressive state. Richard 
was put onto a detoxification programme, but ward staff stated that 
he was due to be discharged shortly. 
   
The TtH staff discussed Richard’s care with the Alcohol Liaison 
Mental Health Team and the possible progression of his alcohol 
addiction. Richard had been due to attend a Rehabilitation Centre 
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for addiction treatment in another part of the country, however his 
recent relapse put this in jeopardy.  Richard himself could 
remember little about the relapse and was still quite ill, shaky and 
not eating. Both TtH and the Alcohol Liaison team vocalised their 
concerns about the patient, requesting that he be kept for longer 
due to the complexity of his condition, the underlying depression 
and to plan for a safe discharge.   
 
The bed and breakfast establishment was not considered suitable 
for Richard to return to.  The manager there had spoken with TtH 
staff stating that Richard was vulnerable to exploitation from other 
individuals.  He did not seem to understand that he was being 
taken advantage of and would willingly hand over his credit card to 
another resident to get some money out, only to find the credit card 
had been ‘lost’.  Richard had ‘lost’ some £1,500 in recent weeks 
this way. 
 
As part of establishing his ongoing care, TtH staff contacted the 
community drugs and alcohol service to find out their plans for his 
rehabilitation in light of his hospital admission.  That team were 
concerned that Richard had missed a series of appointments to 
discuss his rehabilitation and were on the verge of discharging him 
from their service.  After discussion, it appeared that the three 
appointments (all close together) that Richard had missed were 
during his current hospital admission. Whilst the drug and alcohol 
team were still concerned that Richard would not be able to 
continue with his rehabilitation they agreed to speak to hospital 
ward staff to  verify why he had not attended his appointments 
before discharging him and then reassess their care plan.   
 
Richard was subsequently re-engaged with the treatment service, 
who in partnership with GEAR outreach team, planned a place in a 
rehabilitation centre for him. He moved from hospital to a 
temporary B&B for a short while whilst waiting for a place in rehab, 
and continued to engage with TtH staff /nurses during this time, 
who supported him with food , benefits advice and even some 
acupuncture. His place in rehab became available within a fortnight 
and Richard is currently still there. TtH have had phone contact 
with Richard in the rehab and he is doing very well.      
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Patient story three: Pete 
Pete is a 35 year who was referred to TtH after being admitted to 
hospital with a Deep Vein Thrombosis in his leg, which was related 
to a history of persistent IV drug abuse. Pete has previously been 
admitted to hospital with same condition. He was managed by the  
vascular team in hospital during this admission and was close to 
losing his leg. Pete was successfully treated and left hospital with 
no loss of limb. TtH made a case for the City Council to place him 
in emergency accommodation due to his mental health state and 
worked on attaining longer term accommodation more suitable to 
his level of need in the meantime. 
 
At the time of referral to TtH, Pete had been street homeless since 
leaving prison five months ago.  
 
By liaising with the ward nurses the TtH staff were able to continue 
his care post leaving hospital. The TtH nurses provided outreach to 
Pete to ensure he had his dressings changed regularly and had his 
sutures removed.  
 
Since coming out of prison Pete had not had any money as his 
mental state was such that claiming benefits was not something 
that he could manage, i.e. he did not have the ability to make 
claims and attend follow up appointments. TtH helped him start a 
claim for Employment Support Allowance and ensured that he saw 
the GP at the Homeless Healthcare Clinic to get sick notes to 
support his claim, and access any ongoing treatment he needed. 
The TtH project allowed Pete to build up a rapport with the 
Homeless Healthcare Team where his care could be managed to 
his needs, and he was subsequently referred to a Community 
Psychiatric Nurse.  
 
The TtH project provided practical help which involved him being 
supplied with donations of food, clothing, and toiletries whilst 
waiting for his claim to be processed. TtH kept in regular contact 
with Pete including nurse visits to his accommodation to dress his 
leg, and ensured his medical, physical and housing needs were 
being met while waiting for move on accommodation into high 
support hostel.  TtH also maintained involvement in the housing 
process to ensure his move went ahead as planned.  
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Pete moved into high support hostel a few weeks later where he 
would receive a package of suitable support. He still accesses the 
Homeless Healthcare Team although we are encouraging him to 
register with his own GP as we feel he is settled enough elsewhere 
and has the support he needs to do this. 
 
 
Patient story four: Penny 
Penny is a 39 year old female with a history of alcohol misuse, who 
was admitted to hospital after falling and breaking her arm.  
On meeting Penny she was quite different to many of our clients as 
she had a full time job despite being homeless. She had become 
homeless after a relationship split and had slept rough for a while 
as well as managing to stay on friends’ sofas for some of the time. 
Penny was very proud of the fact that she had managed to sustain 
full time employment throughout this, and had not reverted back to 
dependence on alcohol. We offered support around alcohol 
misuse but she felt that although she still drank occasionally, it was 
not impeding her ability to work and live a productive lifestyle. 
 
Penny needed a way out of the rut she was in as she was unable 
to find rented property despite working, due to a poor credit history. 
We made an arrangement that we would assist her by allowing her 
to move in to the TtH house. This helped her in her recuperation 
following her fall and also allowed her to access the Homeless 
Healthcare Team Clinic where she could obtain a medical 
certificate for sick leave, we also were able to liaise with the ward 
re. any medication she was to be prescribed. Being in the TtH 
house then gives her a chance to save a deposit in order to move 
on to her own accommodation. We were able to negotiate with a 
landlord who we have worked with in the past who we have 
developed a good rapport with, to consider her for a flat despite 
past credit history, thus allowing her to improve this also before 
moving on again if she needed.  
 
Penny has since returned to work where she now holds a position 
of responsibility, and has nearly saved enough money to allow her 
to move on. 
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9. Recommendations  
 
This project has shown early promise however, it needs more time 
to fully develop the pilot and enable longer- term tracking of the 
impact on healthcare services and patients post their involvement.  
It is recommended that the Governing Body notes and supports 
the work of the Time to Heal project, and the agreed funding is 
continued pro-rata at the new suggested rates by the CCG until the 
end of March 2015. A review of post project admission rates 
should be carried out early in 2015 with a view to proceeding to a 
business case for further funding.      
 
Additional notes 
The pilot project has received two unsung heroes awards in the 
House of Commons and is supported locally by Richard Graham 
MP.   
 
  
Hannah Layton 
Health & Social Care Commissioning Manager  
NHS Gloucestershire Clinical Commissioning Group  
9th July 2014  
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Accommodation Pre and Post project and Onward Referrals   

 
TTH = Time to Heal project, NFA = No Fixed Abode, PR = Private 
Rented, GCC = Gloucestershire County Council (where referred, 
the housing arrangement has broken down e.g. relationship break 
up or safety concerns)  
                                                 
i Homelessness : A silent killer, (Dec 2011) Crisis   
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 Agenda Item 10 

Governing Body 

Governing Body 
Meeting Date 

Thursday 27th November 2014 

Title Gloucestershire CCG and Gloucestershire 
Hospitals NHS Foundations Trust 
(GHNHSFT) Maternity Pathways Project 

Executive Summary This report presents the findings from a review 
of maternity services and pathways in 
Gloucestershire. 
 
The review was undertaken in order to: 

 Provide insight into activity trends and 
benchmark information which were of 
concern both to commissioners, and a 
source of service pressure for 
Gloucestershire Hospitals NHS 
Foundation Trust (GHNHSFT) 

 Provide assurance to commissioners that 
services and pathways promoted 
midwifery-led care and birth, and were in 
line with best practice   

 Assess whether current services were 
aligned with delivery of the CCG’s 
commissioning intentions, the Health and 
Wellbeing Strategy and the Early Years 
Strategic Commissioning Framework 

Key Issues 
 

Key Findings 
The review has found that in the majority of 
respects current services are in line with best 
practice and the quality of the service is 
generally high. 
 
The review has also identified that progress 
has been made in recent years with reducing 
health inequalities and improving outcomes. 
However benchmarking indicates there 
remains room for improvement and the 
generally good county position masks 
significant inequalities in outcomes within 



Gloucestershire between the women and 
babies who do well, and those who do less 
well. 
 
The detailed recommendations from the 
Review can be found in the report attached as 
Appendix 1. The full report along with the 
implementation plan can be accessed on the 
link below: 
 

Maternity Report - 
Final.doc

Risk Issues: 
 
Original Risk 
 
Residual Risk 

Capacity within both organisations to take 
forward the recommendations.  
Impact  Likelihood  Risk  
    3             4            12 
    3             2            6 

Financial Impact Financial review to be undertaken during 
2015/16 taking into account the findings of the 
Review, and as part of the move towards 
implementation of the single ‘maternity 
pathway payment’ mechanism. 

Legal Issues 
(including NHS 
Constitution)  

NHS Mandate includes the following 
elements:- 

 Reducing deaths in babies and young 
children 

 Improving women and their families 
experience of maternity services 

Impact on Health 
Inequalities 

Implementing the findings of this review is 
expected to have a positive impact on health 
inequalities by focusing on areas and women / 
babies who experience poorer outcomes.  

Impact on Equality 
and Diversity 

An Equality Impact Assessment has been 
completed by the Project team. The 
implementation of the recommendations 
should reduce inequalities in outcomes 

Impact on 
Sustainable 
Development 

None 

Patient and Public Local results from the National Maternity 



Involvement Survey have been incorporated into the project 
findings and the Gloucestershire Maternity 
Services Liaison Committee (which includes 
users and user groups) have been fully 
engaged in the project. 

Recommendation Paper for decision. 
 
The CCG Governing Body is asked to:-  

 Note the effective partnership working 
between the CCG and GHNHSFT and 
the progress made 

 Approve the content of the Maternity 
Pathways Review report and adopt the 
recommendations. 

Author Helen Ford 
Designation Senior Commissioning Manager, Children & 

Maternity 
Sponsoring Director 
(if not author) 

Mark Walkingshaw 
Deputy Accountable Officer 
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Executive Summary 
 
Purpose of the Report 
This report presents the findings from a review of maternity services and pathways in 
Gloucestershire.  
 
Reasons for the Review 
The review was undertaken in order to: 

 Provide insight into activity trends and benchmark information which were of concern 
to commissioners, and a source of service pressure for Gloucestershire Hospitals 
NHS Foundation Trust (GHNHSFT) 

 Provide assurance to commissioners that services and pathways promoted 
midwifery-led care and birth and were in line with best practice   

 Assess whether current services were aligned with delivery of, the CCG’s 
commissioning intentions, the Health and Wellbeing Strategy and the Early Years 
Strategic Commissioning Framework 

 
Gloucestershire Commissioning Intentions for Maternity Services 
NHS Gloucestershire CCG has identified 5 key health priorities1 3 of which are relevant to 
maternity and early year’s services: 

 Tackling health inequalities 

 Improving mental health 

 Reducing obesity 
 
In addition specific commissioning intentions in relation to maternity services have been set 
out by the CCG, in the Health and Wellbeing Strategy and in the Early Years Strategic 
Commissioning Framework. These intentions require services to achieve the following:  

• Address health inequalities 
• Increase normal births 
• Increase the proportion of midwife led care and birth 
• Reduce the impact of complications in maternity care  
• Ensure services are provided in community locations and environments as far 

as possible 
• Reduce rates of obesity and smoking 
• Improve mental health 
• Increase rates of breastfeeding 
• Help babies achieve a healthy start in life through early intervention 
• Improve integration of early years services 

 
Maternal health and neonatal outcomes are central to the CCGs drive to reduce emergency 
admissions and the numbers of people with chronic health conditions as there are direct 
links between neonatal outcomes and utilisation of emergency care, mental health status, 
obesity, lifetime risk for cardiovascular disease and diabetes, learning difficulties and 
educational attainment2. 
 
Maternity care is only one part of a pathway that spans contraception services to early years 
and mainstream and specialist services. CCGs are responsible for commissioning the 

                                                        
1
 Working for better health – our plans for 2013/14 – NHS Gloucestershire Clinical Commissioning Group 

2Commissioning Maternity Services – A resource pack to support clinical commissioning groups – NHS 

Commissioning Board - July 2012 
Marmot M, 2010,  
NICE (2010) Quitting smoking in pregnancy and following childbirth. NICE Public health guidance 26 
Utting D, 2009,  
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majority of this pathway. However local authorities through Health and Wellbeing Boards 
commission important public health initiatives that have a direct impact on maternal and 
neonatal outcomes, such as teenage pregnancy, breastfeeding, weight management and 
smoking cessation. Local authorities also commission children’s center services and the 
healthy child programme. NHS England has responsibility for commissioning primary care, 
neonatal care, screening and immunisations and health visiting (although responsibility for 
commissioning health visiting is due to transfer to local authorities from 2015). 
 
Gloucestershire is further advanced than the majority of areas in England with the extent of 
development of joint commissioning for early years services. A senior manager with 
responsibility for joint commissioning of women and children’s services is in place and 
integrated early years commissioning strategies and service specifications have been 
developed. 

 
Opportunities for health gain and the economic opportunities 
There is clear evidence that maternity services make a vital contribution to a child’s future 
health, wellbeing and Midwifery Manager of the population of Gloucestershire.  
 
Improving outcomes also offers the potential to release substantial resources and use them 
more effectively. For example: 

 Low birth weight, defined as less than 2,500g, is a major cause of perinatal 
mortality and morbidity. Children who are born prematurely have higher rates of 
cerebral palsy, sensory deficits, learning disabilities and respiratory illnesses 
compared with children born at term. The morbidity associated with preterm birth and 
low birth weight often extends to later life, resulting in physical, psychological and 
economic costs3. Using the national research findings4 which were at a 2005 financial 
base it has been calculated that the projected costs for Gloucestershire of babies 
born at 32-36 weeks alone, are £2,059,000 to £2,831,902. 

 The UNICEF report ‘Preventing disease and saving resources: the potential 
contribution of increasing breastfeeding rates in the UK’ shows that investment to 
increase and sustain breastfeeding rates will provide a rapid financial return on 
investment. The report states that in total, over £17 million could be gained 
annually in England by avoiding the costs of treating four acute diseases in 
infants by increasing breast feeding rates to 45%.  

 The increased levels of complications in pregnancy and labour associated with 
maternal obesity represent a fivefold increase in the cost of antenatal care5 

 
 
 
 
 
Project Governance and Methodology 
The project commenced in October 2013. A Project Board chaired by Dr Jeremy Welch, 
CCG Lead GP for Children and Maternity has led the project. The Board has membership 
from Gloucestershire Hospitals NHS Foundation Trust (GHNHSFT), NHS Gloucestershire 
Clinical Commissioning Group (CCG), Gloucestershire Care Services NHS Trust (GCS), 
Gloucestershire County Council (GCC) and the Maternity Services Liaison Committee 
(MSLC). A list of members and the terms of reference are set out in Appendix 1.  

                                                        
3
 Petrou S. The economic consequences of preterm birth during the first 10 years of life. British Journal 

Obstetrics & Gynaecology 
2005; 112: 10-5 
4
 reference as above 

5
 Centre for Maternal & Child Enquiries/ Royal College Obstetricians & Gynaecologists. Joint Guidelines: 

Management of women with Obesity in Pregnancy, 2010 
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The project scope covers the period from pre-conception to transition to early years.  
The project has been structured around a series of domains and a set of key questions 
formulated from the project objectives and national guidance on commissioning maternity 
services6. The domains are: 

- Addressing variations in outcomes 
- Compliance with best practice 
- Increasing midwifery-led care and birth 
- Access and service utilisation 
- Workforce 
- Partnership 
- Patient experience 

 
The key questions were used to create a specification for data and information gathering and 
a framework for the discussions at a series of 9 workshops held with service providers and 
service users. 

 
In addition the following work was undertaken: 

 A comprehensive review of needs and outcomes  

 Comparison of Gloucestershire activity per weighted population to the15 most similar 
PCTs for the period April 2012 to Feb 2013. 

 Consideration of the specific findings for Gloucestershire from the RCOG national 
review of maternity services in England in 2012 which produced comparative 
information on outcomes in maternity care  

 Consideration of the findings for Gloucestershire of the National Audit Office review 
of maternity care in England in 2013  

 An external clinical review of GHNHSFT care pathways and a clinical audit of 
caesarian sections 

 A review of the outcome of the Midwifery Group Practice (MGP) pilot in Cheltenham 

 Observation of triage service delivery by the Senior Commissioning Manager for 
Maternity and Children’s Services and a survey of users of the maternity triage 
service 

 Assessment of compliance with NICE guidance 

 Assessment of compliance with best practice in relation to increasing breast feeding 
and reducing smoking and obesity in pregnancy 

 
 
 
Key Findings 
The review has found that in the majority of respects current services are in line with 
best practice and the quality of the service is generally high. Gloucestershire performs 
well in comparison to other English counties in achievement of a number of important 
outcomes, such as low birth weight, breast-feeding at 6-8 weeks and infant mortality. The 
county has high rates of maternal satisfaction, high rates of midwife-led births compared to 
the national average (29% compared to a national figure of 13%), and is in the unusual 
position of being able to offer women a choice of two midwife-led units (MLUs) and an along-
side midwife-led unit (AMLU). A number of areas of good practice and positive performance 
through benchmarking have been identified and set out in the report.  

                                                        
6
 Midwifery 2020: Delivering expectations Department of Health 2010 

Guidance from the NHS Commissioning Board – Commissioning Maternity Services - A resource pack 
to support CCGs – July 2012 
Guidance from the RCOG/RCM/NCT – Making sense of commissioning maternity services in England 
– issues for CCGs to consider – 2012 

DH (2012) document ‘Compassion in Practice: the vision and strategy for nursing and midwifery.  
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The review has identified that progress has been made in recent years with reducing health 
inequalities and improving outcomes. However benchmarking indicates there is room for 
improvement and the county position masks significant inequalities in outcomes within 
Gloucestershire for:  

 Low birth weight – Gloucester locality 

 Infant mortality - Tewkesbury 

 Smoking in pregnancy – Tewkesbury, Gloucester, Forest 

 Breast feeding – Gloucester, Forest, Tewkesbury 

 Obesity – Forest, Gloucester, South Cotswolds 

 Teenage pregnancy - Gloucester 
 
In relation to clinical outcomes the review found: 

 All existing GHNHSFT maternity pathways were reviewed and found to be in line with 
national guidance.  

 Pre-conceptual care is under-developed in Gloucestershire. This has been recognized 
nationally7 and it is described as one of the five big challenges for maternity services. 
A number of opportunities to improve pre-conceptual care locally were identified, 
especially for women with underlying conditions such as mental illness, long-term 
conditions or risk factors such as smoking or obesity.  

 There are unjustified variations in rates of home births ranging from 8% to 1% across 
localities 

 Induction of labour in multigravida women is higher than the national average. 

 Elective caesarean section rate and timing of birth are above the national average  

 Women of Asian, Bangladeshi and Indian ethnic origin are more likely to have an 
elective caesarean section in Gloucestershire compared to the national average. 

 A significant proportion of women who had elective caesarean sections (33.5%) and 
emergency caesarean section (23.5%) were obese with a BMI of over 30 compared to 
Gloucestershire percentage of 19.4% of women with a BMI over 30.  

 The assisted delivery rate is noticeably higher than the South-West and South of 
England average.  

 Obesity is a significant factor in rates of intervention in labour and 20% of births in 
GHNHSFT in 2011/12 were to women who were obese 

 Increasing rates of multiple births and increasing maternal age are not especially 
evident in Gloucestershire over the last three years 

 There are opportunities to further reduce rates of perinatal mortality and morbidity 
through interventions pre-conceptually and during pregnancy. 

 Limited translation service is available for women during labour 

 The profile of perinatal mental health needs to be raised because of the devastating 
long term consequences for children and families. There is a need for more focus on an 
integrated equitable specialist perinatal mental health service provision including 
specialist maternity, infant and adult mental health support. There is no Specialist 
Midwife to support perinatal mental health 
 

 
There is non-compliance with NICE Guidance for: 

 Early pregnancy assessment services for women at 6-7 weeks gestation. 

 Glucose tolerance testing for women with a BMI of 30 to 34.99 
 
 

                                                        
7
 Commissioning Maternity Services – A resource pack to support clinical commissioning groups – NHS 

Commissioning Board - July 2012 
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The review of the triage service found: 

 Current pathways and information provided to women tend to result in a funneling of 
women to the triage service  

 The pathway requires review to ensure women are seen by the most appropriate 
professional at the right time. 

 The service was rated as  very good or excellent by women using the service but 
waiting times were too long. 

 
In relation to finance, activity trends and benchmarking against peers the review found: 

 Further work is required to ascertain compliance with local (and national) pathways for 
miscarriage and associated procedures and to better understand the increased activity 
for the elective procedure ‘Vacuum aspiration with cannula less than 14 weeks’ 

 Further analysis of consultant clinics in order to understand why the number of first 
appointments is higher than expected. 

 There is a need for agreement on whether a woman’s first appointment at a hospital 
with a midwife is recorded as such or is recorded as a follow up as women will usually 
have been seen in community. 

 Changes to clinic codes should be discussed with commissioners to avoid apparent 
activity anomalies  

 Further work is required on the supporting activity and financial modelling which 
may influence final report recommendations. 

 
 
In relation to providing services that are aligned to needs the review found: 

 There is significant value in using midwifery, health visiting, mental health 
services and children’s centre data to identify areas of high need. 

 Community midwifery caseloads are not matched to the level of complexity and 
social need. This is most apparent in Gloucester and Cheltenham where 
community midwifery caseloads are higher (with the exception of women 
booked through the MGP) and levels of vulnerability and social complexity are 
higher.   

 Although maternity and health visiting service specifications set out the requirements for 
a universal and enhanced service, based on need, an enhanced service is not currently 
provided by either service (other than to women involved in the MGP pilot in a small 
area of Cheltenham) 

 Children’s Centres and Health Visitors are configured to the same catchment areas. 
Midwives are configured to different catchment areas and this inhibits joint working and 
communication. Working relationships between midwifery and health visiting and 
children’s centres are not well developed. 

 Work should be undertaken to define the pathways associated with the intermediate and 
intensive pathways under the maternity pathway tariff 

 Integrated care pathways need to be developed for women with factors that indicate 
they are vulnerable or at risk of poor outcomes 

 Initiatives by public health, maternity services, GCS, peer support services and 
Children’s Centre staff to support smoking cessation, weight management and breast 
feeding are not achieving the impact they could due to lack of targeting, integration and 
partnership working.  

 
In relation to workforce the review found: 

 Consultant presence on labour ward is below national recommendations. Consultant 
presence on delivery ward at GHNHSFT was 75 hours per week in September 2012 
against the RCOG recommendation of 98 hours for a unit with 4000 to 4999 birth per 
annum. However of the 31 trusts in England in the 4000 to 4,999 births pa category, 
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the National Audit Office8 found only 4 were achieving the RCOG guideline of 98 
hours. The level of consultant presence recommended by the RCOG is based on 
evidence that senior medical presence is a key factor in improving safety, quality and 
outcomes in the obstetric units. 

 There are opportunities to use the midwifery workforce more effectively by releasing 
MSWs from housekeeping tasks and considering deployment of MSWs to work in the 
community  

 There may be opportunities to release consultant time in antenatal clinics by utilizing 
specialist midwives for targeted groups. 
 

With regard to women’s experiences 

 Gloucestershire has an active Maternity Services Liaison Committee with strong 
representation from women who have recently had babies, the Voluntary and 
Community sector and provider organisations. The Committee is chaired by a lay 
person. The committee have been engaged in the project review. 

 A national survey of women’s experience of maternity services was commissioned by 
CQC in 20139.  222 women who used services at GHNHSFT took part in the survey 
over a one month period. 

  Gloucestershire Hospitals NHS Foundation Trust performed well in the survey, 
achieving scores that were better, compared to most other trusts that took part in the 
survey, for questions related to staff and to care in hospital after the birth. It scored 
about the same for questions about labour and birth as most other trusts that took 
part in the survey 

 The Trust has an action plan for those areas where it scored less than 80% and/or 
where there was deterioration in the score since the last survey.  

 Further work is being undertaken with the Maternity Services Liaison Committee to 
develop user engagement approaches to explore these issues further, so that 
specific action to improve experiences can be identified. 

 During the workshops it was also identified that GHNHSFT website 
information for pregnant women and their families requires review and 
updating. This is consistent with the findings from the survey.  

. 
In answer to the fundamental question whether current services are aligned with delivery of 
the CCG’s commissioning intentions, the Health and Wellbeing Strategy and the Early Years 
Strategic Commissioning Framework, the conclusion of the review is that there is scope for 
improvement in both commissioning and provision of services.  
 
The major issues are: 

 The current commissioning system across the pathway from pre-conceptual care to 
early years is not sufficiently integrated to deliver maximum impact on outcomes 

 Current contracts do not align incentives across the pathway to create an 
environment where providers must collaborate and innovate to deliver outcomes 
focused, integrated care, which provides value for money. 

 A new approach to commissioning maternity services is required which shifts from 
activity to outcomes; from episodic, fragmented care to a co-ordinated whole system 
approach, across all commissioners who are responsible for the pathway. 

                                                        
8 Maternity Services in England – National Audit Office - November 2013 

 
9 The results of the national maternity survey have been published and can be viewed at: 
http://www.cqc.org.uk/sites/default/files/media/documents/maternity_report_for_publication.pdf  
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 Services and resources are not effectively targeted to the areas of greatest need. 
There is insufficient emphasis on early intervention, and the needs of vulnerable and 
disadvantaged women to achieve maximum impact on outcomes. 

 Services and pathways are not integrated across providers to the extent necessary to 
achieve maximum impact on outcomes or effective use of resources.  

 In areas of high need, or experiencing the greatest inequalities in outcomes, service 
planning does not take place at a sufficiently local level with the depth of patient and 
community engagement necessary to ensure services are effective in improving 
outcomes 

 The wider role of midwives in health improvement could be further developed in line 
with the recommendations of Midwifery 2020.10 

 
In order to address the findings in the report the following high-level strategic 
recommendations are made: 
 

1. Achieve a focus on improving outcomes, integrating services and ensuring 
vulnerable and at risk women are supported more effectively across the whole 
pathway from pre-conception to early years by integrating the commissioning and 
provision of services across the CCG, local authority, (including public health), 
GHNHSFT, Gloucestershire Care Services and NHS England. 

 
 

2. Maternity services should be given a higher profile in NHS Gloucestershire CCG’s  
performance monitoring processes given the significant opportunities this service 
provides to achieve overall CCG priorities; including in health inequalities, obesity, 
mental health, long term conditions and emergency admissions.  

 
 
 
Recommendations 
 
The report makes the following recommendations.  
 
 

Recommendation 

SHORT TERM 

Consultation should be undertaken on implementation of the proposed outcomes based 
commissioning framework set out in Appendix 8 

As a matter of priority GHNHSFT and GSC should make changes to improve midwife to 
health visitor handover. 
 

The CCG should consider the business cases to enable compliance with NICE guidance 
on: 

 Early pregnancy assessment service for women at 6-7 weeks gestation  

 Glucose tolerance testing (GTT) for women with a BMI 30- 34.99 
 

                                                        
10 Midwifery 2020: Delivering expectations Department of Health 2010 

Guidance from the NHS Commissioning Board – Commissioning Maternity Services - A resource pack 
to support CCGs – July 2012 
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Provision of information for women relating to pregnancy, birth and postnatal care needs to 
be reviewed to  

 Identify the format women find most accessible and user friendly eg on-line, website  

 Identify sources of information in different languages 
 

A formal action plan should be developed and agreed between NHS Gloucestershire CCG 
and GHNHSFT addressing the findings from the 

 RCOG report (2013),  

 National Audit Office report (2013) 

 caesarian sections audit undertaken as part of the pathway project, to include plan to 
increase normal birth 
 

A review be undertaken assessing the reasons for variations in the rate of home births, 
and the decision making process with a formal action plan developed and agreed between 
NHS Gloucestershire CCG and GHNHSFT  
 

Review translation services for both planned and unscheduled care 

 Audit of utilization of translation service when English is not the first language 

 Agreement of future policy for translation services 
 

Agreement is reached on whether a woman’s first appointment at a hospital with a midwife 
is recorded as such or is recorded as a follow up. 

MEDIUM TERM 

Maternity services should be given a higher profile in NHS Gloucestershire CCG’s 
performance monitoring processes given the significant opportunities this service provides 
to achieve overall CCG priorities; health inequalities, obesity, mental health, long term 
conditions and emergency admissions. A system of levers and incentives will be used to 
encourage providers to work together 

The service principles developed as part of the review should be adopted as part of the 
Early Years Commissioning Strategy as a guide to shaping services in future 
 

Establish mechanisms for identifying women who are planning to have a baby, or may 
become pregnant, and signposting them to sources of information and support around a 
healthy lifestyle and positive mental health [pre-conceptual nutrition, weight management, 
stopping smoking, drinking alcohol within safe limits etc], also considering the needs of 
vulnerable women, who might need a higher level of support’. 
 

Review pathways for healthy lifestyles during and after pregnancy (including early years 
services) to include nutrition, physical activity, weight management, stopping smoking and 
drinking alcohol within safe limits 
 

Agreement should be reached between NHS Gloucestershire CCG, GHNHSFT and GCS 
on the introduction of the enhanced MW and HV service and HV involvement in antenatal 
care as described in contract specifications 
 

A proposal for alignment of maternity, health visiting and children’s centre catchment areas 
should be developed and consulted upon 
 

Link midwives should be identified to work with each Children’s Centre and a formal action 
plan developed to achieve improvements in partnership working for each locality. 
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A revised pathway for unscheduled antenatal care should be implemented as set out in 
section 11.2 including 
• Arrangements for robust telephone triage 
• Review of where initial assessment in labour takes place 
• Right time, right person, right place review 
 

Further work is undertaken to ascertain compliance with local (and national) pathways for 
miscarriage and associated procedures and to better understand the increased activity for 
the elective procedure ‘Vacuum aspiration with cannula less than 14 weeks’. 
 

Further analysis of consultant clinics is undertaken in order to understand why the number 
of first appointments is higher than expected. Audit of referrals 
 

GHNHSFT should take action to improve data quality for 
• maternity pathway payment 
• national HES data 
• KPIs. 
 

LONG TERM 

Agree a payment mechanism which reflects the new service model and the outcomes to 
be achieved. This will begin with an assessment of the existing service model against 
current tariffs. 
 

The CCG and local authority should support the further development of the information 
sharing agreements to enable maternity services to notify children’s centres of all new 
pregnancies 
 

Review against best practice and benchmarking targeted support to improve breastfeeding 
rates to include 
• Babies admitted to NNU  
• Initiation learning lessons from elsewhere and best practice 
 

Review of Maternity Support Worker role :MSWs  - explore time to care and MSWs in the 
community 
 

Scoping use of specialist midwives in releasing consultant time in antenatal clinics 
 

Perinatal mental health 
• The profile of perinatal mental health needs to be raised because of the devastating 
long term consequences for children and families. An equitable integrated perinatal 
specialist mental health service should be established including specialist maternity, infant 
and adult mental health support. 
 
Continue to improve liaison between mental health, maternity, health visiting and primary 
care services at an  
• Operational level 
• Strategic level 
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Looking to the longer term, it is recommended that discussion takes place between the 
CCG and Gloucestershire County Council regarding the potential to move to outcomes 
based contracting across the whole maternity and early years pathway. 
 
 
 A system of levers and incentives will be used to encourage providers to work together 
with a more robust and integrated contract performance monitoring and management 
process being developed across the early years services 
 

ONGOING 

Commissioning and provision of services in future must be based on a rolling programme 
of more sophisticated analysis of needs and outcomes in order to be effective in improving 
outcomes and reducing inequalities.  
 
This includes developing a much more detailed and sensitive approach to service planning 
and commissioning, based on in-depth community engagement in targeted areas of high 
need/poor outcomes and with hard to reach groups. 
 

 
GHNHSFT agree any changes to clinic codes with commissioners to understand service 
provision and pathways. 
 

 
 

Vulnerability and complex social factors. 

SHORT TERM 

 The evaluation of the midwifery group practice to inform future service delivery for 
vulnerable women. 

 Service model for vulnerability factors to be developed. There should be a community 
midwifery caseload review against Identified social factors/vulnerability factors. 

MEDIUM TERM 

 New integrated care pathways should be developed for women with risk factors that 
indicate they are vulnerable or at risk. 

 Scoping for a pilot of ‘Centering’ Gloucester City is undertaken linked to vulnerable 
women especially in areas of social deprivation. 

LONG TERM 

 Data on vulnerability and social risk factors should be routinely used in future to match 
resources to need. 
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Executive Summary 
 
Purpose of the Report 
This report presents the findings from a review of maternity services and pathways in 
Gloucestershire.  
 
Reasons for the Review 
The review was undertaken in order to: 

 Provide insight into activity trends and benchmark information which were of 
concern to commissioners, and a source of service pressure for 
Gloucestershire Hospitals NHS Foundation Trust (GHNHSFT) 

 Provide assurance to commissioners that services and pathways promoted 
midwifery-led care and birth and were in line with best practice   

 Assess whether current services were aligned with delivery of, the CCG’s 
commissioning intentions, the Health and Wellbeing Strategy and the Early 
Years Strategic Commissioning Framework 

 
Gloucestershire Commissioning Intentions for Maternity Services 
NHS Gloucestershire CCG has identified 5 key health priorities1 3 of which are 
relevant to maternity and early year’s services: 

 Tackling health inequalities 

 Improving mental health 

 Reducing obesity 
 
In addition specific commissioning intentions in relation to maternity services have 
been set out by the CCG, in the Health and Wellbeing Strategy and in the Early 
Years Strategic Commissioning Framework. These intentions require services to 
achieve the following:  

• Address health inequalities 
• Increase normal births 
• Increase the proportion of midwife led care and birth 
• Reduce the impact of complications in maternity care  
• Ensure services are provided in community locations and environments 

as far as possible 
• Reduce rates of obesity and smoking 
• Improve mental health 
• Increase rates of breastfeeding 
• Help babies achieve a healthy start in life through early intervention 
• Improve integration of early years services 

 
Maternal health and neonatal outcomes are central to the CCGs drive to reduce 
emergency admissions and the numbers of people with chronic health conditions as 
there are direct links between neonatal outcomes and utilisation of emergency care, 
mental health status, obesity, lifetime risk for cardiovascular disease and diabetes, 
learning difficulties and educational attainment2. 

                                                        
1
 Working for better health – our plans for 2013/14 – NHS Gloucestershire Clinical Commissioning 

Group 
2Commissioning Maternity Services – A resource pack to support clinical commissioning groups – NHS 

Commissioning Board - July 2012 
Marmot M, 2010,  
NICE (2010) Quitting smoking in pregnancy and following childbirth. NICE Public health guidance 26 
Utting D, 2009,  
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Maternity care is only one part of a pathway that spans contraception services to 
early years and mainstream and specialist services. CCGs are responsible for 
commissioning the majority of this pathway. However local authorities through Health 
and Wellbeing Boards commission important public health initiatives that have a 
direct impact on maternal and neonatal outcomes, such as teenage pregnancy, 
breastfeeding, weight management and smoking cessation. Local authorities also 
commission children’s center services and the healthy child programme. NHS 
England has responsibility for commissioning primary care, neonatal care, screening 
and immunisations and health visiting (although responsibility for commissioning 
health visiting is due to transfer to local authorities from 2015). 
 
Gloucestershire is further advanced than the majority of areas in England with the 
extent of development of joint commissioning for early years services. A senior 
manager with responsibility for joint commissioning of women and children’s services 
is in place and integrated early years commissioning strategies and service 
specifications have been developed. 

 
Opportunities for health gain and the economic opportunities 
There is clear evidence that maternity services make a vital contribution to a child’s 
future health, wellbeing and Midwifery Manager of the population of Gloucestershire.  
 
Improving outcomes also offers the potential to release substantial resources and 
use them more effectively. For example: 

 Low birth weight, defined as less than 2,500g, is a major cause of perinatal 
mortality and morbidity. Children who are born prematurely have higher rates 
of cerebral palsy, sensory deficits, learning disabilities and respiratory 
illnesses compared with children born at term. The morbidity associated with 
preterm birth and low birth weight often extends to later life, resulting in 
physical, psychological and economic costs3. Using the national research 
findings4 which were at a 2005 financial base it has been calculated that the 
projected costs for Gloucestershire of babies born at 32-36 weeks alone, are 
£2,059,000 to £2,831,902. 

 The UNICEF report ‘Preventing disease and saving resources: the potential 
contribution of increasing breastfeeding rates in the UK’ shows that 
investment to increase and sustain breastfeeding rates will provide a rapid 
financial return on investment. The report states that in total, over £17 
million could be gained annually in England by avoiding the costs of 
treating four acute diseases in infants by increasing breast feeding 
rates to 45%.  

 The increased levels of complications in pregnancy and labour associated 
with maternal obesity represent a fivefold increase in the cost of antenatal 
care5 

 
 
 
 

                                                                                                                                                               
 
3
 Petrou S. The economic consequences of preterm birth during the first 10 years of life. British Journal 

Obstetrics & Gynaecology 
2005; 112: 10-5 
4
 reference as above 

5
 Centre for Maternal & Child Enquiries/ Royal College Obstetricians & Gynaecologists. Joint 

Guidelines: Management of women with Obesity in Pregnancy, 2010 
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Project Governance and Methodology 
The project commenced in October 2013. A Project Board chaired by Dr Jeremy 
Welch, CCG Lead GP for Children and Maternity has led the project. The Board has 
membership from Gloucestershire Hospitals NHS Foundation Trust (GHNHSFT), 
NHS Gloucestershire Clinical Commissioning Group (CCG), Gloucestershire Care 
Services NHS Trust (GCS), Gloucestershire County Council (GCC) and the Maternity 
Services Liaison Committee (MSLC). A list of members and the terms of reference 
are set out in Appendix 1.  
 
The project scope covers the period from pre-conception to transition to early years.  
The project has been structured around a series of domains and a set of key 
questions formulated from the project objectives and national guidance on 
commissioning maternity services6. The domains are: 

- Addressing variations in outcomes 
- Compliance with best practice 
- Increasing midwifery-led care and birth 
- Access and service utilisation 
- Workforce 
- Partnership 
- Patient experience 

 
The key questions were used to create a specification for data and information 
gathering and a framework for the discussions at a series of 9 workshops held with 
service providers and service users. 

 
In addition the following work was undertaken: 

 A comprehensive review of needs and outcomes  

 Comparison of Gloucestershire activity per weighted population to the15 most 
similar PCTs for the period April 2012 to Feb 2013. 

 Consideration of the specific findings for Gloucestershire from the RCOG 
national review of maternity services in England in 2012 which produced 
comparative information on outcomes in maternity care  

 Consideration of the findings for Gloucestershire of the National Audit Office 
review of maternity care in England in 2013  

 An external clinical review of GHNHSFT care pathways and a clinical audit of 
caesarian sections 

 A review of the outcome of the Midwifery Group Practice (MGP) pilot in 
Cheltenham 

 Observation of triage service delivery by the Senior Commissioning Manager 
for Maternity and Children’s Services and a survey of users of the maternity 
triage service 

 Assessment of compliance with NICE guidance 

 Assessment of compliance with best practice in relation to increasing breast 
feeding and reducing smoking and obesity in pregnancy 

 
 

                                                        
6
 Midwifery 2020: Delivering expectations Department of Health 2010 

Guidance from the NHS Commissioning Board – Commissioning Maternity Services - A 
resource pack to support CCGs – July 2012 
Guidance from the RCOG/RCM/NCT – Making sense of commissioning maternity services in 
England – issues for CCGs to consider – 2012 
DH (2012) document ‘Compassion in Practice: the vision and strategy for nursing and 
midwifery.  
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Key Findings 
The review has found that in the majority of respects current services are in line 
with best practice and the quality of the service is generally high. 
Gloucestershire performs well in comparison to other English counties in 
achievement of a number of important outcomes, such as low birth weight, breast-
feeding at 6-8 weeks and infant mortality. The county has high rates of maternal 
satisfaction, high rates of midwife-led births compared to the national average (29% 
compared to a national figure of 13%), and is in the unusual position of being able to 
offer women a choice of two midwife-led units (MLUs) and an along-side midwife-led 
unit (AMLU). A number of areas of good practice and positive performance through 
benchmarking have been identified and set out in the report.  
 
The review has identified that progress has been made in recent years with reducing 
health inequalities and improving outcomes. However benchmarking indicates there 
is room for improvement and the county position masks significant inequalities in 
outcomes within Gloucestershire for:  

 Low birth weight – Gloucester locality 

 Infant mortality - Tewkesbury 

 Smoking in pregnancy – Tewkesbury, Gloucester, Forest 

 Breast feeding – Gloucester, Forest, Tewkesbury 

 Obesity – Forest, Gloucester, South Cotswolds 

 Teenage pregnancy - Gloucester 
 
In relation to clinical outcomes the review found: 

 All existing GHNHSFT maternity pathways were reviewed and found to be in 
line with national guidance.  

 Pre-conceptual care is under-developed in Gloucestershire. This has been 
recognized nationally7 and it is described as one of the five big challenges for 
maternity services. A number of opportunities to improve pre-conceptual care 
locally were identified, especially for women with underlying conditions such as 
mental illness, long-term conditions or risk factors such as smoking or obesity.  

 There are unjustified variations in rates of home births ranging from 8% to 1% 
across localities 

 Induction of labour in multigravida women is higher than the national average. 

 Elective caesarean section rate and timing of birth are above the national 
average  

 Women of Asian, Bangladeshi and Indian ethnic origin are more likely to have 
an elective caesarean section in Gloucestershire compared to the national 
average. 

 A significant proportion of women who had elective caesarean sections 
(33.5%) and emergency caesarean section (23.5%) were obese with a BMI of 
over 30 compared to Gloucestershire percentage of 19.4% of women with a 
BMI over 30.  

 The assisted delivery rate is noticeably higher than the South-West and South 
of England average.  

 Obesity is a significant factor in rates of intervention in labour and 20% of births 
in GHNHSFT in 2011/12 were to women who were obese 

 Increasing rates of multiple births and increasing maternal age are not 
especially evident in Gloucestershire over the last three years 

                                                        
7
 Commissioning Maternity Services – A resource pack to support clinical commissioning groups – NHS 

Commissioning Board - July 2012 
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 There are opportunities to further reduce rates of perinatal mortality and 
morbidity through interventions pre-conceptually and during pregnancy. 

 Limited translation service is available for women during labour 

 The profile of perinatal mental health needs to be raised because of the 
devastating long term consequences for children and families. There is a need 
for more focus on an integrated equitable specialist perinatal mental health 
service provision including specialist maternity, infant and adult mental health 
support. There is no Specialist Midwife to support perinatal mental health 
 

 
There is non-compliance with NICE Guidance for: 

 Early pregnancy assessment services for women at 6-7 weeks gestation. 

 Glucose tolerance testing for women with a BMI of 30 to 34.99 
 
 

The review of the triage service found: 

 Current pathways and information provided to women tend to result in a 
funneling of women to the triage service  

 The pathway requires review to ensure women are seen by the most appropriate 
professional at the right time. 

 The service was rated as  very good or excellent by women using the service but 
waiting times were too long. 

 
In relation to finance, activity trends and benchmarking against peers the review 
found: 

 Further work is required to ascertain compliance with local (and national) 
pathways for miscarriage and associated procedures and to better understand 
the increased activity for the elective procedure ‘Vacuum aspiration with cannula 
less than 14 weeks’ 

 Further analysis of consultant clinics in order to understand why the number of 
first appointments is higher than expected. 

 There is a need for agreement on whether a woman’s first appointment at a 
hospital with a midwife is recorded as such or is recorded as a follow up as 
women will usually have been seen in community. 

 Changes to clinic codes should be discussed with commissioners to avoid 
apparent activity anomalies  

 Further work is required on the supporting activity and financial modelling which 
may influence final report recommendations. 

 
 
In relation to providing services that are aligned to needs the review found: 

 There is significant value in using midwifery, health visiting, mental 
health services and children’s centre data to identify areas of high need. 

 Community midwifery caseloads are not matched to the level of 
complexity and social need. This is most apparent in Gloucester and 
Cheltenham where community midwifery caseloads are higher (with the 
exception of women booked through the MGP) and levels of 
vulnerability and social complexity are higher.   

 Although maternity and health visiting service specifications set out the 
requirements for a universal and enhanced service, based on need, an 
enhanced service is not currently provided by either service (other than to 
women involved in the MGP pilot in a small area of Cheltenham) 
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 Children’s Centres and Health Visitors are configured to the same catchment 
areas. Midwives are configured to different catchment areas and this inhibits 
joint working and communication. Working relationships between midwifery and 
health visiting and children’s centres are not well developed. 

 Work should be undertaken to define the pathways associated with the 
intermediate and intensive pathways under the maternity pathway tariff 

 Integrated care pathways need to be developed for women with factors that 
indicate they are vulnerable or at risk of poor outcomes 

 Initiatives by public health, maternity services, GCS, peer support services and 
Children’s Centre staff to support smoking cessation, weight management and 
breast feeding are not achieving the impact they could due to lack of targeting, 
integration and partnership working.  

 
In relation to workforce the review found: 

 Consultant presence on labour ward is below national recommendations. 
Consultant presence on delivery ward at GHNHSFT was 75 hours per week 
in September 2012 against the RCOG recommendation of 98 hours for a unit 
with 4000 to 4999 birth per annum. However of the 31 trusts in England in the 
4000 to 4,999 births pa category, the National Audit Office8 found only 4 were 
achieving the RCOG guideline of 98 hours. The level of consultant presence 
recommended by the RCOG is based on evidence that senior medical 
presence is a key factor in improving safety, quality and outcomes in the 
obstetric units. 

 There are opportunities to use the midwifery workforce more effectively by 
releasing MSWs from housekeeping tasks and considering deployment of 
MSWs to work in the community  

 There may be opportunities to release consultant time in antenatal clinics by 
utilizing specialist midwives for targeted groups. 
 

With regard to women’s experiences 

 Gloucestershire has an active Maternity Services Liaison Committee with 
strong representation from women who have recently had babies, the 
Voluntary and Community sector and provider organisations. The Committee 
is chaired by a lay person. The committee have been engaged in the project 
review. 

 A national survey of women’s experience of maternity services was 
commissioned by CQC in 20139.  222 women who used services at 
GHNHSFT took part in the survey over a one month period. 

  Gloucestershire Hospitals NHS Foundation Trust performed well in the 
survey, achieving scores that were better, compared to most other trusts that 
took part in the survey, for questions related to staff and to care in hospital 
after the birth. It scored about the same for questions about labour and birth 
as most other trusts that took part in the survey 

 The Trust has an action plan for those areas where it scored less than 80% 
and/or where there was deterioration in the score since the last survey.  

                                                        
8 Maternity Services in England – National Audit Office - November 2013 

 
9 The results of the national maternity survey have been published and can be viewed at: 

http://www.cqc.org.uk/sites/default/files/media/documents/maternity_report_for_publication.pdf  
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 Further work is being undertaken with the Maternity Services Liaison 
Committee to develop user engagement approaches to explore these issues 
further, so that specific action to improve experiences can be identified. 

 During the workshops it was also identified that GHNHSFT website 
information for pregnant women and their families requires review 
and updating. This is consistent with the findings from the survey.  

. 
In answer to the fundamental question whether current services are aligned with 
delivery of the CCG’s commissioning intentions, the Health and Wellbeing Strategy 
and the Early Years Strategic Commissioning Framework, the conclusion of the 
review is that there is scope for improvement in both commissioning and provision of 
services.  
 
The major issues are: 

 The current commissioning system across the pathway from pre-conceptual 
care to early years is not sufficiently integrated to deliver maximum impact on 
outcomes 

 Current contracts do not align incentives across the pathway to create an 
environment where providers must collaborate and innovate to deliver 
outcomes focused, integrated care, which provides value for money. 

 A new approach to commissioning maternity services is required which shifts 
from activity to outcomes; from episodic, fragmented care to a co-ordinated 
whole system approach, across all commissioners who are responsible for 
the pathway. 

 Services and resources are not effectively targeted to the areas of greatest 
need. There is insufficient emphasis on early intervention, and the needs of 
vulnerable and disadvantaged women to achieve maximum impact on 
outcomes. 

 Services and pathways are not integrated across providers to the extent 
necessary to achieve maximum impact on outcomes or effective use of 
resources.  

 In areas of high need, or experiencing the greatest inequalities in outcomes, 
service planning does not take place at a sufficiently local level with the depth 
of patient and community engagement necessary to ensure services are 
effective in improving outcomes 

 The wider role of midwives in health improvement could be further developed 
in line with the recommendations of Midwifery 2020.10 

 
In order to address the findings in the report the following high-level strategic 
recommendations are made: 
 

1. Achieve a focus on improving outcomes, integrating services and ensuring 
vulnerable and at risk women are supported more effectively across the 
whole pathway from pre-conception to early years by integrating the 
commissioning and provision of services across the CCG, local authority, 
(including public health), GHNHSFT, Gloucestershire Care Services and NHS 
England. 

 
 

                                                        
10 Midwifery 2020: Delivering expectations Department of Health 2010 

Guidance from the NHS Commissioning Board – Commissioning Maternity Services - A 
resource pack to support CCGs – July 2012 
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2. Maternity services should be given a higher profile in NHS Gloucestershire 
CCG’s  performance monitoring processes given the significant opportunities 
this service provides to achieve overall CCG priorities; including in health 
inequalities, obesity, mental health, long term conditions and emergency 
admissions.  
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Recommendations 
 
The report makes the following recommendations.  
 
 

Recommendation 

SHORT TERM 

Consultation should be undertaken on implementation of the proposed outcomes based 
commissioning framework set out in Appendix 8 

As a matter of priority GHNHSFT and GSC should make changes to improve midwife to 
health visitor handover. 
 

The CCG should consider the business cases to enable compliance with NICE guidance 
on: 

 Early pregnancy assessment service for women at 6-7 weeks gestation  

 Glucose tolerance testing (GTT) for women with a BMI 30- 34.99 
 

Provision of information for women relating to pregnancy, birth and postnatal care needs to 
be reviewed to  

 Identify the format women find most accessible and user friendly eg on-line, website  

 Identify sources of information in different languages 
 

A formal action plan should be developed and agreed between NHS Gloucestershire CCG 
and GHNHSFT addressing the findings from the 

 RCOG report (2013),  

 National Audit Office report (2013) 

 caesarian sections audit undertaken as part of the pathway project, to include plan to 
increase normal birth 
 

A review be undertaken assessing the reasons for variations in the rate of home births, 
and the decision making process with a formal action plan developed and agreed between 
NHS Gloucestershire CCG and GHNHSFT  
 

Review translation services for both planned and unscheduled care 

 Audit of utilization of translation service when English is not the first language 

 Agreement of future policy for translation services 
 

Agreement is reached on whether a woman’s first appointment at a hospital with a midwife 
is recorded as such or is recorded as a follow up. 

MEDIUM TERM 

Maternity services should be given a higher profile in NHS Gloucestershire CCG’s 
performance monitoring processes given the significant opportunities this service provides 
to achieve overall CCG priorities; health inequalities, obesity, mental health, long term 
conditions and emergency admissions. A system of levers and incentives will be used to 
encourage providers to work together 

The service principles developed as part of the review should be adopted as part of the 
Early Years Commissioning Strategy as a guide to shaping services in future 
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Establish mechanisms for identifying women who are planning to have a baby, or may 
become pregnant, and signposting them to sources of information and support around a 
healthy lifestyle and positive mental health [pre-conceptual nutrition, weight management, 
stopping smoking, drinking alcohol within safe limits etc], also considering the needs of 
vulnerable women, who might need a higher level of support’. 
 

Review pathways for healthy lifestyles during and after pregnancy (including early years 
services) to include nutrition, physical activity, weight management, stopping smoking and 
drinking alcohol within safe limits 
 

Agreement should be reached between NHS Gloucestershire CCG, GHNHSFT and GCS 
on the introduction of the enhanced MW and HV service and HV involvement in antenatal 
care as described in contract specifications 
 

A proposal for alignment of maternity, health visiting and children’s centre catchment areas 
should be developed and consulted upon 
 

Link midwives should be identified to work with each Children’s Centre and a formal action 
plan developed to achieve improvements in partnership working for each locality. 
  

A revised pathway for unscheduled antenatal care should be implemented as set out in 
section 11.2 including 
• Arrangements for robust telephone triage 
• Review of where initial assessment in labour takes place 
• Right time, right person, right place review 
 

Further work is undertaken to ascertain compliance with local (and national) pathways for 
miscarriage and associated procedures and to better understand the increased activity for 
the elective procedure ‘Vacuum aspiration with cannula less than 14 weeks’. 
 

Further analysis of consultant clinics is undertaken in order to understand why the number 
of first appointments is higher than expected. Audit of referrals 
 

GHNHSFT should take action to improve data quality for 
• maternity pathway payment 
• national HES data 
• KPIs. 
 

LONG TERM 

Agree a payment mechanism which reflects the new service model and the outcomes to 
be achieved. This will begin with an assessment of the existing service model against 
current tariffs. 
 

The CCG and local authority should support the further development of the information 
sharing agreements to enable maternity services to notify children’s centres of all new 
pregnancies 
 

Review against best practice and benchmarking targeted support to improve breastfeeding 
rates to include 
• Babies admitted to NNU  
• Initiation learning lessons from elsewhere and best practice 
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Review of Maternity Support Worker role :MSWs  - explore time to care and MSWs in the 
community 
 

Scoping use of specialist midwives in releasing consultant time in antenatal clinics 
 

Perinatal mental health 
• The profile of perinatal mental health needs to be raised because of the devastating 
long term consequences for children and families. An equitable integrated perinatal 
specialist mental health service should be established including specialist maternity, infant 
and adult mental health support. 
 
Continue to improve liaison between mental health, maternity, health visiting and primary 
care services at an  
• Operational level 
• Strategic level 
 

Looking to the longer term, it is recommended that discussion takes place between the 
CCG and Gloucestershire County Council regarding the potential to move to outcomes 
based contracting across the whole maternity and early years pathway. 
 
 
 A system of levers and incentives will be used to encourage providers to work together 
with a more robust and integrated contract performance monitoring and management 
process being developed across the early years services 
 

ONGOING 

Commissioning and provision of services in future must be based on a rolling programme 
of more sophisticated analysis of needs and outcomes in order to be effective in improving 
outcomes and reducing inequalities.  
 
This includes developing a much more detailed and sensitive approach to service planning 
and commissioning, based on in-depth community engagement in targeted areas of high 
need/poor outcomes and with hard to reach groups. 
 

 
GHNHSFT agree any changes to clinic codes with commissioners to understand service 
provision and pathways. 
 

Vulnerability and complex social factors. 

SHORT TERM 

 The evaluation of the midwifery group practice to inform future service delivery for 
vulnerable women. 

 Service model for vulnerability factors to be developed. There should be a community 
midwifery caseload review against Identified social factors/vulnerability factors. 

MEDIUM TERM 

 New integrated care pathways should be developed for women with risk factors that 
indicate they are vulnerable or at risk. 

 Scoping for a pilot of ‘Centering’ Gloucester City is undertaken linked to vulnerable 
women especially in areas of social deprivation. 

LONG TERM 

 Data on vulnerability and social risk factors should be routinely used in future to match 
resources to need. 
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Gloucestershire CCG and GHNHSFT 
Maternity Pathway Project 

 
Final Report 

 
 

1. Background to the project and project objectives 
 
The decision to undertake the maternity pathway project was taken by 
Gloucestershire Clinical Commissioning Group (GCCG) and Gloucestershire 
Hospitals NHS Foundation Trust (GHNHSFT) in late 2012.  A number of issues 
prompted the review. 
 
In 2011 Gloucestershire PCT identified a number of increases in maternity activity 
and costs. Some progress with reviewing these issues was made in 2012, however, 
the trends continued and there was a desire by the newly formed CCG to understand 
what was driving these changes. 
 
In addition there was a concern within the CCG, derived from the activity pattern 
described above, that the model of service delivery by GHNHSFT was acute focused 
and there was a lack of confidence that the current pathways and service models 
would enable the CCG to deliver it’s commissioning intentions of: 
 

• Reducing health inequalities 
• Increasing normal births 
• Increasing the proportion of midwife-led care and birth 
• Reducing the impact of complications in maternity care  
• Ensuring services are provided in community locations and 

environments as far as possible 
  
The two organisations were also keen to understand the implications of the 
introduction of the maternity pathway tariff.  
 
Nationally the expectation is that CCGs will undertake work locally to derive the 
following benefits from the introduction of the new maternity pathway tariff: 

 local outcome, quality and patient experience measures against which 
commissioners will judge providers                                                                                                                                                                                                                       

 identification of priority areas for service improvement                                                                                                                                                                                                                                                                                                                                                    

 strategies for improving pro-active care to prevent avoidable costly 
unscheduled care, which has been identified as a particular local issue.                                                                                                                                                             

 an understanding of underlying factors and characteristics to support 
development of strategies to improve the health of the local population and 
reduce the impact of complications in maternity care over time. 

 
A final aspect of the project was to support the newly formed Women's Health CPG 
to fulfill its terms of reference by providing a rich source of data and improved 
understanding of current service delivery.  
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2. Project Governance  
 
The project commenced in October 2013. A Project Board chaired by Dr Jeremy 
Welch CCG Lead GP for Children and Maternity has led the project. The Board has 
membership from Gloucestershire Hospitals NHS Foundation Trust (GHNHSFT), 
NHS Gloucestershire Clinical Commissioning Group (CCG), Gloucestershire Care 
Services NHS Trust (GCS), Gloucestershire County Council (GCC) and the Maternity 
Services Liaison Committee (MSLC). A list of members and the terms of reference 
are set out in Appendix 1.  
 
The Project Board reports to the Women’s Health Clinical Programme Group, which 
has responsibility for advising the CCG Governing Body on the planning and 
development of the full range of women’s health services in Gloucestershire. 
 
A small project team has undertaken the work. Membership was as follows: 

 Fiona Wood Project, Lead NHS Interim Management Service Associate (NHS 
IMAS) 

 Helen Ford Senior, Commissioning Manager Women and Children’s Services  
NHS Gloucestershire CCG 

 Michelle Poole Project Midwife/Lead Midwife/Nurse Quality, Governance and 
CNST, Women's and Children’s Division, Gloucestershire Hospitals NHS 
Foundation Trust 

 Helen Doherty Quality, Risk and Practice development Support Officer 
GHNHSFT 

 Chris Trout - Finance/Information Lead – Business Intelligence 

 Alex Holland - Head of Performance CCG 

 Lynne Kitson - Health Intelligence Analyst (Senior) CSU 
 

3. National Policy Context  
 
A number of key national policy documents over the last decade have set out the 
principles that should underpin effective maternity services, outlined challenges and 
drivers for change and set out a range of standards, targets and priorities to improve 
outcomes. The key documents are: 
i. Changing Childbirth (1993)11 

ii. The National Service Framework (NSF) for Children, Young People and Maternity 

Services (2004) 12 

iii. Maternity Matters (2007)13  

iv. The Child Health Promotion Programme – pregnancy and the first five years 

(2008)14  

v. The Marmot Review (2010)15 

vi. Maternity and early years: making a good start to family life (2010)16 

vii. Midwifery 2020: Delivering expectations17 

                                                        
11 Department of Health: Changing Childbirth: Report of the Expert Maternity Group 1993 
12

 National Service Framework for Children, Young People and Maternity Services: DH 2004 
13

 Department of Health. Maternity matters: choice, access and continuity of care in a safe service. 

London: 2007. 
14

 Department of Health: The Child Health Promotion Programme ; Pregnancy and the first five years of 
life: 2008 
15

 Strategic Review of Health Inequalities in England post-2010: Fair Society, Healthy Lives: The 

Marmot Review 2010 
16

 Department of Health 2010 
17

 Midwifery 2020: Delivering expectations Department of Health 2010 
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 The key issues arising from these documents can be summarised as follows: 

 Maternity services need to be proactive in identifying vulnerable and 
disadvantaged women; and provide flexible individualised services designed 
to fit around the woman and her baby’s journey through pregnancy and 
motherhood  

 women and their partners be supported to have opportunities to make well-
informed decisions about their care throughout pregnancy, birth and in the 
postnatal period. 

 Women should be supported and encouraged to have as normal a pregnancy 
and birth as possible, with medical interventions recommended to them only if 
they are of benefit to the woman or her baby. 

 The focus of midwifery and obstetric care is on achieving good clinical and 
psychological outcomes for women and babies 

 Maternity and early years services put equal emphasis on helping new 
parents prepare for parenthood. 

 Midwives’ make a unique contribution to public health as they work 
with women and their partners and families throughout pregnancy, 
birth and the postnatal period. For optimum effect, midwifery needs to be 
firmly rooted in the community and midwives should have a good knowledge 
of the health and social care needs of the local community and be well 
networked into the local health and social care system.  

 Maternity and early years’ services should be considered holistically, be fully 
integrated and put excellent clinical care at the centre of a wider network of 
family support. 

 
They set the following standards: 

 Women have easy access to supportive, high quality maternity services, 
designed around their individual needs and those of their babies.   

 All women and their partners are guaranteed 4 choices:  
o How to access maternity care 
o Choice of type of antenatal care  
o Choice of place of birth 
o Choice of postnatal care  

 

There was also recognition in national policy from around 2008 onwards, of the 
growing body of evidence18 that maternity services make a vital contribution to a 
child’s future health, wellbeing and establishing the foundations of good health in 
adulthood. Evidence was presented that the outcomes for both children and adults 
are strongly influenced by the factors that operate during pregnancy and the first 
years of life. Development begins before birth when the health of a baby is crucially 
affected by the health and wellbeing of their mother. Maternal health, including 
stress, diet, drug, alcohol and tobacco use during pregnancy, has significant 
influence on fetal and early brain development. 
 
The reports19 stipulate that early intervention and prevention are an imperative, 
particularly for children who are born into disadvantaged circumstances. This is 
enshrined in national policy and guidance.  

                                                        
18

 Department of Health: The Child Health Promotion Programme ; Pregnancy and the first five  years of 
life: 2008 
The Marmot Review (2010) 

19
 Department of Health: The Child Health Promotion Programme ; Pregnancy and the first five years of 

life: 2008 
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Maternity services were specifically highlighted within the 2012/13 Operating Plan for 
the NHS, with expectations that services will deliver improved continuity of care, 
choice, access and productivity:  

 “Continuity in all aspects of maternity care is vital, from antenatal care 
through to support at home. Mothers and their families should feel supported 
and experience well-coordinated and integrated care.” (para 2.39)  

 “Choice is critical to giving patients more power in our systems. PCT clusters 
should drive forward improvements in patient choice so there is a 
presumption of choice for most services from 2013/14. During 2012/13 this 
means continuing the implementation of choice about maternity care.” (para 
3.22)  

 
The Outcomes Framework for the NHS 2012/13 set out the high-level nationally 
required outcome measures that commissioners should use to judge the quality and 
effectiveness of their services. In addition a new Public Health Outcomes Framework 
set out the outcomes the government wants to achieve and the indicators by which 
CCGs should monitor how well services are performing and improving.  
 
For maternity services these are: 

 Infant mortality 

 Low birth weight 

 Breast feeding rates 

 Smoking at delivery 

 Under 18’s conceptions  
  

The first Mandate between the Government and the NHS Commissioning Board, 
setting out the ambitions for the health service for the period to March 2015, was 
published in November 2012. The Mandate set out that the Board will be expected to 
demonstrate progress in improving the standards of care and experience for women 
and families during pregnancy and in the early years for their children. As part of this, 
the Government want the Board to work with partner organisations to ensure that the 
NHS: 

 Offers women the greatest possible choice of providers; 

 Ensures that every woman has a named midwife who is responsible for 
ensuring she has personalised, one-to-one care throughout pregnancy, 
childbirth and during the postnatal period, including additional support for 
those who have a mental health problem; 

 Reduces the incidence and impact of postnatal depression through earlier 
diagnosis, and better intervention and support. 

 
The NHS Mandate (Nov 2013) continued to express the requirement to improve 
women’s experience of maternity services and improve safety in maternity services. 
 
 
 
 

4. Gloucestershire Context 
 
Gloucestershire’s Health and Wellbeing Strategy identifies that whilst overall health 
outcomes are better than the English national average the health and wellbeing of 

                                                                                                                                                               
The Marmot Review (2010) 
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some of our communities is not improving at the same rate as others. The Strategy 
states “these inequalities need to be addressed to ensure that everyone’s quality of 
life is improved.’ 
 
The Strategy recognises that key stages in people’s lives have particular relevance 
for their health and therefore it consider the needs of people from pre-birth to death 
with the aim of breaking the link between early disadvantage and poor health 
outcomes. It acknowledges that health in later life is influenced by factors that begin 
in the womb.   
 
The Early Years Strategic Commissioning Framework for Gloucestershire identifies 
that the first few years of a child's life are fundamentally important. It highlights the 
evidence20 that the period from prenatal development to age 3 in particular is 
associated with rapid cognitive, language, social, emotional and motor development. 
It cites new and increasing evidence that psychosocial stress during pregnancy is 
linked to ADHD and schizophrenia in children and that mental illness in pregnancy is 
linked not only to maternal suicide, as a major cause of maternal death, but to mental 
illness in young adolescents. The causal links are also made between obesity in 
pregnancy and obesity in young children. In addition low birth weight, smoking during 
pregnancy and feeding formula milk are linked to high rates of emergency 
admissions in babies and young children. 
 

What happens during these early years (starting in the womb) has lifelong effects on 
many aspects of health and well-being. (Marmot M, 2010) 
 
Overall children of mothers with mental ill health are five times more likely to have 
mental health problems themselves, resulting in both emotional and behavioural 
difficulties. (Meltzer H et al, 2003) 
 

 
Early intervention before birth is therefore as critical as giving on-going support 
during pregnancy and the child’s early years. Pregnancy is also shown to be a critical 
‘window of opportunity’ when parents are especially receptive to advice and support 
which can change long-term health behaviours.  
 
NHS Gloucestershire CCG has identified 5 key health priorities21 3 of which are 
relevant to maternity and early year’s services: 

 Tacking health inequalities 

 Improving mental health 

 Reducing obesity 
 
In addition there are clear links between maternity outcomes and the CCGs drive to 
reduce emergency admissions and the numbers of people with chronic health 
conditions.  
 
Nationally it has been calculated that if all infants were exclusively breastfed the 
number hospitalized each month with diarrhoea would be halved and the number 
hospitalised with a respiratory infection would be cut by a quarter.22  
 

                                                        
20

 Marmot M, 2010, Utting D, 2009, Meltzer H et al, 2003  
21

 Working for better health – our plans for 2013/14 – NHS Gloucestershire Clinical Commissioning 
Group 
22

 Quigley et al 2007 
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Improving outcomes also presents opportunities to release resources and use them 
more effectively. For example national research indicates the following: 

 Low birth weight, defined as less than 2,500g, is a major cause of perinatal 
mortality and morbidity. Children who are born prematurely have higher rates 
of cerebral palsy, sensory deficits, learning disabilities and respiratory 
illnesses compared with children born at term. The morbidity associated with 
preterm birth and low birth weight often extends to later life, resulting in 
physical, psychological and economic costs23. Low birth weight babies have 
an increased lifetime risk for cardiovascular disease, diabetes and learning 
difficulties.24 At 2005 financial base25, the cumulative cost of hospital inpatient 
admissions incurred during the first 10 years of life, including the initial birth 
admission, averaged £17,819.94 for children born at <28 weeks gestation, 
£17,751.00 for children born at 28–31 weeks gestation, £5,376.39 for children 
born at 32–36 weeks gestation, and £1,658.63 for children born at 37 weeks 
gestation or greater. In Gloucestershire in 2012/13 there were 383 babies 
born at less than 37 weeks gestation. Figures have not yet been collated to 
break this down further but using the projected costs for babies born at 32-36 
weeks it suggests a potential saving of £2,059,000 to £2,831,902 by 
reducing the number of babies born prematurely. This understates the 
potential financial opportunity however. 

 The UNICEF report ‘Preventing disease and saving resources: the potential 
contribution of increasing breastfeeding rates in the UK’ shows that 
investment to increase and sustain breastfeeding rates will provide a rapid 
financial return on investment. It showed that, if 45% of women exclusively 
breastfed for four months, and if 75% of babies in neonatal units were 
breastfed at discharge, every year there could be, for the NHS in England an 
estimated: 

• 3,285 fewer gastrointestinal infection-related hospital admissions and 
10,637 fewer GP consultations, with over £3.6 million saved in 
treatment costs annually  

• 5,916 fewer lower respiratory tract infection-related hospital 
admissions and 22,248 fewer GP consultations, with around £6.7 
million saved in treatment costs annually 

• 21,045 fewer acute otitis media (AOM) related GP consultations, with 
over £750,000 saved in treatment costs annually 

• 361 fewer cases of NEC, with over £6 million saved in treatment 
costs annually. 

In total, over £17 million could be gained annually in England by 
avoiding the costs of treating four acute diseases in infants by 
increasing breast feeding rates to 45%.  

 There is a higher caesarean section rate and lower breastfeeding rates in 
obese women compared with those with a normal BMI26. The increased levels 
of complications in pregnancy and labour represent a fivefold increase in 
the cost of antenatal care. 
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Improving outcomes for babies, is fundamental to achieving the CCG and 
Health and Wellbeing Board objectives of reducing health inequalities and 
improving the health and wellbeing of the population.  
 
There are direct links between neonatal outcomes and utilisation of emergency 
care, mental health status, obesity, lifetime risk for cardiovascular disease and 
diabetes, learning difficulties and educational attainment.  
 
Focusing on maternal health and improving outcomes for babies presents the 
single largest opportunity to improve the future health status of the population 
of Gloucestershire. Improving outcomes also offers the potential to release 
substantial resources and use them more effectively. 

 
5. Commissioning of Maternity Services in Gloucestershire 

 
Maternity care is only one part of a pathway that spans contraception services to 
early years and mainstream and specialist services. CCGs are responsible for 
commissioning the majority of this pathway. However local authorities through Health 
and Wellbeing Boards commission important public health initiatives that have a 
direct impact on maternal and neonatal outcomes, such as teenage pregnancy, 
breastfeeding, weight management and smoking cessation. Local authorities also 
commission children’s center services and the healthy child programme. NHS 
England has responsibility for commissioning primary care, neonatal care, screening 
and immunisations and health visiting (although responsibility for commissioning 
health visiting is due to transfer to local authorities from 2015).  
 
Gloucestershire is further advanced than the majority of areas in England with the 
extent of development of joint commissioning for early years services. A senior 
manager with responsibility for joint commissioning of women and children’s services 
is in place and integrated early years commissioning strategies and service 
specifications have been developed. The process is supported by information 
sharing agreements, which are quite unique in their coverage in comparison to the 
rest of England. 
 
The Early Years Joint Commissioning Strategy is currently being refreshed and one 
aim of the process is to enhance the extent to which maternity services are fully 
recognized within that strategy and future service delivery is integrated.  
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6. Project methodology  
 
 
 
Given the clear evidence that early intervention before birth is as critical as on-going 
support during pregnancy and the child’s early years, the project scope covers the 
period from pre-conception to transition to early years.  
 
The project has been structured around a series of domains and a set of key 
questions which are designed to deliver the required project outputs.  
 
The domains are: 

- Addressing variations in outcomes 
- Compliance with best practice 
- Increasing midwifery-led care and birth 
- Access and service utilisation 
- Workforce 
- Partnership 
- Women’s experience 

 
The questions are set out in Appendix 2. They were developed from: 

 local issues reflected in the PID and terms of reference  

 Midwifery 2020: Delivering expectations Department of Health 2010 

 guidance from the NHS Commissioning Board – Commissioning 
Maternity Services - A resource pack to support CCGs – July 2012 

 guidance from the RCOG/RCM/NCT – Making sense of 
commissioning maternity services in England – issues for CCGs to 
consider – 2012 

 DH (2012) document ‘Compassion in Practice: the vision and strategy 
for nursing and midwifery.  

 
The key questions were used to create a specification for data and information 
gathering and a framework for the discussions at a series of 9 workshops27 held with 
service providers and service users.  
 
In order to provide a baseline against which to compare and assess current services, 
a set of service principles were developed based on the Early Years Strategic 
Commissioning Framework for Gloucestershire, maternity services specification and 
national policy and best practice in maternity services. 
 
The service principles were tested with over 60 staff and service users at the first 
workshop on the 15th of November 2013. They received a high level of support. The 
final version taking account of feedback from the workshop is set out below.  
 
During the workshop participants identified current gaps in meeting the service 
principles in Gloucestershire. The findings from these discussions were explored in 
depth through data analysis and in further workshops. 
 
In addition the following work was undertaken: 

 A comprehensive review of needs and outcomes  

 Comparison of Gloucestershire activity per weighted population to the15 most 
similar PCTs for the period April 2012 to Feb 2013. 

                                                        
27

 Details of  the outputs from the workshops can be found in Appendix 3 
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 Consideration of the specific findings for Gloucestershire from the RCOG 
national review of maternity services in England in 2012 which produced 
comparative information on outcomes in maternity care  

 Consideration of the findings for Gloucestershire of the National Audit Office 
review of maternity care in England in 2013  

 An external clinical review of GHNHSFT care pathways and a clinical audit of 
caesarian sections 

 A review of the outcome of the Midwifery Group Practice (MGP) pilot in -
Cheltenham 

 Observation of triage service delivery by the Senior Commissioning Manager 
for Maternity and Children’s Services and a survey of users of the maternity 
triage service 

 Assessment of compliance with NICE guidance 

 Assessment of compliance with best practice in relation to increasing breast 
feeding and reducing smoking and obesity in pregnancy 

 
 
The findings in relation to each of the domains above are set out in the sections of 
this report that follow. 
 

Principle Rationale 

Our service will support all women to 
achieve optimum physical and 
psychological health and wellbeing 
before conception, during pregnancy 
and in the post-natal period. 
Services will be designed to 
maximise the contribution they make 
to reducing key health inequalities 
and improving outcomes. 

 

The evidence makes early intervention and 
prevention an imperative. This is particularly 
true for children who are born into 
disadvantaged circumstances. 

Healthy mothers have better outcomes and so 
do their babies. 
 
Pregnancy and early life can help lay the 
foundations for individual health, well-being, 
cognitive development and emotional security 
not just in later childhood but also in adult life. 
Ensuring children have the best start in life is 
the single most important area that impacts on 
their future health outcomes. 

Services will be specifically designed 
to address the needs of women who 
are vulnerable or at risk due to 
underlying health conditions or social 
factors and to be accessible to them. 

There is a proven link between deprivation and 
social disadvantage and poor outcomes for 
mothers, babies and children. The effects span 
the generations if they are not addressed. 

Services will be flexible and focused 
on the woman and her family. Staff 
will ensure women feel listened to, 
informed and supported to identify 
and address their needs across 
health and social care. 

Choice, information and feeling in control of 
decisions supports women to have a normal 
pregnancy and birth with reduced rates of 
intervention and improves patient and family 
experience. 

The philosophy of staff and way 
services are delivered will 
emphasise pregnancy and birth as 
essentially normal physiological 
processes. Home delivery and 
midwife-led delivery will be actively 
promoted as choices for women.  

Home delivery and midwife-led care is safe for 
women experiencing a normal pregnancy, 
especially those having second or subsequent 
children and is associated with improved 
outcomes and lower costs based on national 
research. 
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Services will be readily and easily 
accessible to all and specifically 
address the needs of vulnerable or 
at risk women. Women will be able 
to have access to a midwife at all 
times for advice and will have a 
named midwife. 

 

 

A proportionate universal approach adjusts the 
input from local services according to the 
specific needs of the family.  
 
Early contact with maternity services improves 
outcomes. 
 
Improving accessibility of maternity services 
encourages early booking and  
ensures women stay in regular contact with 
midwifery services throughout  
pregnancy and the postpartum period  
 
Women have better outcomes if they have 
regular contact with the maternity service in 
accordance with the antenatal pathways. 
Easy access to midwifery advice reduces 
unscheduled antenatal care. 

Women and their families will 
experience services as seamless 
and integrated. They will be provided 
in partnership to promote continuity 
of care, information sharing, 
effectiveness and efficiency. 

Providing a seamless service to women who 
require additional care including  
medical/obstetric/psychological support during 
their pregnancy promotes better outcomes. 
 
Promoting continuity of care especially for 
disadvantaged women or those with  
special needs improves outcomes 
 
Sharing information leads to better patient 
experience and management of risk. It also 
enables services to be provided more 
efficiently and effectively. 

Services will be designed to provide 
family based care which promotes 
confident parenting and secure 
attachments through integration and 
continuity of care for parents from 
maternity through to early years  

Nationally feedback from families suggests that 
they would like more clarity about the journey 
ahead from early in pregnancy, more practical 
help to make decisions, stronger continuity of 
care after birth, and support that meets 
emotional needs and is welcoming to all. 
Feedback from fathers indicates they can feel 
marginalised and appreciate services that are 
designed with their needs in mind.  

In terms of outcomes for children throughout 
their life it is important to put equal emphasis 
on helping new parents prepare for parenthood 
and develop secure attachments as on 
maternity care. 

To be effective services need to help families 
to develop the support network that best suits 
their needs and to provide this support from 
conception. 

Services will be designed and 
developed based on involvement 
and feedback from women and their 

Patient and public involvement is a duty of the 
NHS and results in services which are better 
designed to meet local needs. 
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families and staff. 

Commissioners and providers will 
ensure safe clinical care is provided 
based on best available evidence 
and is robustly audited.  

Commissioners and providers have a duty to 
ensure the safety and quality of services. 

 
 

7. Profile of Gloucestershire’s services for pregnant women 
 
There are around 6500 births to women who live in Gloucestershire each year. Of 
these, approximately 6200 births take place in Gloucestershire with the remaining 
300 births taking place in Swindon, Bristol, Oxford or Abergavenny. There is a similar 
inflow of around 300 women from Hereford, Worcester and other border counties 
who give birth in Gloucestershire.  
 
Access to maternity services usually begins with a positive pregnancy test at home 
and a GP practice visit within two or three weeks. At this GP practice visit most 
women do not see the GP but are referred to the midwife. Self-referral to maternity 
services is also possible but not common.  
 
GHNHSFT provides the midwifery and obstetric services in Gloucestershire. The 
obstetric unit is at Gloucestershire Royal Hospital with an along-side midwife-led unit 
(AMLU). There are free-standing midwifery-led units (MLUs) at Cheltenham General 
Hospital and Stroud Maternity Hospital. Obstetric outpatient services are provided in 
Gloucestershire Royal Hospital; Cheltenham General Hospital; Dilke Hospital; 
Lydney Hospital; Cirencester Hospital; Stroud Maternity Unit; Winchcombe and 
Tewkesbury.  
 
Community midwives are based in each locality with a central office in Cirencester, 
Cheltenham, Gloucester, Stroud and Tewkesbury. The community midwives in the 
Forest and Tewkesbury tend to be based within Health Centres. Most community 
antenatal clinics are held in GP practices with a small number being held in 
Children’s Centres. A small number of women are seen at home or at local hospital if 
they are unable to attend a more structured clinic. Antenatal education, based on the 
national standard ‘Preparation for Birth and Beyond’ forms part of the community 
offer to all women and there are plans to jointly deliver some aspects of this 
programme with the Health Visiting Service. 
 
There are specialist midwives for teenagers, substance misuse, bereaved parents, 
safeguarding and infant feeding. Currently one-to-one caseload midwifery group 
practice (MGP) is provided in areas of deprivation in Cheltenham as a pilot. This 
service aims to improve access to midwifery care and achieve better health and 
parenting outcomes for vulnerable women and their families. 
 
Maternity services share interdependencies with primary care, mental health 
services, specialist services and a range of early years, health promotion and peer 
support services provided in community settings. 
 
GPs do not in general provide antenatal care but they do continue to hold the 
responsibility of general primary care provision for women who are pregnant. GPs 
are contracted to provide women with a routine postnatal examination at 6-8 weeks 
post birth and a 6-8 week examination of the baby by the GP. 
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GCS provides sexual health, health visiting services, the Stop Smoking, Healthy 
Lifestyles Team and health trainers.  
 
2gether NHS Trust provides perinatal mental health services and the Let’s Talk 
psychological counselling service for women who have had a traumatic birth or are 
requesting a caesarean section for non-clinical reasons.   
 
 
The Turn Around for Children Service (TACS) team is a multiagency team that 
includes social workers, health visitors, speech and language therapists, substance 
misuse and mental health workers. This team leads the work with families where 
babies (including pre-birth) and young children under 5 are identified as being at risk 
of chronic neglect as a result of one or more of the ‘toxic trio’ of domestic abuse, 
mental health and substance misuse, being experienced by their parents. The 
service incorporates the Family Drug and Alcohol Court (FDAC) and the Journey into 
Parenting Programme (JIPP – the Gloucestershire alternative to the Family Nurse 
Partnership approach). 
 
Breast feeding support networks are commissioned from the Breastfeeding Network. 
A countywide Breastfeeding Strategic group chaired by Public Health is in place with 
a local strategy. 
 
Children’s Centres provide a range of services to support women and families during 
pregnancy and the early years. They also encourage the development of peer 
support networks. There are 39 Children’s Centres across the county provided by 
Barnados, 4Children, Gardners Lane and Oakwood Federation, Hill Valley and Vale. 
 
Gloucestershire County Council Public Health Team has commissioned weight 
management services from Slimming World which are accessible to women during 
pregnancy and the Health Exercise and Nutrition for the Really Young (HENRY) 
programme.  

 
A peer support scheme to improve breastfeeding initiation and duration in areas with 
low breastfeeding rates has been commissioned by Public Health for the last three 
years in Gloucester City. This service has recently been expanded to cover other 
areas in the county with lower than average breastfeeding rates.  
 
Smoking cessation services are also commissioned by Public Health and are 
provided by Gloucestershire Care Services. The expected pathway is that all women 
that smoke at booking will be referred to smoking cessation services. 
 
Outher services commissioned by the NHS and local authority a number of charities 
such as the NCT and Gloucestershire Breast Feeding Supporters Network provide 
valuable maternity support services. 
 
Having a baby is the single largest reason for admission to hospital in England28. The 
number of births to women who are registered patients in Gloucestershire, by 
maternity provider, over the last three years is set out in table 1 below:  
 
 
 

                                                        
28 Commissioning Maternity Services – A resource pack to support clinical commissioning groups – 

NHS Commissioning Board - July 2012 
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Table 1: Total births over last three years broken down by provider 
 Provider 2010/11 2011/12 2012/13 

Gloucestershire Hospitals NHSFT * 6127 5995 5926 

Great Western Hospital NHSFT 137 212 234 

North Bristol NHS Trust 49 66 56 

Oxford University NHS Trust 46 59 56 

University Hospitals Bristol NHS Trust 16 20 24 

Worcester Acute NHS Trust 9 7 6 

Others 42 27 27 

Home Births 247 228 206 

Total 6673 6614 6535 
Notes:  
1. data is countywide i.e. all activity related to Gloucestershire registered patients wherever 
treatment/delivery takes place 
2. *  Includes births carried out at Stroud 

 
Nationally29, the birth rate had increased slightly by 2319 births (0.34%) in 2011/12 
compared to 2010/11, but this was a modest rise compared to the increase of 2.5% 
births between 2009/10 and 2010/11. This national trend was not mirrored locally 
where there was a fall of 126 births in the years 2011/12 to 2012/13, which 
represented a fall of 1.9%. 
 

ONS data and 10 year trend analysis for Gloucestershire predicts a sharp rise of 
approximately 700 births during 2013 with a gradual reduction to 
approximately 300 above the 2011 baseline level. Again this rise in births has 
not yet been seen within the Gloucestershire CCG responsible population.  
  
The National Audit Office (NAO) undertook a review of maternity care in England in 
201330. The NAO reported that in the calendar year to 31 December 2012, 71% of 
births in GHNHSFT took place in the obstetric unit, 15% in the AMLU, 10% in MLUs 
and 3% at home. This compares with the national average of 87% obstetric unit, 9% 
AMLU, 2% FMLU and 2% at home. 
 

Findings:  

 The majority of women who live in Gloucestershire choose to give birth in the 
county. In 2012/13 only 10% of women who lived in Gloucestershire travelled 
to another area to give birth. In most cases this was due to geographic 
convenience and in some cases due to referral to a specialist obstetric unit. 

 The maternity pathway is commissioned by a number of organisations, NHS 
Gloucestershire CCG, NHS England and Gloucestershire County Council  

 Delivery of the maternity pathway in Gloucestershire involves primary care, all 
three NHS Trusts and a range of charitable and not for profit organisations 

 Gloucestershire achieves a very high rate of midwifery-led births in AMLUs 
and MLUs and a higher rate of home births than the average for England 

 Gloucestershire is relatively unusual in being able to offer choice to women of 
two MLUs and an AMLU  

 

                                                        
29 Maternity Summary Report :HSCIC website 

(http://www.hscic.gov.uk/searchcatalogue?q=%22nhs+maternity+statistics%22&area=&size=10&sort=R
elevance&topics=0%2FHospital+care).  
 
30

 Maternity Services in England – National Audit Office - November 2013 
https://www.nao.org.uk/report/maternity-services-england/ 
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8. Needs Assessment and Outcomes review  
 
The identification of service users’ needs is a vital step in commissioning services 
effectively and efficiently and addressing health inequalities. The Early Years 
Strategic Commissioning Framework for Gloucestershire sets out the objective that:  
 

We should commission and provide services which achieve equity of outcomes for 
all children and families across the county ie. provide relevant levels of support and 
interventions according to need in local areas and with respect to equality and 
diversity. 

 
 
 
As part of the project a comprehensive review of needs and outcomes has been 
undertaken. For the first time this has embraced data from Children’s Centres, as 
well as midwifery, health visiting and mental health services. Data has been analysed 
to the level of the catchment area of each Children’s Centre, wherever possible.  
 
This has provided a uniquely detailed assessment, which has been greatly welcomed 
by Commissioners. It has the potential to support much more localised and 
sensitive needs based commissioning and provision of services than has been 
possible in the past. 

  
 
Key findings are set out below. The full report is included in Appendix 4. 
 

8.1 Needs Analysis  
 

The Health and Wellbeing Strategy31 states  
 
“The burden of ill health falls disproportionately on individuals, families and 
communities in Gloucestershire that have lower incomes and lower educational 
levels. The people that are most likely to have the very worst health and wellbeing 
outcomes in our county include those living in the most deprived geographical areas 
and people who may be vulnerable to experiencing inequalities because of: race, 
disability, age, religion or belief, gender, sexual orientation and gender identity. 
……the health of the less well-off is improving more slowly than the rest of the 
population.” 
 
Poor maternal and neonatal outcomes are related to a number of socio-demographic 
factors. National evidence indicates the association between poor birth outcomes 
(including low birth weight, preterm births and infant mortality) and complex social 
factors32 including low income, homelessness, poor mental health status, domestic 
abuse, travellers, migrant and non-English speaking communities, smoking, alcohol 
and drug misuse, teenage pregnancy, and maternal obesity. Many of these factors 
are associated with poverty and deprivation33. Stillbirth is linked to maternal obesity, 
smoking, advanced maternal age, diabetes and hypertension.34  
 

                                                        
31

 Fit for the Future Gloucestershire Health and Wellbeing Strategy 2012 – 2032  
32

 NICE Clinical Guideline 110, Pregnancy and Complex Social Factors (2010) 
33

 Griggs J and Walker R, The costs of child poverty for individuals and society – A literature review, 
2008 http://www.jrf.org.uk/system/files/2301-child-poverty-costs.pdf 
34

 Flenady V  et al, (2011) Major risk factors for stillbirth in high income countries: a systematic review 
and meta-analysis. The Lancet Volume 377, Issue 9774, Pages 1331 - 1340, 16 April 2011 

http://www.thelancet.com/journals/lancet/issue/vol377no9774/PIIS0140-6736(11)X6016-6
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Findings: 

 Many of the social factors linked to poor birth outcomes are present in 
Gloucestershire, although the incidence varies significantly across the county. 
Being able to identify and focus on the specific populations and communities who 
are at risk is key to improving outcomes for women and babies.  

 Analysing data from Children’s Centres, as well as midwifery, health visiting and 
mental health services to the level of the catchment area of each Children’s Centre 
provides additional insight into areas of high need. 

 The review found however that the pattern of need is not used to inform the pattern 
of resource deployment in maternity or health visiting services.  

 Discussions with stakeholders highlighted barriers to accessing services and the 
need for services to be designed to be acceptable and accessible to specific 
communities where outcomes are poor if they are to be effective. This requires 
detailed insight into community dynamics and social norms such as travel patterns 
and perceived community boundaries, at a very local level.  

 

 
The Index of Multiple Deprivation (IMD) 2010 identifies Gloucestershire’s most 
deprived quintile neighbourhoods are mainly located in central Gloucester City and 
central Cheltenham. These neighbourhoods are comparable with the 20% poorest 
neighbourhoods nationally. Our least deprived quintile contains those 
neighbourhoods that are comparable with the most affluent 20% of neighbourhoods 
nationally, and includes areas within all six districts in the county. According to the 
IMD 2010, 7.4% of Gloucestershire residents (about 45,000 people) live in 
neighbourhoods considered to be among the fifth most deprived in England. In 
contrast, 32.8% of Gloucestershire residents live in the fifth most affluent areas in 
England.  

 
The map below shows the indices of multiple deprivation (IMD) for Gloucestershire. 
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The map below shows the Gloucester locality IMD. 
 

 
 
The map below shows the Cheltenham IMD. 
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8.2 Outcomes analysis  
The key findings are as follows: 
 
8.2.1 Overall position 
Overall maternity services in Gloucestershire perform well in comparison to other 
English counties in achievement of a number of important outcomes, such as low 
birth weight, breast-feeding at 6-8 weeks and infant mortality. Consideration should 
however be given to whether given the relatively positive socio demographic 
profile of the county performance should be  even better. 
 
The county position masks some significant variations in outcomes at a more 
local level, which are set out below. 

 
8.2.2 Low birth weight 
Low birth weight is linked to stillbirth and survival in early infancy and health in 
childhood and adult life. Low birth weight babies have an increased lifetime risk for 
cardiovascular disease, diabetes and learning difficulties35. The numbers of low birth 
weight babies and sudden unexpected deaths are both higher in low-income families. 
Babies who are of low birth weight are more likely to require medical intervention in 
pregnancy, labour and the postnatal period. They often require transitional or special 
care.  
 
The percentage of births that are classified as low birth weight for the 
Gloucestershire population has fallen from 6.8% in 2006 to 5.3% in 2011. In 2011 
Gloucestershire had the 4th lowest percentage of babies born with low birth weight in 
England. However there are stark variations in outcomes for low birth weight in 
Gloucestershire. In 2011, Stroud locality was ranked 1st out of 326 districts for 
the rate of low birth weight babies per 1000 births in England and Gloucester 
locality was ranked 127th.  
 
It is known that Asian women have smaller babies than their white counterparts, but 
the difference in Gloucestershire is not as great as that nationally (22.2% < 3000g v 
35% <3000g). The local data does however suggests that women from a black 
ethnic group in Gloucestershire are more likely to have a low birth weight baby 
than they are nationally (39.1% v 25.1%). Although the numbers per year for each 
group are approximately 220 and small numbers can affect percentages, this finding 
was seen in each of the 2 years 2011/12 and 2012/13. 
 
Additionally, low birth weight was analysed at Children Centre level and showed 
Bartongate, Finlay, Forest View and the Lighthouse as outliers over the 2-year 
period.  
 
 
 
 
 
 
 
 
 
 

                                                        
35

 Commissioning Maternity Services – A resource pack to support clinical commissioning groups – 
NHS Commissioning Board - July 2012 
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Table 2:  2011 Low birth rates by Gloucestershire District 

District Rate Rank (out of 326) 

Cheltenham CD 5.0 12 

Cotswold CD 4.9 8 

Forest of Dean CD 5.2 17 

Gloucester CD 6.7 127 

Stroud CD 4.1 1 

Tewkesbury CD 4.9 8 

 
8.2.3 Infant mortality 
The numbers of sudden unexpected deaths are known to be higher in low-income 
families. The rate of infants who die under 1 year old /1000 births is lower in 
Gloucestershire that in England or the South West region.  Between 2007/09 and 
2009/11 infant mortality rates in Gloucestershire fell from 3.9 to 3.3. Over the period 
2009/11 the rate in Gloucestershire at 3.3 was lower than the England average of 4.4 
and the regional average of 3.6.However the number of infant deaths in 
Tewkesbury is higher than the Gloucestershire average but in line with the 
England average. This was an unexpected finding based on parameters and 
warrants a review of trends over the next few years. 

 
8.2.4 Smoking in pregnancy 
Smoking during pregnancy causes up to 2,200 premature births, 5,000 miscarriages 
and 300 perinatal deaths every year in the UK36.  It is also associated with low birth 
weight, which in turn, is associated with coronary heart disease and obesity in 
adulthood37.   
 
Children exposed to tobacco smoke in the womb are more likely to experience 
wheezy illness in childhood. In addition, infants of parents who smoke are more likely 
to suffer from serious respiratory conditions, symptoms of asthma and problems with 
the ear, nose and throat.38  
 
The percentage of mothers who were smoking at delivery in Gloucestershire has 
reduced over the last 7 years from 15.1% in 2006/07 to 13.5% in 2012/13.  However 
rates of smoking over the last 4 years have been generally higher than the 
England and SW average. The highest rates of smoking at booking are in Forest, 
Tewkesbury and Gloucester. 

 
8.2.5 Obesity 
Obesity during pregnancy is linked to increased risks of maternal diabetes, 
hypertension in pregnancy, stillbirth, low birth weight, admission to the neonatal unit 
and giving birth to a large baby which can lead to difficult deliveries. Increased BMI 
(body mass index) has been linked with increased risk of augmentation, intrapartum 
caesarean section and postpartum haemorrhage. However, Birthplace England39 

                                                        
36

 Lowry C and Scammell K (Eds) 2013 Smoking in Pregnancy. A call to action. ASH 
37

 Lumley J Chamberlain C et al (2009) Interventions for promoting smoking cessation during pregnancy 
(Review) 
38

 NICE (2010) Quitting smoking in pregnancy and following childbirth. NICE Public health guidance 26 

39
 J Hollowell, D Pillas, R Rowe, L Linsell, M KniGHNHSFT, P Brocklehurst. The impact of maternal 

obesity on intrapartum outcomes in otherwise low risk women: secondary analysis of the Birthplace 
national prospective cohort study. BJOG 2013; http://dx.doi.org/10.1111/1471-0528.12437  

http://dx.doi.org/10.1111/1471-0528.12437
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have recently identified that multiparous obese women with no other risk factors have 
similar risks as low risk primigravid mothers of normal weight.  
 
Data from April to October 2013 identified that 7% of births in GHNHSFT were to 
women with a BMI over 35 and 20% of births to women with a BMI of over 30. 
Rates of obesity in pregnancy are highest in Forest. Gloucester, South 
Cotswolds. 

 
8.2.6 Breast Feeding 
Children who are not breast-fed are many times more likely to acquire infections in 
their first year and be admitted to hospital as an emergency for respiratory conditions 
and gastroenteritis. They are more likely to have ear infections, ‘glue’ ear, and 
asthma.  
 
The Gloucestershire position for breastfeeding initiation has only shown a small 
improvement between 2006/07 and 2012/13 and we are behind the south west 
average In 2012/13 Gloucestershire was ranked 34 out of 151 PCTs for the rate of 
breastfeeding at 6-8 weeks. Rates of breast feeding in 12/13 at 6-8 weeks range 
from the highest rate of 47.4% in Stroud to 28.7% in Gloucester South. 
Gloucestershire’s performance has been consistently higher than the England and 
SW average for a number of years. However given the social demographics of the 
county a higher level of performance should be achievable. London SHA for Q4 
2012/13 had a 6-8 week breastfeeding rate of 67.9% with many of its PCT areas 
reporting over 70% and City and Hackney PCT had a rate of 81%. Outside of London 
the highest percentage of mothers breastfeeding at 6-8 weeks was Brighton and 
Hove PCT who had a rate of 78.9%  

 
8.2.7 Maternal mental health 
Maternal mental ill health is known to be a cause of maternal death during pregnancy 
and in the year following birth. Approximately 10% of women will suffer from 
postnatal depression. Data is challenging to collect across different organisational 
providers and this remains a local issue. Referral rates at booking for a specialist 
mental health assessment range from almost 7% in the Forest to less than 1% in 
Tewkesbury. This may suggest under referral in the Tewkesbury locality but may 
also be a data quality issue.  

 
8.2.8 Teenage pregnancy 
The teenage conception rate for the county has reduced year on year for the past 9 
years and in 2010 it was below both the SW and England average. However this 
overall good performance masks the ‘hot spot’ areas in the county. For example, the 
rate for Gloucester locality (38.5) is above both the SW (27.3) and England 
average (30.7). 

 
8.2.9 Folic Acid 
Folic acid has been identified as reducing the incidence of neural tube defects. All 
women are recommended to supplement their diet with folic acid before pregnancy 
yet the proportion of women who reported at booking that they had been taking folic 
acid before they became pregnant ranged from 51% in Stroud to 25% in Tewkesbury 
and the Forest.  
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Findings: 

 Current services are making limited progress with improving outcomes. 

 Overall maternity services in Gloucestershire perform well in comparison to 
other English counties in achievement of a number of important outcomes, 
such as low birth weight, breast-feeding at 6-8 weeks and infant mortality. 
Consideration should however be given to whether given the relatively 
positive socio demographic profile of the county performance should be  even 
better. 

 The county position masks some significant variations in outcomes at a more 
local level. Significant inequalities in outcomes persist within Gloucestershire 
for:  

o Low birth weight – Gloucester locality 
o Infant mortality - Tewkesbury 
o Smoking in pregnancy – Tewkesbury, 

Gloucester, Forest 
o Breast feeding – Gloucester, Forest, 

Tewkesbury 
o Obesity – Forest. Gloucester, South Cotswolds 
o Teenage pregnancy - Gloucester 

 Rates of obesity amongst pregnant women are increasing. In April to October 
2013 20% of women giving birth were obese. 

 Perinatal mental health referral rates are notably higher in Forest, South 
Cotswold and Gloucester localities 

 Folic acid uptake prior to pregnancy is poor in the County 

 
 

9. Increasing Midwifery-led care and promoting normal births 
 

One of the issues which the project was specifically tasked with assessing was 
whether progress was being made with achieving an increase in the proportion of 
midwife-led care and normal birth in line with CCG commissioning objectives, and if 
not what action was required.  
 
An action plan for promoting normal births has been in place at GHNHSFT for a 
number of years which has incorporated a pathway for ‘low risk’ women to give birth 
in a MLU or home setting, counselling for women requesting a caesarean section for 
non-clinical reasons, the roll out of aromatherapy and the addition of a pool on the 
delivery suite amongst other initiatives. This plan is currently being updated to 
include the introduction of further remote ‘telemetry’ monitoring units for women on 
the delivery suite to encourage the mobilisation of women in labour. 
 
There are many factors that influence the proportion of care that is midwife-led and 
rates of normal births. The issues are complex and interdependent. They span 
clinical risk factors to social inequalities, cultural issues and peer influence. In 
addition while midwifery-led care is the pathway offered to women with low risk 
pregnancies, it must be recognised that women have a choice and may choose to 
give birth in the obstetric unit or demand an elective caesarean for non-clinical 
reasons. 
 
In order to review these issues the following work was undertaken: 

 Data analysis of place and mode of delivery  

 Benchmarking against relevant indicators 

 Clinical audit of caesarean sections 

 Review of the midwifery group practice pilot 
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 Research on the impact of continuity of carer 

 Discussions with a wide range of stakeholders involved in provision of 
maternity and early years services 

 
Key issues are set out below. 
 
9.1 Place and mode of delivery 
 
The data analysis indicates: 
 
9.1.1 Midwife-led births 
The proportion of women giving birth in a midwife-led unit at GHNHSFT increased 
between 2010/11 and 2011/12 from 23.6% to 29% but fell back to 27% in 2012/13. 
This rate is below the ambition set by the CCG for 2012/13 of 33%. However the 
NAO40 reported that in the calendar year to 31 December 2012, 29% of births by 
GHNHSFT were midwife-led (including home births) compared to a national 
figure of only 13%. 

 
9.1.2 Home births 
The national Birth Place England cohort study of almost 65,000 women41 has 
identified that for women having a second or subsequent baby (multiparous women) 
home births are safe and offer benefits to both the mother (fewer interventions) and 
baby (more frequent initiation of breast feeding). There has been a reduction in 
home births of 1 percentage point over the last 3 years in Gloucestershire from 4% 
to 3%. There is wide variation in the rate of home births by locality ranging from 
the highest rate of 8% in 2012/13 in Stroud to 1% in Gloucester and 2% in 
Cheltenham and the South Cotswolds in the same period.  

 
9.1.3 Rates of normal births 
Women who have a normal birth are more likely to be under 30 years of age, white 
and have a BMI less than 30. Normal births compared to planned caesarean section 
are associated with shorter hospital stays, reduced risk of hysterectomy due to 
postpartum hemorrhage, fewer admissions of babies to neonatal care and reduced 
risk of cardiac arrest42.  Normal births as a percentage of total births have fallen by 
2 percentage points between 2010/11 and 2012/13. The GHNHSFT43 normal birth 
rate (60.1%)is below the mean reported rate for the SW region (62.50).  

 
9.1.4 Rates of caesarean sections 
Women who have a C Section are at risk of the following complications, wound 
infection, uterine infection, blood clot (thrombosis) or damage to the bladder or ureter 
(the tube that connects the kidney and bladder). Women who have a CS are more 
likely to be over 30 years of age, with a BMI over 30 and be from a non-white ethnic 
background. There has been an increase in the percentage of C Sections from 
21% to 23% between 2010/11 and 2012/13. The C Section rate of 23% for 
Gloucestershire compares with a SW average for 2012/13 of 24.6% and the South of 
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 Maternity Services in England – National Audit Office - November 2013 
https://www.nao.org.uk/report/maternity-services-england/ 
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 Hollowell J, Puddicombe D, Rowe R, Linsell L, Hardy P, Stewart, M, et al. The Birthplace national 
prospective cohort study: perinatal and maternal outcomes by planned place of birth. Birthplace in 
England research programme. Final report part 4. NIHR Service Delivery and Organisation programme; 
2011.  
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 NICE Clinical Guideline 132 caesarean section (2011) 
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 Maternity Summary Report :HSCIC website 
(http://www.hscic.gov.uk/searchcatalogue?q=%22nhs+maternity+statistics%22&area=&size=10&sort=R
elevance&topics=0%2FHospital+care). 
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England average of 25.1%. The NHS Commissioning Board44 identified in 2012 that 
CS rates in England range from 15% in Shrewsbury, Mid Staffordshire and parts of 
Nottinghamshire to 36% in parts of London.  
 
9.1.5 Assisted Deliveries 
The assisted delivery rate in Gloucestershire has risen by 1 percentage point to 
16% since 2010/11. This is high compared with the SW average for 2012/13 of 
12.7% and the South of England average of 14.4%. 

 
Issues related to caesarian sections and assisted deliveries are covered in more 
detail in section 9.2 and 9.3.  

 
9.1.6 Rates of complications 
The number of births with complications undertaken by GHNHSFT has fluctuated 
yearly but has remained fairly stable between 2010/11 and 2012/13 (1691 to 1702). 
 

Table 3: Total births over last three years at GHNHSFT for Gloucestershire 
registered patients broken down by method of delivery 
 

Delivery 
method 2010/11 2011/12 2012/13 

Normal 
deliveries 3823 3625 3544 

Assisted 
deliveries 942 987 960 

C Sections 1372 1384 1401 

Home 
deliveries 247 228 206 

Total 6384 6224 6111 

Delivery 
method as 
percentage 2010/11 2011/12 2012/13 

Normal 
deliveries 60% 58% 58% 

Assisted 
deliveries 15% 16% 16% 

C Sections 21% 22% 23% 

Home 
deliveries 4% 4% 3% 

Total 100% 100% 100% 

Note:  the data is activity at GHNHSFT related to Gloucestershire registered patients 
 
 

9.2 Socio-demographic factors impacting on normal delivery rates 
 
A range of factors can impact on the rate of normal births. Maternal age, obesity and 
multiple births are three recognised factors. The trends for Gloucestershire were 
analysed and the findings are as follows: 
 
9.2.1 Maternal age 
Increased maternal age is linked to a number of complications in pregnancy and 
during birth and lower rates of normal births. Births to women under 18 are 
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 Commissioning Maternity Services – A resource pack to support clinical commissioning groups – 
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associated with increased perinatal mortality, longer postnatal stay and low birth 
weight babies.  
 
Over the last 3 years the percentage of births by age band has remained fairly 
stable. The only slight change has been a 1% reduction in births in the under 18s 
and the over 40s groups over the three years. 
 

Table 4: Total births over last three years broken down by age band (excl 
home births) 

Age Band 2010/11 2011/12 2012/13 

Under 18 165 138 148 

19-30 3483 3339 3413 

31-40 2607 2718 2612 

Over 40 171 191 156 

Total 6426 6386 6329 

 
9.2.2 Obesity 
Data from April to October 2013 identified that 7% of births were to women with 
a BMI over 35 and 20% of births to women with a BMI of over 30. Local data 
indicates that women with a BMI greater than 30 are less likely to have a normal 
vaginal birth and more likely to have a caesarean section (see table 2.2.4 in 
appendix 4). 

 
9.2.3 Multiple births 
Women having multiple births are more likely to be older mothers and have 
pregnancy complications including hypertension, low birth weight, preterm infants 
and have a perinatal death45 The number of multiple births has increased by 13% 
between 2010/11 and 12/13 from 101 to 114. The largest increases were seen on 
Gloucester and Cheltenham where multiple births have increase by 46% (26 to 38 
births) and 40% (20 to 28 births) over the three-year period. Part of this increase in 
births may be attributable to the Department of Health request that all areas in the 
NHS fund 3 cycles of IVF for eligible women. Locally only 1 cycle had been provided 
until September 2012 although two embryos are implanted.  
 

Findings: 

 The overall proportion of births taking place at home, and in (A)MLU is high 
compared to the national average, 29% of births compared to a national figure of 
only 13%. This rate is however below the ambition set by the CCG of 33%. 

 There has been a reduction in home births of 1 percentage point over the last 3 
years in Gloucestershire from 4% to 3%. There are unjustified variations in the 
rates of home births by locality ranging from 8% to 1%.  

 The normal birth rate for Gloucestershire is below the mean reported rate for the SW 
region.  

 Women of Asian, Bangladeshi and Indian ethnic origin are more likely to have an 
elective caesarean section in Gloucestershire compared to the national average. 

 The assisted delivery rate is noticeably higher than the SW and South of England 
average.  

 Obesity is a significant factor in rates of intervention in labour and 20% of births in 
GHNHSFT in 2011/12 were to women who were obese 

 Increasing rates of multiple births and increasing maternal age are not especially 
evident in Gloucestershire over the last three years  
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9.3 Benchmarking 
The Royal College of Obstetricians and Gynaecologists (RCOG) published 
comparative information on outcomes in maternity care in England in May 201346. 
The report presents 11 indicators that can be used to compare the performance of 
English maternity trusts. The report reveals considerable variation among maternity 
units in England.  
 
For example, among women giving birth for the first time there was a two-fold 
difference between hospitals with the highest and lowest rates of: 

 Induction of labour (17% vs 38%)  
 Emergency caesarean section after induction of labour (20% vs 40%) 
 Instrumental delivery (16% vs 32%) 

The RCOG considers this variation is a source of concern, as it could suggest not all 
women are receiving the best possible care, or NHS resources aren’t being used in 
the most efficient way. However, the report’s authors caution against over-
interpreting the findings. Some of the observed variation could be attributable to 
differences in the quality of data submitted by hospitals or differences in patient 
characteristics that it wasn’t possible to control for. The researchers have however 
risk-adjusted for factors that are beyond the hospital’s control (e.g. mother’s age and 
medical history) to enable fairer comparisons to be made between hospitals. The 
RCOG intend to publish the data for each trust annually commencing in 2014. 

The data for Gloucestershire Royal Hospital is presented below. 
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From the RCOG summary for GHNHSFT the areas identified where further work is 
needed to understand the issues are:  

 Induction rates in multigravida women 

 Elective caesarean sections undertaken before 39 weeks 

 Elective caesarean section rates 

 Instrumental deliveries 

 Third and fourth degree tears with assisted deliveries in primigravid women 
 
GHNHSFT have committed to auditing the instrumental delivery rate and third and 
fourth degree tears after assisted delivery in primigravid women.   
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Findings: 

 Emergency caesarean section rates for both spontaneous and induced labours 
are below the national average, although not as low as the mean for the bottom 
10% of units  

 Maternal readmission rates are below the national average, although not as low 
as the mean for the bottom 10% of units 

 Induction of labour in multigravida women is higher than the national average 

 Elective caesarean section rate and timing of birth are above the national 
average and warrant further investigation  

 An audit of instrumental delivery rates and rates of third and fourth degree tears 
is underway 

 Data quality needs to be improved 

 
9.4 Clinical audit of caesarean sections 
 
An external audit was commissioned to identify any opportunities to reduce 
caesarean section rates. The standards used in the audit were mainly based on the 
Institute for Innovation and Improvement publication, ‘Delivering Quality and Value - 
Focus on: Caesarean Section Pathway’. The months selected by the GHNHSFT to 
be included in the audit were May and November 2013. A total of 140 case notes of 
women who had given birth by CS were identified by GHNHSFT, of which 120 were 
audited (allowing for the exclusion of incomplete sets of notes). For full report see 
Appendix 5. 
 
The audit showed that during these months the CS rate was as follows: 

 May 2013: emergency CS rate 10.9%, elective CS rate 11% 

 Nov 2013: emergency CS rate 12.4%, elective CS rate 13.1% 

 

Findings: 
 

 A significant proportion of women who had elective caesarean sections 
(33.5%) and emergency caesarean section (23.5%) were obese with a BMI of 
over 30 compared to Gloucestershire percentage of 19.4% of women with a 
BMI over 30.  

 Between 93% and 100% of women received 1-1 care in labour 

 A high standard of record keeping was evident 

 Women who did not speak or who had limited English did not appear to have 
been identified at booking or to have received support from interpretation 
services 

 Women are not given clear written information about any implications for a 

subsequent pregnancy when they have had a caesarean section. 

 Not all women who elected to have a CS for maternal choice alone were 

referred for specialist counselling. 

 The use of fetal blood sampling was not consistently applied when there were 
CTG abnormalities 
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9.5 Review of services for vulnerable women 
 
Continuity of carer is recognized47 to improve outcomes. Ways of providing different 
and more intense models of care to the traditional maternity model to meet the needs 
of women with more vulnerable and complex social factors has been documented by 
NICE48. One of these models of care is caseload midwifery which has been shown to 
improve outcomes in other areas of the country. 
 
A pilot of caseload midwifery is underway supporting vulnerable women in the 
Hesters Way area of Cheltenham. Six midwives organise themselves into a 
midwifery group practice and aim to provide more intensive individualised support 
and continuity of carer throughout the antenatal, intrapartum and postnatal period. 
This locality was selected for a number of reasons including the low breastfeeding 
rates. The MGP is based in the Children Centre where other services and resources 
are available to support women through to parenthood. The MGP can signpost or 
work jointly with other supporting services to meet the needs of women. An 
evaluation of this service is underway. 
 
Providing continuity of carer in this way can present some issues for staffing. This 
way of working can be a challenge for some midwives in terms of organizing a 
personal life, although providing continuity of carer and really getting to know a 
woman is seen as the attraction of this model of working for midwives.49 
  

Some CCGs have commissioned new models of care. The company ‘One-to-One 
Midwifery’ are the first provider of midwifery services commissioned through the Any 
Qualified Provider (AQP) route to provide the entire pathway of antenatal, 
intrapartum and postnatal care for women, within the tariff structure. There are no 
guarantees of volume and GPs are able to offer women choice at the point of 
referral. GP practices are sharing midwifery resource on the understanding that not 
every practice can sustain a dedicated midwife. The aim of the new service is to: 
increase choice of providers for women; provide tailored flexible care particularly for 
deprived women and to focus on promoting normality in care. 
 
Providing continuity of care in the antenatal and postnatal period is high on the 
Government agenda and is particularly important for women with high levels of need. 
The National Maternity survey showed that in Gloucestershire 67% of women saw 
the same midwife in the antenatal period and 61% saw the same midwife in the 
postnatal period. It is not clear how many midwives other women saw.  
 
Caseloads for midwives across the county are uniform and there is the potential to 
review caseloads to ensure women with complex social needs have proportionately 
more midwifery time. 
 
During the maternity pathways review a workshop was held in Gloucester City to 
focus on ways of reducing the outcomes gap. The need for services to be tailored to 
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local needs within communities and developed with members of the community was 
highlighted.  
 
It was proposed that a pilot of a group approach to antenatal care called ‘Centering in 
pregnancy’ be undertaken tailored to local need to:  

 Provide continuity of carer 

 Overcome low uptake at antenatal sessions, which is seen as an important 
intervention to support the initiation of breastfeeding and supporting bonding 
and parenting skills50. 

 Promote social support, friendships and healthy lifestyle choices, including 
stopping smoking, and healthy eating. 

 Promote continuity and integration into early years support 
 

Findings: 

 Continuity of carer is recognized to improve outcomes. 

 The impact of the midwifery group practice model is being evaluated 

 Some CCGs have commissioned new models of care through the AQP route 

 Services need to be tailored to meet local needs and further developed to 
meet the needs of women and localities to close the gap in outcomes 

 Caseloads for midwives across the county are uniform and there is the 
potential to review caseloads to ensure women with complex social needs 
have proportionately more midwifery time. 

 A pilot of ‘Centering in pregnancy’ could provide a means of closing the 
outcomes gap in Gloucester City 

 
 

10. Compliance with National Guidance and Best Practice 
 

One of the objectives of the pathway project was to provide assurance to the CCG 
that current services are in line with national guidance and best practice. 
 
In order to assess this the following work was undertaken: 

 External review of GHNHSFT care pathways  

 Review of the outputs from pathway work on maternal mental health 

 Assessment of compliance with CNST requirements 

 Assessment of compliance with NICE guidance 

 Assessment of compliance with best practice in relation to increasing breast 
feeding and reducing smoking and obesity in pregnancy 

 Consideration of management of stillbirths 

 Review of pre-conceptual care in Gloucestershire 

 Consideration of services for women who do not speak English 

 Seeking the views of stakeholders on current areas of good practice 
 

The findings are set out below. 
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10.1 Review of pathways 
Two external consultant midwives were engaged to support the project team and 
provide external assurance that local services were in line with best practice and that 
pathways were appropriate.  
 

Findings: 

 All existing GHNHSFT maternity pathways were reviewed and found to be in 
line with national guidance.  

 Work should be undertaken to define the pathways associated with the 
intermediate and intensive pathways under the maternity pathway tariff 

 Integrated care pathways need to be developed for women with factors that 
indicate they are vulnerable or at risk of poor outcomes 

 

 
 
10.2 Maternal mental health 
Improving consistency and quality of perinatal mental health services has been 
described by the NHS Commissioning Board51 as one of the five big challenges in 
maternity services. The Maternity Alliance in conjunction with the NSPCC and the 
Royal College of Midwives has recently called for a Specialist Mental Health Midwife 
in all maternity services and specialist integrated services across maternity, adult and 
infant mental health to ensure the early detection, planning and expert intervention. 
Even if the illness itself is not preventable, it is possible to prevent many 
of the negative effects of perinatal mental illness on families. Expert early 
identification and management of perinatal mental illness should prevent women 
reaching the point where they need inpatient care. In 2012 the Government pledged 
more help and support for women who have had a miscarriage, stillbirth or are 
suffering from postnatal depression. National52 guidance recommends:  

 a specialist multidisciplinary perinatal service in each locality, which provides 
direct services, consultation and advice to maternity services, other mental 
health services and community services;  

 access to specialist expert advice on the risks and benefits of psychotropic 
medication during pregnancy and breastfeeding 

 clear referral and management protocols for services across all levels of the 
existing stepped-care frameworks for mental disorders, to ensure effective 
transfer of information and continuity of care 

 pathways of care for service users, with defined roles and competencies for 
all professional groups involved 

The guidance further recommends the set up of local perinatal networks. 

 Locally a perinatal network has been established and work has been done to 
develop a county wide perinatal mental health pathway to ensure that women with 
mental health needs get appropriate support and multiagency planning when 
required.  However, the profile of perinatal mental health needs to be raised because 
of the devastating long term consequences for children and families. There is a need 
for more focus on an integrated equitable specialist perinatal mental health service 
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provision including specialist maternity, infant and adult mental health support. This 
includes a Specialist Midwife role to support perinatal mental health 
 
 
 
From local electronic data collected from April 2013 onwards there seems to be a 
disparity in referrals by locality for specialist mental health assessments in 
pregnancy. A collaborative audit of perinatal mental health referral and care planning 
between GHNHSFT and 2gether NHS Foundation Trust is due to take place.  
 
Issues raised in the workshops in relation to maternal mental health were:  

 The need for more focus on an equitable specialist perinatal service within 
the secondary care mental health services 

 Further work to improve liaison between maternity and mental health services 

 There was still work to be done to raise awareness and improve 
understanding amongst practitioners around the county of the role of 
specialist services and primary care based services to support perinatal 
mental health. 

 The need for infant mental health service support into the Neonatal Intensive 
Care Unit. 

 Representation of the Children Centres and Turn Around for Children in the 
Perinatal Mental Health network 

 

Findings: 

 There is no Specialist Midwife in Gloucestershire to support perinatal mental 
health 

 There is a need for more focus on an equitable specialist perinatal mental 
health services including infant mental health as part of overall secondary 
mental health service provision 

 Better integration between maternity and mental health services is required 

 There is disparity in referrals between localities for secondary mental health 
support that requires further investigation. 

 More support from the infant mental health service is needed in the Neonatal 
Intensive Care Unit 

 
 
10.3 Compliance with CNST requirements 
 
GHNHSFT has achieved level 3, the highest CNST status. In order to achieve this, 
the Trust has had to demonstrate that their process to manage risk has been 
implemented across the entire maternity service. There are 50 criterion across 5 
standard areas and GHNHSFT achieved compliance with 46 of the 50 criterion. To 
achieve an assessment of compliance a standard of 75% achievement across 
specific care areas is required.  
 
The four areas where compliance was not achieved and a red rating under the CNST 
assurance process was recorded are: 

 Continuous electronic fetal monitoring 

 Care of the severely ill woman 

 Immediate care of the newborn  

 Recovery 
 



                                                            

 45 

Although failure on the criterion of electronic fetal monitoring (EFM) was unexpected, 
this was mainly due to wording of the guideline and poor evidence submitted rather 
than a concern around current practice. The interpretation of EFM is on a risk 
register and much work has been undertaken to minimise the risk.  
 
The failure on the criteria of the severely ill woman and the immediate care of the 
newborn criteria was declared by GHNHSFT prior to the assessment due to the poor 
quality of completion of early warning score (EWS) observation charts. Work 
continues to be undertaken to improve completion of these EWS sheets and this is 
monitored monthly through the nursing metrics. A recent maternity audit of care of 
severely ill women has shown improvement from 2012 but remains below an 
acceptable standard and work is continuing.  
 
With respect to recovery, the failure related to the frequency of observations. 
GHNHSFT challenged this finding but were not successful.  
 
The NHSLA have discontinued CNST assessment from 01.04.14 and there is 
uncertainty as to what will be implemented for the future. GHNHSFT continue to 
undertake clinical audits based on the CNST standards.  
 

Findings: 

 GHNHSFT has achieved level 3 CNST accreditation. 

 Compliance with 46 out of 50 criteria was achieved. 

 The Trust is taking action to achieve compliance with the remaining 4 criteria:  

 Continuous electronic fetal monitoring 

 Care of the severely ill woman 

 Immediate care of the newborn  

 Recovery 

 
10.4 Compliance with NICE guidance 
Compliance with NICE guidance was also reviewed. There are two areas of non-
compliance: 

 NICE CG 154 (2013): Management of miscarriage and ectopic pregnancy. 
The Early pregnancy assessment (EPA) service is currently for women with a 
gestation of 7-15 weeks or those below this gestation if there is a possibility of 
ectopic pregnancy. The NICE guidance recommends EPA for all women over 
6 weeks gestation and therefore there is a current gap in service provision for 
women at 6-7 weeks gestation. Women with heavy bleeding in the 6-7 week 
gestation period will be seen, usually following GP referral or through the 
Emergency Department. The risk of miscarriage among women who had a 
viable pregnancy confirmed has been cited as 9.4% at 6 (completed) weeks 
of gestation, 4.2% at 7 weeks gestation53. Additionally, ultrasound scans at 
less than 7 weeks gestation are often inconclusive and require a repeat one 
week later.  A recent audit suggests that the service is successful at 
identifying those women over 6 weeks with ectopic pregnancy although some 
women only present for the first time with a ruptured ectopic pregnancy. 

 NICE CG 63 (2008): Diabetes in pregnancy. NICE guidance requires Glucose 
tolerance testing (GTT) for all women with a BMI over 30. GTT is used to 
diagnose diabetes in pregnancy. Gestational diabetes increases the risk of 
miscarriage, stillbirth and having a large baby, which increases the risk of a 
difficult birth. GHNHSFT undertake GTT only for women with a BMI of over 
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35. This decision was made following work undertaken by GHNHSFT and 
Public Health in 2010. Following recent discussions at the WHCPG 
discussions are underway about the implications of introducing GTT for the 
approximately 880 women per year with a BMI of 30-34.99. 

Findings: 

 There is non-compliance with the NICE guidance and early pregnancy 
assessment services for women at 6-7 weeks gestation. 

 There is non-compliance with the NICE guidance regarding glucose tolerance 
testing for women with a BMI of 30 to 34.99. Proposals for implementation of 
this service are currently under discussion.  

 

 
10.5 Smoking, breast feeding and management of obesity 
Given the significance of breast feeding, smoking and obesity for outcomes for 
women and babies, in-depth work was undertaken to provide assurance that local 
services were effective, in line with best practice and adopting proven innovative 
approaches from elsewhere. Desk-top research and interviews with relevant staff 
were undertaken by the project team.  
 

Findings: 
 
Breast feeding 

 The Gloucestershire position for initiation has only shown a small 
improvement between 2006/07 and 2012/13 and we are behind the south 
west average 

 Level 3 Baby Friendly status has been achieved by Gloucestershire Hospitals 
NHS Foundation Trust. 

 Peer support for breastfeeding is deemed effective by DH as a low cost 
intervention to raise breastfeeding rates at 6-8 weeks. Peer support is 
currently available on the ward at GHNHSFT, Gloucester City and some 
areas where the breastfeeding rate is below 45% at 6-8 weeks. 

 Antenatal education is an important part of the overall suite of interventions to 
support breastfeeding. It is however estimated that only 1 in 4 women attend 
antenatal education sessions.  

 Women whose babies go to SCBU/NICU miss out on access to MW and HV 
support particularly for breast feeding 

 GRH is the only unit in SW that does not have a lead for feeding in NICU 
 
Smoking 

 NICE guidance published in 2010 recommends CO screening of all women at 
booking. However there is variable practice amongst midwives in using CO 
monitors to assess for levels of carbon monoxide levels in pregnant women at 
the first appointment 

 On line training for MW is available regarding smoking cessation in 
pregnancy but it is not part of mandatory training 

 The Midwifery group practice in Cheltenham has midwives who are trained to 
take women through a complete stop smoking cycle.  

 A Cochrane review including 75 randomised control trials of behaviour 
change interventions in pregnancy found that the most effective intervention 
appeared to be providing incentives, which helped around 24% of women to 
quit smoking during pregnancy. 

 A review of the Healthy Lifestyle Services is currently being scoped in 



                                                            

 47 

Gloucestershire. This will include a review of the smoking cessation pathway, 
services and interventions for women who are pregnant and members of their 
household. This will include ensuring the contribution of wider services such 
as Health Trainers as part of the established pathway. 
 

Obesity 

 Although widely recognised that obesity is associated with greater risks of 
several adverse outcomes in pregnancy, no intervention has yet been shown 
to improve outcomes for the mother and infant.54 

 Women with a BMI of 30 or more are not currently referred to a dietician or 
appropriately trained health professional for assessment and personalised 
advice on healthy eating and how to be physically active. Women should be 
encouraged to lose weight after pregnancy 

 Integrated care pathways should be developed for overweight and obese 
pregnant and post-partum women to include primary and community care 
aspects 

 
 
10.6 Management of Stillbirths 
The Lancet’s Stillbirth Series in 2011 pointed out the UK’s poor mortality record 
relative to other high income countries, and argued that a reduction in stillbirth rates 
is entirely possible. The NHS Commissioning Board55 also highlighted in 2012 that 
Stillbirth rates in England are unchanged since the 1990s and are amongst the 
highest in Europe.  
 
There is an increased risk of stillbirth associated with certain medical conditions, with 
previous obstetric complications, in multiple pregnancies and in first pregnancies. 
Stillbirths and neonatal deaths are also more common among some groups of 
mothers, principally women who smoke, who are obese (a body mass index, or BMI, 
over 30) and who are over 35 years old. Women from areas of social deprivation, 
and those from some minority ethnic groups are also at increased risk.  
 
The quality of the care that bereaved families receive when their baby dies has long-
lasting effects56.  
 
Gloucestershire has trained specialist bereavements midwives who support parents 
when their baby dies including the provision of memory boxes, emotional support 
and advice and links to other services for support. 
 
GHNHSFT have recently invested in a new Bereavement Suite to ensure families are 
supported in a comfortable and private setting. 
 

Finding: 

 Despite falling rates of stillbirths in the county there are opportunities to 
further reduce rates of stillbirths through interventions pre-conceptually and 
during pregnancy 

 Gloucestershire is an exemplar in having a specialist bereavement midwife 
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10.7 Pre-conceptual care 
 
It has been recognized nationally57 that pre-conceptual care in the UK is very under-
developed and it is described as one of the five big challenges for maternity services. 
There is no strategy for pre-conceptual care in Gloucestershire and no services are 
specifically commissioned. Currently women with known medical conditions such as 
epilepsy, renal or cardiovascular disease were considered to receive a reasonable 
pre-conceptual service from secondary care.   
 
A number of opportunities to improve pre-conceptual care in Gloucestershire, 
especially for women with underlying conditions such as mental illness, long-term 
conditions or risk factors such as smoking or obesity were identified during the 
workshops. This would support improvements in outcomes and achievement of the 
government objective to reduce avoidable pregnancy losses. The natural focus for 
pre-conceptual care was considered to be primary care. 
 
A number of issues were also identified in relation to contraception. Generally there 
were felt to be opportunities to improve the links and co-ordination between sexual 
health, maternity and health visiting services. Improving contraception services for 
vulnerable and at risk women was seen as a priority. Specific suggestions are 
recorded in appendix 3.  
 

Findings: 

 Pre-conceptual care is under-developed in Gloucestershire. 

 Development of pre-conceptual care offers opportunities to improve 
outcomes and reduce avoidable pregnancy losses 

 The natural focus for pre-conceptual care is primary care 

 There are opportunities to improve the delivery of contraception services in 
the immediate post-natal period especially for vulnerable and at risk women 

 
10.8 Services for women who do not speak English  
A risk factor associated with poor outcomes is inability to speak or understand 
English. There are a number of challenges in providing services to women who do 
not speak English particularly as there are relatively small numbers of women at any 
one time who are at the same stage of gestation who speak the same language.  
 
‘The big word’ can be booked to support women for planned antenatal and clinic 
appointments, although this is mainly provided by telephone and may not be 
universally utilized. This service is less robust for unplanned admissions and the 
delivery event. It was suggested by stakeholders that the translation service is not 
available to support women with parentcraft group education sessions or wider 
healthy lifestyle support. Written information is available in a relatively limited 
selection of languages, although information is available from web resources e.g. 
National Screening Committee.  
 

 Translation services are limited for non-English speaking women 

 Limited translation service is available for women during  unscheduled care 
episodes and labour/delivery 
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10.9 Areas of good practice 
 
During the project a number of areas of good practice were highlighted and shown 
below:  
Many of these areas identified as good practice are universal across Gloucestershire 
but there are many where access is targeted or locality based. Some of these areas 
have been identified previously within this report. 
 

 
Antenatal 

 
 
Pre-conception advice for 
women with some  pre-
existing medical disorders eg 
diabetes ( but it is 
recognised that this is an 
areas where there is no 
defined service) 
 
Equitable early pregnancy 
Assessment service(EPA) 
 
Named midwife for all 
women 
 
The combined clinic for 
women with more complex 
medical needs 
 
Access to tours of all birth 
facilities 
 
MW drop in sessions in 
some Children Centres at 
the same time as the breast 
feeding group. 
 

 
Delivery setting 

 
 
The midwifery team provide 
1:1 care for over 98% of 
women 
 
All four choices of birth 
setting available including 
freestanding and alongside 
midwifery led birth units 
 
Midwifery led birth 
environment in Jasmine 
room on delivery suite 
 
An increase from 12-30% for 
women having their baby in 
a birth unit or home under 
midwifery led care since 
2010/11 
 
The home birth rate in 
Stroud (8%) 
 
Normality at heart of 
complexity’ sessions on 
delivery suite 
 

 
Support 

 
 
Baby café in Gloucester site. 
 
Breast feeding Peer Support 
services. 
 
Mental Health staff train other 
staff in attachment theory and 
perinatal mental health. 
 
Let’s Talk service for women 
requesting a caesarean 
section. 
 
Midwifery group practice 
 
Matson Children Centre ‘Best 
Start’ antenatal Programme 
 
Support for teenagers 

 Specialist midwives 

 Young and Pregnant 
(YAP) multiagency 
service 

 Young Mum’s to be( 
in some areas) 

 Youth service 16+ 
team run a group for 
parents 

 
 

 
Notes and records 
 
Intrapartum care record 
keeping 
 
Stickers for BMI and obesity 
pathway 
 
 
 

 
Postnatal 

 
Frenulotomy service 
(Tongue Tie) 
 
Community midwifery care 
 
Baby Friendly Initiative 
Status 
 
Use of Children’s Centres in 
some areas 
 
 

 
Communication and 
partnership working 
 
Some communication 
between primary and 
secondary care 
 
Some CC/HV/MW are working 
really well together 



                                                            

 50 

 
11. Comparative information on service utilisation 

 
As part of the review, comparative information on service utilisation was collated and 
analysed to identify if Gloucestershire was an outlier in any aspect of maternity 
activity in comparison to peers. In addition detailed work was undertaken to review 
the pathway, activity trends and utilisation of the triage service as this had been an 
area of concern to both the CCG and GHNHSFT.  
 
11.1 Benchmark data analysis 
The CCG shared information in Autumn 2013 with the Women’s Health CPG that 
compared Gloucestershire activity per weighted population to the 15 most similar 
PCTs, for the period April 2012 to Feb 2013. The analysis looked for areas of activity 
that might be susceptible to action to reduce activity or where there may be 
variations in clinical practice that should be investigated.  
 
It was recognised that there are challenges with this analysis due to differences in 
service configuration and the weighting methodology, differences in data recording 
practices between areas, and patients moving between maternity and gynaecology 
services.  
 
The areas where Gloucestershire appeared to be an outlier were: 

 Miscarriages and associated procedures 

 Early pregnancy assessment (EPA) 

 Obstetric case mix 

 Rates of new and f/u outpatient (OPD) attendances 

 Obstetric triage (see section 11.2) 
 
These areas have all been reviewed as part of the project and the conclusions 
agreed with the CCG Head of Information and Associate Director - Finance, 
Business Intelligence. 
 

The full report is presented as appendix 6.  
 

Findings: 
Detailed analysis has enabled some of the areas where GHNHSFT appeared to be 
an outlier to be resolved. However further work is required on the following issues: 

 When clinic codes are changed or introduced, discussion with commissioners 
is needed to enable commissioner understanding of activity trends. 

 A detailed audit of health records to ascertain compliance with local (and 
national) pathways for miscarriage and associated procedures should be 
undertaken 

 Further work should be undertaken with Gloucestershire Care Services to 
better understand the increased activity for the elective procedure ‘Vacuum 
aspiration with cannula less than 14 weeks’ 

 Further analysis of consultant clinics in order to understand why the number 
of first appointments is higher than expected. 

 There is a need for agreement on whether a woman’s first appointment at a 
hospital with a midwife is recorded as such or is recorded as a follow up as 
women will usually have been seen in community. 

 A review of the pathway for women in labour and where initial assessment 
takes place. 

 Work is required on triage pathways (see section 11.2) 
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11.2 Triage service  
 
The triage services (also known as unscheduled or unplanned antenatal care) has 
been identified as a significant local service pressure in recent years. This service is 
intended to provide an urgent response for women with potential complications of 
pregnancy. The trend for increased demand on the service is however a national one 
and shares many of the underlying causes of the pressures on the wider urgent care 
system. 
 
A full triage services is available at GRH and some midwife-led triage is provided at 
Stroud Birth Unit within specific clinical guidelines. A triage service is not available 
currently at Cheltenham Birth unit although the Day Assessment Unit at CGH will see 
some women with reduced fetal movements.  
 
The triage service is accessed via a direct telephone line, the telephone number for 
this which is on a sticker at the front of the antenatal notes. Often women are 
redirected to this service from other community services. The service has evolved so 
that if women ring a GP surgery with an unscheduled query they are at times 
redirected to the triage service, and messages on the majority of both community 
midwife base telephones and personal community midwife telephones redirect 
women to the triage service. Women use the telephone aspect of the service for 
many reasons that are non urgent as well as urgent and clinical as well as non 
clinical.  
 
The service at GRH site is currently staffed by one midwife at all times over the 24 
hour period, with a combination of ‘core’ staff and those allocated on an ad hoc shift 
basis. However, often the midwife on shift is too busy seeing women who have 
attended the unit, to effectively triage over the phone. This results in women being 
invited to attend who could have received reassurance and advice over the phone or 
be redirected to a more appropriate service.  
 
Currently there are limited options to redirect women to alternative community 
services, for example the option of redirecting a woman to a community drop-in or a 
next day clinic in a locality. In addition, if Triage redirect women to the GP,  an 
appointment is not always available as quickly as they would like. 
 
Data on GHNHSFT triage service is challenging to collect, as there are discrepancies 
between electronic and manual data collection. This issue is being addressed 
currently by the Trust. 
 
Table 5 shows the ratio of triage activity per birth for each locality. The ratio would be 
expected to be broadly consistent. As can be seen the rate of utilisation is highest in 
Stroud and Gloucester. The information suggests that women are more likely to 
attend triage if it is geographically close by. Similar trends are found in utilisation of 
A&E services. 
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Table 5: Triage activity against births (as a ratio) by locality 

   

 
 

Attendance at Triage 2010/11 2011/12 

Cheltenham 1:0.97 1: 1.04 

Forest 1:1.27 1:1.37 

Gloucester 1:1.34 1:1.5 

North Cotswolds 1:0.92 1:0.84 

South Cotswolds 1:1.19 1:1.18 

Stroud 1:2.6 1:1.86 

Tewkesbury 1:0.98 1:1.16 

Other 1:1.27 1:0.77 
 (Source: CSU) 

 
 
The top 10 reasons for admission to triage are shown in Table 6 below:  
 

Table 6 Top 10 reasons for Triage admission (Source: Manual 
data GHNHSFT)   

Top Ten reasons for attendance Apr - June 2013 GRH Stroud  

Reduced Fetal Movements 19% 43.5% 

Abdominal Pain 16% 8.0% 

Spontaneous Rupture Membranes (SRM) 12% 14.5% 

Per Vagina Bleed 9% 6.5% 

Prolonged SRM 4% 0.0% 

Blood Pressure 4% 6.5% 

Postnatal (PN) 3% 4.8% 

Ultra Sound Scan - review 1% 0.0% 

Other: Examples of other reasons – DVT, S.O.B, chest pain, SPD, 
Fetal tachycardia/unable find FH in community, trauma, UTI, 
vomiting, urine retention, palpitations, proteinuria, CTG, steroids.  

15% 
  

8.0% 
  

? early labour/Labour  17% 8.0% 

 
100% 99.8% 

 
An audit undertaken by GHNHSFT found that 

 Between January and December 2013 a total of 8593 women were seen by 
GRH Triage service (an average of 23.5 women per day). 

 The majority of these 5718 (66.5%) were seen between 07:30 and 20:00 
hours – but an additional 2875 (33.5%) were seen between 20:00 and 07:30 
hours (equal to 8 per night). 

 The majority of patients were self-referrals (5848) 68.0 % with a smaller 
number being via GP, community midwife and other. 
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Between July and December 2013 an analysis of discharge or transfer destination 
was undertaken. There were 4082 women in total seen in Triage in this period. 

 Whilst 2812 women (68.8%) were discharged home, 497 women (12.2%) 
were admitted to the ward for ongoing observation and management (not in 
labour). This would equate to an average of 2.7 woman per day. 

 A further 591 (14%) were transferred to the Delivery Suite and 176 (4%) to 
the Birth Unit. 

 A significant percentage of women are transferred to the Delivery Suite or 
Birth unit indicating that initial assessment in labour is being carried out on 
Triage. 

 
A snapshot audit of triage undertaken by the external consultant midwives in October 
2013 reported that the hours during which most clinical activity took place was 
between 15.00hrs – 18.00hrs, however there was a high level of activity until 9pm at 
night. 
 
A survey of women attending Triage during April 2014 was undertaken. 85% of 
mothers rated the service as very good or excellent.  Any comments relating to the 
service being poor were aimed at the waiting time and not at the nurses or midwives 
themselves who all respondents praised highly. 
Quotes from women included:- 

 Sometimes excessive waiting times 

 Excellent service, very reassuring 

 Seen very quickly, put our minds at rest 

 Unacceptable waiting time of 2 hours with labour pains with no updates 

 Kept waiting but all was explained along the way and couldn’t be helped. 

Lovely midwife and great service. 

 Very slow service. 

 Very good helpful service. 

 They are under staffed. 

94% of mothers felt that it would be helpful if Community Midwives were able to offer 
urgent next day appointments. 
 
 58% of mothers felt that it would be useful to have information on who to contact 
with specific symptoms. 
 
The project group has started work on a new pathway to ensure women are seen in 
the ‘right place; right time; and by the right person’ and this is being taken forward 
through a short life working group. This work should ensure that community 
midwives, GP’s and hospital staff see the appropriate women and women are seen 
as close to home as possible. This information (once agreed) will be shared with 
women through the booking information, handheld notes and via the Trust’s website.  
 
 

Findings: 

 Current pathways and information provided to women tend to result in a 
funneling of women to the triage service  

 The pathway for women to be seen at a non-routine antenatal contact is to be 
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reviewed as the service model and pathway is not as effective as it could be 
and there are disparities in service provision 

 Women need to be provided with sufficient information to enable them to 
access the most appropriate care  

 Women in labour are being initially assessed on Triage and the pathway for 
this should be reviewed 

 It is proposed to pilot a telephone advice line that can offer a rigorous triage 
process in a timely manner and direct women to the appropriate service or 
advice. 

 

 
 
 

12. Service Profile and Access  
 
As part of the review information was collated on the pattern of service 
delivery across the county and any discrepancies or barriers to access the 
services.  The key findings are set out below. More information on the 
issues set out below can be found in appendix 6. 
 

Findings: 

 Community midwifery caseloads are not matched to the level of 
complexity and social need. This is most apparent in Gloucester and 
Cheltenham where community midwifery caseloads are higher (with 
the exception of women booked through the MGP) and levels of 
vulnerability and social complexity are higher.   

 Although maternity and health visiting service specifications set out the 
requirements for a universal and enhanced service, based on need, an 
enhanced service is not currently provided by either service 

 A lack of ultrasound capacity in peripheral hospitals results in some 
women having to travel to Gloucestershire Royal for scans 

 Delivery of parent education sessions is not uniform across the 
county 

 Due to shortage of numbers of staff, HVs are not delivering the 3rd 
session of parent education on emotional well-being and are not 
providing initial contacts with women in the antenatal period as 
intended in the service specification. 

 Linkage of midwives with Children’s Centres is not well established. 

 Children’s Centres are often under-utilised by pregnant women due to lack of 
capacity or suitable facilities for antenatal care 

 

 
13. Workforce 

 
GHNHSFT uses the Birthrate Plus (BR+) workforce planning tool which is 
recognised by the Department of Health and the relevant Royal Colleges.  
BR+ recommends a ratio of 1:96 midwives to women for midwives providing 
community care for women who will give birth in hospitals 1:35 for midwives 
providing a caseload service and a ratio of 1:42 for DGH environments with 
a case mix showing that more than 50% of birth outcomes fall in the higher 
dependency category. Thus the appropriate midwifery whole time equivalent 
workforce numbers is dependent upon the service model and not merely the 
total number of births. The midwife to woman ratio is also altered where 
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maternity support workers (MSWs) make a significant contribution to the 
provision of care.  
 
The NAO report58 looked at the national position on the midwife to birth ratio.  
Based on data for births and the number of midwives for the financial year to 
31st March 2012 the average midwife to birth ratio across England was 
1:32.7 but there was substantial variation linked to the size of the unit. The 
NAO recorded that GHNHSFT had a birth to midwife ratio of 1:28.4. This is 
however at odds with the local dashboard information which has not shown 
a funded midwifery ratio below 1: 31.  
 
The NAO also looked at consultant staffing. Consultant presence on delivery 
ward at GHNHSFT was 75 hours per week in September 2012 against the 
RCOG recommendation of 98 hours for a unit with 4000 to 4999 birth per 
annum. The level of consultant presence recommended by the RCOG is 
based on evidence that senior medical presence is a key factor in improving 
safety, quality and outcomes in the obstetric units. 53% of Trusts in England 
were failing to comply with the RCOG guideline. Of the 31 trusts in the 4000 
to 4,999 births category only 4 were achieving the RCOG guideline of 98 
hours. In Gloucestershire compliance with the 98 hour standard would 
require the recruitment of additional consultants. This can be quantified but 
as many obstetricians are also gynaecologists the costs of achieving an 
increase in obstetric time of 23 hours per week would be higher than would 
be anticipated. 
 
Middle grade medical staffing across many services are an issue which has 
recently impacted on obstetrics and gynaecology services where locum 
cover is needed to cover the 24 hour rota. This locum cover may adversely 
affect clinical outcomes due to limited knowledge of local arrangements. 
Currently medical staff generally have a joint role as Obstetricians and 
Gynaecologists. There are a number of factors which may mean that this 
role is split into obstetrics or gynaecology in the next few years. These 
include 

 increasing specialisms eg urogynaecology, oncology and fetal 
medicine within both obstetrics and gynaecology 

 to ensure that sufficient numbers of experienced middle grade 
doctors are in place  

 an increased Consultant presence on the delivery suite 
 
The two external consultant midwives who supported the project team 
reviewed data on midwifery staffing. They undertook a snapshot audit of the 
maternity workforce on 26th November 2013. No areas of concern were 
identified but it was noted that the proportion of midwifery support workers 
(MSW) was slightly higher than would be expected and of these MSWs 
none worked in the community.  
 
Midwifery staff raised in workshop sessions the potential opportunity to 
release MSW time and in turn midwife time, if MSWs were released from the 
housekeeping duties that they undertake, such as dealing with cleaning up 
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of bodily fluids. This is consistent with the findings from the King’s Fund 
Report ‘Safe Births Everybody’s Business 2008’. 
 
There was also felt to be a further opportunity for midwives to release 
consultant time from antenatal clinics.   
 
The number of midwives aged over 50 and who can retire within the next 5 
year is high. At this stage it is unknown how many midwives may take the 
option of retirement but this is a risk for services due to the potential loss of 
experience. 

It should be noted that the National Institute for Health and Care Excellence 
(NICE) has been asked by the Department of Health and NHS England to 
develop an evidence-based guideline on safe and cost-effective staffing of 
maternity settings. In due course this NICE guideline will make 
recommendations on safe midwife and MSW staffing across all maternity 
settings, based on the best available evidence of effectiveness and 
efficiency. It will also identify the indicators that should be used within trusts 
to provide information on whether safe and effective care is being provided.  

Findings: 

 Consultant presence on labour ward is below national recommendations. Of 
the 31 trusts in the 4000 to 4,999 births pa category only 4 were achieving 
the RCOG guideline of 98 hours. 

 The MSWs ratio is slightly higher than might be expected 

 There are opportunities to use the midwifery workforce more effectively by 
releasing MSWs from housekeeping tasks and considering deployment of 
MSWs to work in the community  

 There may be opportunities to release consultant time in antenatal clinics 

 NICE guidelines will make recommendations on safe midwife and MSW 
staffing across all maternity settings 

 
14. Partnership Working 

 
Nationally, advice to CCGs59 is that one of the five big challenges for maternity 
services that they should address, is streamlining the maternity/early year’s pathway 
and reducing duplication.  
 
During the 9 workshop sessions that were held with a wide cross section of staff, the 
project team explored how well current services worked in partnership and 
opportunities to streamline service delivery, improve integration and extend 
information sharing. The findings are set out below. 
 

Findings: 
Maternity, health visiting and children’s centres 

 Children’s Centres and Health Visitors are configured to the same catchment 
areas. Midwives are configured to different catchment areas and this inhibits 
joint working and communication. Midwives have difficulty in identifying which 
Children’s Centre catchment area women are in.  
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 Very few link midwives have been identified to work in partnership with 
Children’s Centre staff. This is contrary to the requirements of the current 
maternity service specification. Their role is to share information and co-
ordinate services particularly for vulnerable and at risk groups.  

 Handover and communication between midwives and health visitors needs to 
be improved. 

 Due to low health visitor numbers currently, health visitors are not providing 
input to antenatal care in line with the maternity specification. 

 Staff across all services lack information about who their colleagues are and 
how to contact them. This lack of information persists in the interface between 
hospital and community midwifery services.  

 Some midwives reported that there were challenges in getting access to 
Children’s Centres and/or there were not appropriate facilities available. 
Children’s Centre opening hours are also not flexible into the evening or 
weekends.  

 There are different referral forms for midwives and health visitors to refer to 
each of the 4 Children’s Centre providers.  
 

Information sharing 

 Communication between maternity services and GPs needs to be improved 
in relation to antenatal admissions, discharge information, at risk women and 
the vulnerability communication form. 

 There is scope to improve information sharing between health visiting and 
midwifery service to reduce duplication in the collection of clinical information 
and repeating assessments such as breast feeding. 

 More could be done to gather and share information across services and 
commissioners to support effective targeting and resource allocation.  

 In other areas, early sharing of information about newly pregnant women 
with Children’s Centres is used as a way to ensure early intervention and 
increase the number of people the Children’s Centre is able to support. This 
is not in place in Gloucestershire due to concerns about contact being made 
with women who miscarry. Practice elsewhere also includes midwives 
introducing women to the Children’s Centre in the antenatal period. This is 
not routinely undertaken in Gloucestershire. 

 
Addressing health inequalities  

 A shared definition of ‘vulnerable and at risk’ across maternity, health visiting 
and children’s centre services would support effective targeting and referral 
processes.  

 Initiatives by public health, maternity services, GCS, peer support services 
and Children’s Centre staff to support smoking cessation, weight 
management and breast feeding are not achieving the impact they could 
due to lack of targeting, integration and partnership working.  

 There is poor data recording by midwives of social risk factors and there is a 
lack of consistency in practice in referring women to wider support services 

 Midwives are not fully aware of the full range of related services that they 
could signpost women to for support with healthy lifestyle issues. This links 
to the findings in section 10.5 that there is a need to develop holistic 
integrated pathways for vulnerable and at risk groups 

 In the post natal period it was reported that women, especially teenagers, 
can experience a sense of abandonment at the point of handover from 
midwifery to health visiting services. 

 The provision of specialist health visitors was proposed as a possible 
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intervention for vulnerable and at risk groups, along with early introduction of 
women to the Children’s Centres 

 More work is needed to embed a holistic social model of maternity care in 
Gloucestershire that embraces the contribution of the whole team; midwives, 
health visitors, children’s centre staff, health promotion staff and community 
peer supporters.  
 

Developing effective accessible services 

 Planning of services needs to take account of community dynamics, travel 
patterns and service acceptability if those that we wish to reach are to be 
willing to engage with formal services. A much more detailed and sensitive 
approach to service planning and commissioning is required based on in-
depth community engagement in areas of high need and hard to reach 
groups. For some people children’s centres are not an acceptable venue or 
service. 

 
 

15. Women’s experience 

Gloucestershire has an active Maternity Services Liaison Committee with strong 
representation from women who have recently had babies, the Voluntary and 
Community sector and provider organisations. The Committee is chaired by a lay 
person. The committee have been engaged in the project review. Over the last few 
years the committee has contributed to a number of initiatives and provided feedback 
on services as follows 

 Lay representatives worked with Senior Midwives and the Patient & 
Public Involvement Co-ordinator at GHNHSFT to review patient 
information leaflets for maternity provision at the hospitals.  The lay 
reps were asked to review the content to ensure the use of clear and 
plain language, consider whether the leaflets provided sufficiently 
detailed information and identify potential gaps/unanswered questions.  
 
 

 GHNHSFT have been undertaking a review of the antenatal education 
provision.  The Committee received a presentation from the Trust 
which identified the challenges and inequity in provision across the 
county. GMSLC representatives attended a one day workshop to 
consider a “core offer” for antenatal education.   

 The Committee received updates on the new Maternal Mental Health 
Pathway. 2gether NHS Foundation Trust also attended one of the 
GMSLC meetings to introduce members to the Let’s Talk service and 
the services available for perinatal women. Members were asked to 
review and comment on the Let’s Talk perinatal self-help workbook - 
Gaining Control of Your life when pregnant or after a baby.   

 Provided additional comment to the Trust regarding hospital signage 
and the provision of a photography service in the maternity units.  

 Provided views on a proposal to introduce 24 hour   visiting for 
partners in hospital following the birth of a baby. 
 

 The GMSLC endorsed the grant application made by GHNHSFT 
which would fund improvements to the birthing environment at Stroud 
Maternity Hospital and provide additional birthing pools.  The Trust 
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was grateful for the support received and was successful with their 
application.  

 A formal audit of GHNHSFT was undertaken in March 2013 by the 
South West Local Supervising Authority Midwifery Officer.  Members 
of the GMSLC joined the audit team for a series of presentations.  The 
GMSLC Chair was interviewed by the auditing officer and asked to 
comment on the Committee’s involvement with the Trust.   

A national survey of women’s experience of maternity services was commissioned by 
CQC in 201360.  Gloucestershire Hospitals NHS Foundation Trust performed well in 
the survey, achieving scores that were better, compared to most other trusts that took 
part in the survey, for questions related to staff and to care in hospital after the birth. It 
scored about the same for questions about labour and birth as most other trusts that 
took part in the survey 

222 women who used services at GHNHSFT took part in the survey over a one 
month period. The complete results are showed in Appendix 7 but summarised 
below:  

 Number of 
questions   

Comments 

Mean rated score  
90-100% 

22  These areas included all aspects of midwifery care 
through pregnancy, birth and postnatal period 

Mean rated score 
80-89% 

18 These area covered individual care, information, 
support, length of stay across the pregnancy and 
postnatal period 

Mean rated score 
70-79% 

6 All areas related to whether women had received 
sufficient information and /or advice 

Mean rated score 
60-69% 

2 Both these questions related to continuity of carer 
and in over 60% of cases, the women saw the 
same midwife.  

Mean rated score 
50-60% 

0  

Mean rated score 
Less than 50% 

1 
Score 
29% 

This related to whether women were offered a 
choice of place for an antenatal check. 

 
The areas which showed deterioration in scores since the survey in 2010 were: 
 
C17 Thinking about your care during labour and birth, 

were you involved enough in decisions about 
your care? 
 

89% 
(92%) 

F17 Were you given enough information/advice about 
contraception? 

85% 
(90%) 

 

The Trust has an action plan for those areas where it scored less than 80% and/or 
where there was deterioration in the score since the last survey.  

                                                        
60 The results of the national maternity survey have been published and can be viewed at: 

http://www.cqc.org.uk/sites/default/files/media/documents/maternity_report_for_publication.pdf  
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The six areas where the Trust score was between 70% and 79% related to 
information and advice available to women. The two areas where GHNHSFT scored 
in the 60-70% range related to continuity of carer in the antenatal and postnatal 
period, but this was significantly higher than national average which was in the 20-
30% range. The lowest scoring area was ‘choice of place of antenatal check’ at 29% 
but this is slightly higher than national average (27%).  

Further work is being undertaken with the Maternity Services Liaison Committee to 
develop user engagement approaches to explore these issues further, so that 
specific action to improve experiences can be identified. 

During the workshops it was also identified that GHNHSFT website 
information for pregnant women and their families requires review and 
updating. This is consistent with the findings from the survey.  

 

Findings: 

 Women report positive experiences of maternity care in Gloucestershire and 
the service compares well in terms of comparative patient experience 
nationally. 

 Work is needed to engage with women to identify how to improve the 
information available to them. 

 Gloucestershire women report significantly better continuity of carer in both 
antenatal and postnatal period than the national average but will be done to 
explore this area further. 

 
 
16. Outcomes based commissioning 
 
NHS Gloucestershire CCG currently contracts for maternity services with GHNHSFT 
on a block contract basis with tolerances around numbers of births. The service is 
resourced with the following block payments for the year April 2014 - March 2015. 
 

Cheltenham Birth Unit and Gloucester Women’s Centre    £16,271,000 

Stroud Maternity £ 2,679,000 

Community Midwifery £ 2,375,000 

Combined Screening  £357,000 

Total £21,682,000 

 
It is difficult to benchmark spend against other areas as patterns of provision and 
recording occurs nationally for both acute and community activity and in addition 
there is a payment in a block format for Stroud Maternity within Gloucestershire. 
 
The expectation is to move to the national maternity pathway tariff in due course and 
GHNHSFT has been undertaking data collection to enable a ‘shadow’ period of 
modeling the impact of moving to the new tariff to take place. However the data 
collection process has raised queries about interpretation of the national framework 
for standard, intermediate and intensive cases as the activity profile that was more 
complex than the national average. Further work is underway to explore these 
issues. 
 
There is no reconciliation between the investment in services and the outcomes or 
experience of the family because of the nature of the current contract. There are also 
no incentives for innovation, integration and partnership working.  
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The review has found that current contractual and service monitoring arrangements 
are not fully aligned or robust enough to drive improvements in outcomes. Discussion 
throughout the project has consistently focused minds on the inevitable need for 
multi-disciplinary and multi-agency working if we are to be successful in tackling 
entrenched lifestyle behaviours and achieving improvement in outcomes. 
 
Notwithstanding the new maternity pathway tariff, longer term a new approach to 
commissioning maternity services is required which shifts from activity to outcomes; 
from episodic, fragmented care to a co-ordinated whole system approach.  
 
Nationally outcomes based commissioning is seen as a way to drive a new 
commissioning model; aligning incentives across the care economy to create an 
environment where providers must collaborate and innovate to deliver outcomes 
focused, integrated care which provides value for money. It is accepted though that 
moving to an outcomes based contract is a complex process and has to be a long-
term goal.  
 
The ideal is to develop an outcomes based contract that: 

    Is based on working with women and families to develop meaningful 
outcomes. 

  Increases clinical engagement in innovation and service design and 
improving the use of evidence and information. 

  Places greater emphasis on prevention with incentives to work in partnership 

  Removes disincentives, both financial and managerial  

  Removes barriers for change, innovation and integration 

  Incentivises ownership of outcomes even before pregnancy and up to a year 
after the baby is born 

 
As a first step, as part of the project, an outcomes monitoring framework was tested 
with stakeholders at the launch event. There was positive support for such a 
development. The draft outcomes monitoring framework is to be further refined with 
the Maternity Services liaison Committee. It is then proposed that the outcomes 
framework is piloted with a view to being incorporated in contract specifications and 
contract monitoring.  
 
Looking to the longer term, it is recommended that discussion takes place between 
the CCG and Gloucestershire County Council regarding the potential to move to 
outcomes based contracting across the whole maternity pathway.  
 
See Appendix 8 for draft maternity outcomes framework 

Findings: 

 There is no direct connection made between the investment in services and 
the outcomes or experience of the family because the nature of the current 
block contract does not allow it. 

 The review has found that current contractual and service monitoring 
arrangements are not fully aligned or robust enough to drive improvements in 
outcomes. 

 An outcomes framework should be developed and piloted with a view to 
being incorporated in contract specifications and contract monitoring.  

 It is recommended that discussion takes place between the CCG and 
Gloucestershire County Council regarding the potential to move to outcomes 
based contracting for maternity services in the longer term. 
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17. Recommendations 
 
The purpose of this pathway review was to assess whether current services were 
aligned with delivery of, the CCG’s commissioning intentions, the Health and 
Wellbeing Strategy and the Early Years Strategic Commissioning Framework.  
 
These intentions require services to achieve the following:  

• Address health inequalities 
• Increase normal births 
• Increase the proportion of midwife led care and birth 
• Reduce the impact of complications in maternity care  
• Ensure services are provided in community locations and environments 

as far as possible 
• Reduce rates of obesity and smoking 
• Improve mental health 
• Increase rates of breastfeeding 
• Help babies achieve a healthy start in life through early intervention 
• Improve integration of early years services 

 
In addition the expectation was that the work on the project would also enable NHS 
Gloucestershire CCG to better understand the profile of activity across the maternity 
service and provide assurance that current services and pathways were in line with 
best practice. 
 
The review has found that in the majority of respects current services are in line with 
best practice and the quality of the service is generally high. Gloucestershire 
performs well in comparison to other English counties in achievement of a number of 
important outcomes, such as low birth weight, breast-feeding at 6-8 weeks and infant 
mortality. The county has high rates of maternal satisfaction, high rates of  
midwife-led births compared to the national average (29% compared to a national 
figure of 13%), and is in the unusual position of being able to offer women choice of 
two MLUs and an AMLU. A number of areas of good practice and positive 
performance through benchmarking have been identified and set out in the report.  
 
The review has identified that progress has been made in recent years with reducing 
health inequalities and improving outcomes. However benchmarking indicates there 
is room for improvement and significant inequalities in outcomes persist within the 
county. 
 
In answer to the fundamental question whether current services are aligned with 
delivery of the CCG’s commissioning intentions, the Health and Wellbeing Strategy 
and the Early Years Strategic Commissioning Framework, the conclusion of the 
review is that there is scope for improvement in both commissioning and provision of 
services.  
 
The major issues are: 

 The current commissioning system across the pathway from pre-conceptual 
care to early years is not sufficiently integrated to deliver maximum impact on 
outcomes 

 Current contracts do not align incentives across the pathway to create an 
environment where providers must collaborate and innovate to deliver 
outcomes focused, integrated care, which provides value for money. 

 A new approach to commissioning maternity services is required which shifts 
from activity to outcomes; from episodic, fragmented care to a co-ordinated 
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whole system approach, across all commissioners who are responsible for 
the pathway. 

 Services and resources are not effectively targeted to the areas of greatest 
need. There is insufficient emphasis on early intervention, and the needs of 
vulnerable and disadvantaged women to achieve maximum impact on 
outcomes. 

 Services and pathways are not integrated across providers to the extent 
necessary to achieve maximum impact on outcomes or effective use of 
resources 

 In areas of high need, or experiencing the greatest inequalities in outcomes, 
service planning does not take place at a sufficiently local level with the depth 
of patient and community engagement necessary to ensure services are 
effective in improving outcomes 

 The wider role of midwives in health improvement could be further developed 
in line with Midwifery 202061. 
 

In order to address the findings in the report the following high-level strategic 
recommendations are made: 
 
 

1. Achieve a focus on improving outcomes, integrating services and ensuring 
vulnerable and at risk women are supported more effectively across the 
whole pathway from pre-conception to early years by integrating the 
commissioning and provision of services across the CCG, local authority, 
(including public health) and NHS England. 

 
 

2. Maternity services should be given a higher profile in NHS Gloucestershire 
CCG’s  performance monitoring processes given the significant opportunities 
this service provides to achieve overall CCG priorities; including in health 
inequalities, obesity, mental health, long term conditions and emergency 
admissions. 

                                                        
61 Midwifery 2020: Delivering expectations Department of Health 2010 

Guidance from the NHS Commissioning Board – Commissioning Maternity Services - A 
resource pack to support CCGs – July 2012 
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It is recommended that the following specific issues are taken forward to support implementation of the high level strategic recommendations. 
These proposals are linked to the detailed findings from the review and the suggestions and innovations proposed by participants at the 9 
workshops held during the project set out in Appendix 3: 
 
Women with vulnerability and complex social factors 

 Recommendation Impact Responsible Manager Milestone/ 
Implementation 

Date 

SHORT TERM 

1.  A formal action plan should be developed and agreed 
between NHS Gloucestershire CCG and GHNHSFT 
addressing the findings from the 

 RCOG report (2013),  

 National Audit Office report (2013) 

 caesarian sections audit undertaken as part of the 
pathway project,  

to include plan to increase normal birth 

Optimal quality of 
service provision 
and outcomes for 
women and babies. 

 Lead Obstetrician 
for Governance 

 Divisional Director 
of Operations 

 

October 2014 

2.  Consultation should be undertaken on implementation of the 
proposed outcomes based commissioning framework set out 
in Appendix 8 

Outcomes are 
agreed with 
stakeholders 
including women 
and families. 

Senior Commissioning 
Manager 

October 2014 

3.  Review translation services for both planned and 
unscheduled care 

 Audit of utilization of translation service when English is 
not the first language 

Optimal quality of 
service provision 
and outcomes for 
women and babies. 

Quality Lead GHNSFT 
 

October 2014 

4.  Provision of information for women relating to pregnancy, 
birth and postnatal care needs to be reviewed to  

 Identify the format women find most accessible and user 
friendly eg on-line, website  

 Identify sources of information in different languages 

Advice available for 
women – reduce 
calls to triage. 

 Head of Midwifery 

 Assistant Director of 
Midwifery. 

November 2014 
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5.  The CCG should consider the business cases to enable 
compliance with NICE guidance on: 

 Early pregnancy assessment service for women at 6-7 
weeks gestation  
 

Compliance with 
NICE guidance 

 Senior 
Commissioning 
Managers, Planned 
Care and Maternity 

 
December 2014 

 

 Glucose tolerance testing (GTT) for women with a BMI 
30- 34.99 

Compliance with 
NICE guidance 

Senior Commissioning 
Managers, Planned 
Care and Maternity 

 
December 2014 

 

6.  A review be undertaken assessing the reasons for variations 
in the rate of home births, including the decision making 
process for women with a formal action plan developed and 
agreed between NHS Gloucestershire CCG and GHNHSFT  
 

Equity of service 
provision 

 Assistant Director 
Midwifery 

 Senior 
Commissioning 
Manager  

December 2014 

7.  Agreement is reached on whether a woman’s first 
appointment at a hospital with a midwife is recorded as such 
or is recorded as a follow up.  

Data quality  Head of Information 
CCG/GHNHSFT 

December 2014 

8.  As a matter of priority GHNHSFT and GSC should make 
changes to improve midwife to health visitor handover. 

Facilitate 
communication and 
joint working 

 Community 
Midwifery Manager, 
GHNHSFT 

December 2014 

MEDIUM TERM 

9.  The service principles developed as part of the review should 
be adopted as part of the Early Years Commissioning 
Strategy as a guide to shaping services in future 

Early Years 
Commissioning 
Strategy Review 

Joint Commissioner  March 2015  

10.  Further analysis of consultant clinics is undertaken in order to 
understand why the number of first appointments is higher 
than expected. Audit of referrals 

Right person, right 
place. 

 Head of Information 
CCG 

 Head of Information 
GHNHSFT 

December 2014 

11.  Agreement should be reached between NHS Gloucestershire 
CCG, GHNHSFT and GCS on the introduction of the 
enhanced MW and HV service and HV involvement in 
antenatal care as described in contract specifications 

Improved antenatal 
education and 
integration of 
services. 

 Senior 
Commissioning 
Manager 

March 2015 
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12.  Review pathways for healthy lifestyles during and after 
pregnancy (including early years services) to include nutrition, 
physical activity, weight management, stopping smoking and 
drinking alcohol within safe limits 

Improved links 
between community 
and hospital 
services to ensure 
options for advice re 
eating, exercise and 
weight loss are 
maximized. 

 Lead Commissioner 
Healthy Lifestyles 
GCC 

 Senior 
Commissioning 

 Manager/Assistant 
Director of 
Midwifery 

Review potential for 
specialist role within 

midwifery and 
develop partnership 

work out into the 
community March 

2015 

13.  A proposal for alignment of maternity, health visiting and 
children’s centre catchment areas should be developed and 
consulted upon 
 Link midwives should be identified to work with each 
Children’s Centre and a formal action plan developed to 
achieve improvements in partnership working for each 
locality. 

Facilitate 
communication and 
joint working. 

 Community 
Midwifery Manager  

 Deputy General 
Manager GCS 

March 2015 

14.  Further work is undertaken to ascertain compliance with local 
(and national) pathways for miscarriage and associated 
procedures and to better understand the increased activity for 
the elective procedure ‘Vacuum aspiration with cannula less 
than 14 weeks’. 

Understanding of 
activity 

 Information Lead 
CCG 

 Specialty Director 
GHNSFT 

 Consultant Nurse 
GHNHSFT 

March 2015 

15.  GHNHSFT should take action to improve data quality for 

 maternity pathway payment 

 national HES data 

 KPIs. 
 

Improve data quality  Divisional Director of 
Operations 

March 2015 
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16.  Establish mechanisms for identifying women who are 
planning to have a baby, or may become pregnant, and 
signposting them to sources of information and support 
around a healthy lifestyle and positive mental health [pre-
conceptual nutrition, weight management, stopping smoking, 
drinking alcohol within safe limits etc], also considering the 
needs of vulnerable women, who might need a higher level of 
support’. 

Encourage uptake of 
healthy lifestyle 
choices and 
supplements prior to 
pregnancy. 
 

 GP Lead 

 Senior 
Commissioning 
Manager 

 Lead 
Commissioner 
Healthy 
Lifestyles and 
Outcomes 
Manager GCC 

 

April 2015 

17.  A revised pathway for unscheduled antenatal care should be 
implemented as set out in section 11.2 including 

 Arrangements for robust telephone triage 

Right person, right 
place. 

 Assistant Director of 
Midwifery 

 Senior 
Commissioning 
Manager 

April 2015 

 Review of where initial assessment in labour takes place Right person, right 
place. 

 Delivery Suite 
Midwifery Manager 

 Community 
Midwifery Manager 

April 2015 

 Right time right person, right place review Right person, right 
place. 

 CCG GP Lead 

 Specialty Director 
 

April 2015 

18.   Agreement of future policy for translation services Optimal quality of 
service provision 
and outcomes for 
women and babies. 

 Divisional Director 
of Nursing and 
Midwifery 

April 2015 

LONG TERM 
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19.  Agree a payment mechanism which reflects the new service 
model and the outcomes to be achieved. This will begin with 
an assessment of the existing service model against current 
tariffs. 
 

Clear payment 
mechanism. 

 Finance and 
Information Leads 
GHNHSFT/CCG 

June 2015 

20. f Review against best practice and benchmarking targeted 
support to improve breastfeeding rates to include 
 

 Babies admitted to NNU  
 

Improve 
breastfeeding rates 

 Neonatal Matron 

 Infant feeding 
adviser 

 

June 2015 

 Initiation learning lessons from elsewhere eg Hackney  Improve 
breastfeeding rates 

 Infant feeding 
adviser 

 Public Health 
Outcomes Manager 

21. k Review of Maternity Support worker role :MSWs  - time to 
care and MSWs in the community 

Use of skill mix and 
resources 

 Assistant Director of 
Midwifery 

June 2015 

22. m Scoping use of specialist midwives in releasing consultant 
time in antenatal clinics 

use of skill mix and 
resources 

 Divisional Director 
of Operations 

 Project Manager, 
QIPP Delivery, 
GHNHSFT 

June 2015 
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23.  Perinatal mental health 

 The profile of perinatal mental health needs to be raised 
because of the devastating long term consequences for 
children and families. An equitable integrated perinatal 
specialist mental health service should be established 
including specialist maternity, infant and adult mental health 
support. 
 
Continue to improve liaison between mental health, maternity, 
health visiting and primary care services at an operational 
and strategic level 
  

 Improved outcomes 
for women and 
babies.  

Gloucestershire 
Perinatal Maternal and 
Infant mental health 
network 

June 2015 
Consensus on way 
forward  
 

24.  The CCG and local authority should support the further 
development of the information sharing agreements to enable 
maternity services to notify children’s centres of all new 
pregnancies 

Children Centres 
can contact and 
begin working with 
vulnerable families 
in pregnancy. 

 Lead for Quality 
GHNHSFT 

 Community 
Midwifery Manager 

 

July 2015 

25.  Looking to the longer term, it is recommended that discussion 
takes place between the CCG and Gloucestershire County 
Council regarding the potential to move to outcomes based 
contracting across the whole maternity and early years 
pathway. 
 
 A system of levers and incentives will be used to encourage 
providers to work together with a more robust and integrated 
contract performance monitoring and management process 
being developed across the early years services 

Integrated service 
delivery and 
outcomes based 
focus 

 Joint Commissioner 
 
 
 
 
 
 

January 2016 

Ongoing 

26.  Commissioning and provision of services in future must be 
based on a rolling programme of more sophisticated analysis 
of needs and outcomes in order to be effective in improving 
outcomes and reducing inequalities.  

Information 
Lead/Public Health 
 
 

Repeat 2017 Three 
yearly update of health 
needs analysis  
 

Ongoing 
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This includes developing a much more detailed and sensitive 
approach to service planning and commissioning, based on 
in-depth community engagement in targeted areas of high 
need/poor outcomes and with hard to reach groups. 

Senior 
Commissioning 
Manager/Assistant 
Director Midwifery 

2015 Locality project in 
Gloucester city- 
changes to service 
piloted 

27.  GHNHSFT agree any changes to clinic codes with 
commissioners to understand service provision and 
pathways. 

Understand services 
being provided 

 Director of 
Operations Women 
and Children 
Division 

 Senior 
Commissioning 
Manager 

Ongoing 

VULNERABLE AND AT RISK WOMEN  
SHORT TERM 

28.   The evaluation of the midwifery group practice to inform 
future service delivery for vulnerable women. 

 

Enhanced service 
provision for women 
that have greater 
needs. 

 Senior Commissioning 
Manager 

 Assistant Director of 
Midwifery 

August 2014 

29.   Service model for vulnerability factors to be developed 
and incorporated into a specification with clear outcomes. 
There should be a community midwifery caseload review 
against Identified social factors/vulnerability factors. 

Enhanced service 
provision for women 
that have greater 
needs. 

 Assistant Director of 
Midwifery 

 Senior Commissioning 
Manager 

December 2014 

MEDIUM TERM 

30.   New integrated care pathways should be developed for 
women with risk factors that indicate they are vulnerable 
or at risk. This should ensure that monitoring of the 
intermediate and intensive pathway payment can take 
place. 

Enhanced service 
provision for women 
that have greater 
needs. 

Divisional Director of 
Nursing and Midwifery, 
GHNHSFT 

March 2015 
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31.   Scoping for a pilot of ‘Centering’ in Gloucester City is 
undertaken linked to vulnerable women especially in 
areas of social deprivation.  The impact of this should be 
tested. 

Enhanced service 
provision for women 
that have greater 
needs. 

 Assistant Director of 
Midwifery 

 Senior Commissioning 
Manager 

September 2015 

LONG TERM 

32.   Data on vulnerability and social rick factors should be 
routinely used in future to match resources to need. 

Enhanced service 
provision for women 
that have greater 
needs. 

 Lead for Quality 
GHNHSFT 

September 2015 
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Taking forward these recommendations will enable the Gloucestershire CCG and 
Gloucestershire County Council to accelerate progress with delivery of strategy 
objectives and commissioning intentions.  
 
Undertaking this review and implementing these recommendations also supports 
delivery of the benefits expected by NHS England as a result of the introduction of 
the maternity pathway tariff given that it has resulted in: 

 A proposal for the introduction of local outcome, quality and patient experience 
measures against which commissioners will judge providers                                                                                                                                                                                                                       

 Identification of priority areas for service improvement                                                                                                                                                                                                                                                                                                                                                    

 Proposals for improving pro-active care to prevent avoidable costly 
unscheduled care  

 An understanding of underlying factors and characteristics to support 
development of strategies to improve the health of the local population and 
reduce the impact of complications in maternity care over time. 

 
 
 
 
 
 
Report authors: 
Helen Ford 
Michelle Poole 
Fiona Wood 
 
14-07-14 
 
 
 

 
 
 



 

Page 1 of 3 
 

 

 
 

Agenda Item 11   

Governing Body 

Governing Body 
Meeting Date 

Thursday 27th November 2014 

Title Transforming Inpatient Care for People with 
Learning Disabilities (PwLD) and providing 
community based support for People with 
Learning Disabilities who Challenge  

Executive Summary This report aims to provide the Governing 
Body with information and assurance around 
the current programme of service re-design 
associated with the provision of in-patient 
(Assessment and Treatment) Services within 
Gloucestershire for People with a Learning 
Disability provided by 2Gether NHSFT 
 
This report sets out how the Learning Disability 
Joint Commissioning Team proposes to reduce 
demand for In-patient beds and transform the 
way we currently deliver In-patient services 
within our community.  
One of the key aims of our redesigned service 
is to ensure we have a service located in the 
heart of a community. Thus ensuring people do 
not lose their independent living skills and 
maintain their community presence. This also 
enables people to access the local community 
on a daily basis and assists in developing a 
more accurate picture of risk as people 
prepare for discharge.  
 
We believe the model we propose should meet 
our need for In-patient beds given the 
additional investments we have made in 
commissioning a Learning Disability Intensive 
Support Team (LDISS).  The LDISS and all of 
the other jointly commissioned community 
based services to enable people to be both 
supported (and when required) assessed and 
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treated within their own homes.  

Key Issues 
 

The transformation of In-patient care services 
is an integral part of the overarching 
Gloucestershire wide Learning Disabilities 
Joint Challenging Behaviour Strategy. 
 
The key elements of the strategy are: 

 A collaborative consultation and 
development process, which has 
continued throughout each element of 
the Strategy 

 A Strategy implemented in response to 
the Transforming Care: A National 
Response to Winterbourne View; which 
also reflects subsequent guidance and 
legislation 

 Commitment to increased support in the 
community demonstrated by reducing the 
number of in-patient places in 
assessment and treatment units 

 A focus on prevention by addressing 
behaviours which challenge services 
while they are still low-level and/ or 
during childhood 

 A training programme for both providers 
and family carers to ensure consistency 
of Positive Behaviour Support 

 Information presented in a range of 
formats to ensure accessibility through 
the County 

 Continued reflection, learning and 
development to ensure that the Strategy 
meets the adapting needs of individuals 
within Gloucestershire. 

Risk Issues: 
Original Risk 
Residual Risk 

 
None 
 

Financial Impact Resource requirements  
The cost of the new service would be £2,093.7 
per annum. This falls within the current 
allocated budget of £2,756.2 for inpatient 
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services we currently commission.  

Legal Issues 
(including NHS 
Constitution)  

 
None 

Impact on Health 
Inequalities 

The transformation programme for inpatient 
care will likely have a positive impact on health 
inequalities by addressing the needs of people 
in crisis by delivering a more person centred 
service based on the single apartment design 
of its assessment and treatment service. 

Impact on Equality 
and Diversity 

The Equalities Act protects people from 
discrimination because of certain 
characteristics such as gender, age or 
disability. 

Impact on 
Sustainable 
Development 

N/A 

Patient and Public 
Involvement 

Gloucestershire Voices, Gloucestershire 
Carers and Learning Disability Partnership 
Board for part of the Programme Board for 
review of Assessment and Treatment services.  
 
Gloucestershire Voices and Gloucestershire 
carers had held a series of focus groups 
throughout Gloucestershire to gather the views 
of services users and families accessing the 
service.  

Recommendation The Governing Body is asked Support the 
proposed relocation and transformation of 
Learning Disability Assessment and Treatment 
services. 

Author Martin Ayres  

Designation Senior Commissioning Manager -Learning 
Disabilities 

Sponsoring Director 
(if not author) 
 
 
 

Mark Walkingshaw 
Deputy Accountable Officer/Director of 
Commissioning Implementaion 
Cath Leech 
Chief Finance Officer 

 

 



 
 

 
 
 

Agenda Item 11 
 

CCG Governing Body 
 

27th November 2014 
 

Transforming Inpatient Care for People with Learning Disabilities 
(PwLD) and providing community based support for People with 

Learning Disabilities who Challenge Services 
 
 

1.  National Background 
 

1.1 The NHS was traditionally the main provider of services for 
People with a Learning Disability (PwLD), in line with the then 
accepted ‘policy’ of long term hospitalisation for anyone with a 
Learning Disability who could not live at home.  This began to 
change in the 1970s.  It has been increasingly, quite rightly, 
emphasised that PwLD should be supported to live lives like any 
other citizen, including access to education, employment, other 
day time occupation, housing, and leisure.  Over the past few 
decades Local Authorities have increasingly taken the lead role 
in the provision and commissioning of such services.  The NHS 
has increasingly focussed on the commissioning and provision of 
mainstream and specialist health services for PwLD.  

 
1.2 There is a long history of joint commissioning associated with the 

field of Learning Disabilities within Gloucestershire and our 
current service ‘roots’ can be seen to stem from the 
Government’s White Paper, ‘Valuing People – A New Strategy 
for Learning Disability for 21st Century’, (2001), which set down 
its explicit objective to ‘promote holistic services for people with 
Learning Disabilities through effective partnerships between all 
relevant local agencies in the commissioning and delivery of 
services’. 

 
1.3 In 2007, Government initiated a review of Valuing People.  The 

consultation document, Valuing People Now: From Progress to 
Transformation (2007) proposed the transfer of Learning 
Disability commissioning and funding from, as was then, Primary 
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Care Trusts (PCTs) to Local Government from April 2009.  This 
transfer was based on existing spend in 2007/08. The 
appropriate amounts identified for transfer needed to be agreed 
by the local authorities and PCTs. The transfers were being 
made using arrangements under Section 256/7 or Section 75 of 
the NHS Act 2013. 

 
1.4 Following the consultation, as identified, above the government 

published, ‘Valuing People Now’ (2008).  One of the main thrusts 
of this strategy was the strengthened role and lead 
responsibilities for Local Authorities as the lead agency in 
delivering the goals set out in Valuing People Now.  This role 
was to be strengthened when funding for commissioning was 
transferred from the NHS to the Local Authority.  The change 
enabled the NHS in the form of PCTs, and more recently CCGs, 
to focus on their primary responsibility for meeting health needs 
of individuals with Learning Disabilities. 

 
1.5 The NHS retained commissioning and funding responsibility for 

the following: 
 

 Specialist learning disability health services 
 Forensic services 
 NHS Continuing Healthcare 
 Mainstream healthcare 

 
1.6 The benefits of the above transfer, both funding and 

responsibility, were also reiterated in other White Papers such as 
our, Our Health, Our Care, Our Say (2006) and in addition 
further responsibilities were identified.  These were; 

 
 Improved quality of life, economic well-being and enabling 

people with a Learning Disability to make a positive 
contribution – by the Local Authority, as the lead agency 
responsible for these issues, having direct access to and 
control over all social care funding to support this; 

 Choice and control and independent living – by Local 
Authorities commissioning all social care services. Local 
Authorities have the legal and policy framework to maximise 
choice and control for people with learning disabilities; 

 Improved health and emotional well-being – by, for example, 
enabling PCTs and  more latterly CCGs to focus more clearly 
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on commissioning high quality inclusive mainstream and 
specialist health services for adults with Learning Disabilities; 

 Efficiency and value for money – by removing duplication of 
effort and the administrative and bureaucratic obstacles 
around the annual transfer of funding associated with 
negotiations that took place locally in most areas. 

 
1.7 In terms of legislation the Health Act 1999 provided an enabling 

framework so that money could be pooled between health 
bodies and health related local authority services, and resources 
and management structures could be integrated.  The 
arrangements allowed pooled budgets and the joining up of 
commissioning for existing and new services and similarly for the 
development of provider arrangements.  The arrangements were 
commonly referred to as Section 31 Health Act flexibilities. 
Section 31 of the Health Act 1999 was subsequently repealed 
and replaced by Section 75 of the National Health Service Act 
2006, which consolidated NHS legislation and more latterly by 
Section 256 powers revised in 2013. 

 
2.  Our Local Situation – Previous Learning Disability  Joint 

 Commissioning Strategy 
 

2.1 The previous strategy for Learning Disability services in 
Gloucestershire was designed to run from 2004 to 2009. It 
needed to be refreshed in the light of all the changes that have 
been triggered by government policy, changes in the 
expectations of local people and the improvements in services 
that the previous strategy had brought about.  Within that 
strategy there were, of course, many required changes but 
perhaps the most significant were; 
 
 Much better ways of helping people who use services to get 

involved in planning changes, through locality groups and 
elected representatives. 

 A review of day services leading to the creation of the Adult 
Opportunities Centres, better employment chances and 
better inclusion in ordinary services. 

 The closure of the last NHS campus (Hollybrook) 
 A fair transfer of NHS funded services to the County Council. 
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In 2008 ‘Health Care for All’ was published in response to the serious 
cases of neglect and poor health care that were taken to the NHS 
Ombudsman for adjudication on the responsibilities of the NHS in 
delivering good quality health care to people with Learning 
Disabilities. 

 
Thus, in addition to our shared endeavours and the specific plans 
and proposals identified in our previous Joint Commissioning 
Strategy there are additional requirements placed on the Health 
Service with regards to the health of People with Learning 
Disabilities.  These were requirements triggered by the ‘Health Care 
for All’ report and were rigorously performance managed by the 
previous Strategic Health Authority.  The top priorities in Learning 
Disability services from the SHA were, in broad terms: 

 
 Close hospital campus provision by 2010 

 Ensure people with Learning Disabilities can use the same 
health services as everyone else and achieve the same 
health outcomes  

 People with Learning Disabilities should be safe in NHS 
services  

 Achieve the goals in Valuing People Now  

 Complete a Health Self-Assessment of readiness in light of 
Ombudsman Report  

 
3.  Our Local Situation – Current  Learning Disability Joint 

 Commissioning Strategy 
 

 The shared commissioning strategy identified above was more 
 recently replaced with our current five year Joint Commissioning 
 Strategy called the ‘Big Plan,’ which was launched after extensive 
 consultation in 2010. 
 
 The key elements of our current strategy, whilst building on 
 previous work, reiterates our shared commitment to working 
 together to improve the quality of life for all Gloucestershire people.  
 The goals of the Big Plan are that services;  

 
 Be easily accessible with good and clear information, advice 

and support available for everyone. 
 Support people in deciding on how they live their lives. 
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 Promote long-term wellbeing and independence to enable 
people to stay in their own homes. 

 Be coordinated, flexible and readily available when help is 
needed. 

 Be of good quality and offer a wider range of options so that 
people have a better quality of life. 

 Focus on recovery and seek out all opportunities to enable 
people to regain their independence. 

 Offer more choice and control for people over the support 
they need and their spending. 

 Using the Partnership Board as a key governance body in 
orchestrating the appropriate introduction of Putting People 
First initiatives 

 Working as active community leaders with our partners and 
communities. 

 Developing active participation by service users and carers in 
the planning and development of solutions that meet their 
needs. 

 Ensuring with our partners that vulnerable people are safe 
and protected from abuse. 

 Supporting and training staff to encourage and promote an 
enabling approach in their work. 

 Actively managing risks with individuals so they are able to 
exercise choice and control and be kept safe. 

 

4.  Current Joint Commissioning Arrangements for Learning 
 Disabilities In Gloucestershire  

 Our Learning Disability services operate as a joined up programme 
 of jointly commissioning services which has been recognised as 
 good practice nationally.  Whilst the social care and health 
 components are operationally delivered separately there is 
 considerable work to continue to maintain and forge ahead via 
 meaningful relationships at the delivery level.  Some of the recent 
 highlights of the programme are listed below. 

 Employment: The number of people with a learning disability in 
paid employment has doubled in the past year.  From a low in 
2012 of 5.9%, the percentage of people in work now stands at 
14%.  This is double the national average.  These are better 
outcomes for social care, better outcomes for health 
(economic/social determinants of health) and most of all better 
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outcomes for people with a learning disability out there working.  
Recognition for this work was highlighted by Gloucestershire 
being chosen as a twin site for Sweden to share best practices. 

 
  Quality Assurance: The quality work of GCC/CCG was 

recognised by being publicly acknowledged by Minister Lamb 
(Minister of State at the Department of Health) as one of the 6 
best practices following Winterbourne View.  Over 800 people with 
a Learning Disability have had their care quality reviewed and all 
people placed out of county have had their care monitored within 
the last year. 

 
 Seeking further Efficiencies: Our Learning Disability Joint 

Commissioning Team continues to work on ensuring the 
successful culmination of Quality, Innovation Productivity and 
Prevention (QIPP) targets on behalf of the CCG and Meeting the 
Challenge (MtC) targets on behalf of Gloucesterh County Council.  
The success in this area was recently acknowledged by the Local 
Government Association.  Dr. Paula Black’s paper entitled ‘What 
Councils need to know about people with a Learning Disability’ 
cited Gloucestershire as a best practice site for its search for 
efficiency savings.(January 2014) 

 
 Partnership Working: Throughout these initiatives partnership 

working is front and centre. LD has an active Partnership Board 
and an active Programme Board under the respective chairing of 
Jan Marriott and Dr Martin Gibbs.  Relationships in the community 
are maintained with many groups including, Kingfisher church, 
St.George’s and St.Vincent’s and many others.  A joint Providers 
Forum is regularly held where there are circa 65 providers in 
attendance. 

 
 Work with User/Patient Led services: Gloucestershire Voices 

was a product of community capacity building initiatives by the 
Learning Disablity Partnership (LDP) and now provides many 
aspects of peer support for people with a Learning Disability.  
PING, a user lead group of people with Physical Disabilities, was 
also generated from the LDP to assist with its quality checking 
work. Focus groups and consultative approaches are also 
followed in relation to work undertaken. 
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 Challenging Behaviour:  More than 50 statutory, voluntary 
sector and care provider organisations working with people with 
Learning Disabilities met in April of this year to sign the 
Gloucestershire Challenging Behaviour Concordat.  The 
Concordat gives Gloucestershire's vision and commitment for 
children and adults with learning disabilities and challenging 
behaviour.  Our Concordat provides us with a big step forward in 
making Gloucestershire a more inclusive county for people with 
Learning Disabilities.  The Winterbourne Enquiry led to a 
nationally driven Concordat across the sector and Gloucestershire 
was the first authority in the country to have agreed its own.  
Following the national lead, it signifies commitment and dedication 
to work together to achieve the Concordat's extremely important 
shared objectives.  The aim is to build a supportive system for 
children, young people, adults, their families and their service 
providers to work preventatively and manage escalation of 
behaviour which could lead to hospital admissions, specialist 
services or the person being excluded from their community. 

 
5.  National Policy and Guidance on services for people who 

 display Behaviour that Challenge Services 

 Recent reports, [notably Valuing People (2009), Mansell (2009), 
 Winterbourne (2012), Positive and Proactive Care (2014) and 
 locally The Big Plan (2012) have challenged Learning Disability 
 services to develop alternative approaches to managing people 
 who challenge services.  

 The national reports include the following key points: 
 

 Assessment and Treatment Units as they are currently set up 
are outdated. 

 Commissioners should stop using services that are too large 
to provide individualised support. 

 People should not be in placements where they are far from 
home and unable to maintain and build sustainable 
relationships and support systems in their own communities. 

 A preventative and strategic approach should be taken across 
Health and Social care. This should span children and adult 
services to support people with challenging behaviour.  The 
focus needs to be on helping to manage people’s behaviours 
within their own homes and avoid the need for hospital 
admissions or use of specialist services. 
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 People should not be discriminated against when it comes to 
accessing mainstream services. 

 The use of Positive Behaviour Support is advocated. 
 

The national reports also make the following recommendations: 
 

 Commission smaller local inpatient services. 
 Make better use of mental health services with the right 

reasonable adjustments. 
 Design community services in line with best practice. 
 Provide assertive outreach, as well as 24 hour crisis resolution 

support services. 
 Provide place of safety / crisis beds to give people with a 

temporary place to go. 
 

 Our Challenging Behaviour Strategy is a response to these 
 challenges.  In responding to the challenges set by Mansell and 
 Winterbourne, this report sets out how the Learning Disability Joint 
 Commissioning Team propose to reduce demand for inpatient 
 beds and transform the way we currently deliver inpatient services.  

6.  Gloucestershire’s Challenging Behaviour Strategy 

 As identified above earlier this year GCCG and GCC signed a 
 Challenging Behaviour Concordat this Concordat is based our co-
 produced Challenging Behaviour Strategy. 

 The transformation of Inpatient Care services is an integral part of 
 the Challenging Behaviour Strategy. 

 The key elements of the Strategy are: 

 A collaborative consultation and development process, which 
has continued throughout each element of the Strategy. 

 A Strategy implemented in response to the Transforming Care: 
A National Response to Winterbourne View; which also 
reflects subsequent guidance and legislation. 

 Commitment to increased support in the community 
demonstrated by reducing the number of In-patient places in 
Assessment and Treatment Units. 

 A focus on prevention by addressing behaviours which 
challenge services while they are still low-level and / or during 
childhood. 
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 A training programme for both providers and family carers to 
ensure consistency of Positive Behaviour Support. 

 Information presented in a range of formats to ensure 
accessibility through the County. 

 Continued reflection, learning and development to ensure that 
the Strategy meets the adapting needs of individuals within 
Gloucestershire.  

 

The other commissioned elements of the strategy include: 

 A Gloucestershire Concordat, which brings together providers, 
families, user-led organisations and professionals in a shared 
commitment for change and improvement for children and adults 
with Learning Disabilities and challenging behaviour.  
 

 The Learning Disability Intensive Support Service (LDISS) 
which provides intensive support to children and adults whose 
behaviours would previously have resulted in hospital admission or 
out of county placements.  The service has the capacity to offer 
support 24 hours, 7 days a week. The service also acts as 
gatekeepers to our assessment and treatment service to ensure all 
other options have been exhausted, prior to an admission being 
agreed.  
 

 An Early Intervention programme to children and young people 
aged 0 – 25 who are experiencing challenging behaviour but are 
not yet reaching crisis.  Gloucestershire has been proactive in its 
response to the Children and Families Act 2014, and the 
subsequent Code of Practice published jointly by the Department 
of Health and Department of Education.  The legislation introduces 
changes to processes including the need for support to be 0 - 25, 
co-produced between families and agencies, and to centre on early 
intervention.  This team will also become part of Gloucestershire’s 
‘Local Offer’ which each Local Authority is obliged to present and 
must include provision they expect to be available across 
education, health and social care for children and young people in 
their area who have SEN or are disabled. 

 
 A comprehensive training programme within a Positive 

Behaviour Support framework (as recommended through national 
guidance and based on the identified best practice of Salford 
Council), which delivers one consistent training model across 
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Gloucestershire.  This training package has been developed with 
two leading providers in this area: Positive Response Training, led 
by Professor David Allen and a national charity called The 
Challenging Behaviour Foundation.  Training is available to 
providers and families and is available at a number of levels from 
foundation to advanced skills, depending on the level of expertise 
of the provider. 
 

 Support to families through a reference group, a family mentoring 
programme and family training.  Family feedback also directly 
feeds into the monthly Challenging Behaviour Working Group, 
which impacts the direction of the Strategy.  
 

 The establishment of a Community of Practice which brings 
together professionals and non-professionals from all organisations 
to develop and keep up with best practice.  The group is looking at 
issues such as understanding Positive Behaviour Support and 
developing consistent behaviour monitoring paperwork to be used 
in Gloucestershire by providers. The Community of Practice is 
jointly run by Providers of services in Gloucestershire, Family 
Carers, and Gloucestershire County Council and currently 
accommodates 75 representatives on a quarterly basis.  
 

 An Out of Area Board, chaired by the independent chair of the 
Learning Disability Partnership Board which provides a scrutiny 
and challenge function around the return home plans of individuals 
placed out of area by GCCG and GCC.  As it develops, this board 
will extend its’ remit to challenge all proposed out of county 
placements and look at the return home plans of children and 
young people and adults with physical disabilities, sensory 
disabilities and mental health issues. 
 

 Throughout all areas of the Strategy, the use of Positive 
Behaviour Support is advocated. This has been identified as best 
practice through legislation issued by the Department of Health, as 
well as the British Psychological Society’s Guidelines, Joint 
Guidelines of the Royal College of Psychiatrists, the British 
Psychological Society and the Royal College of Speech and 
Language Therapists.  Positive Behaviour Support is an evidence 
based method of working to improve the quality of life outcomes of 
those with Learning Disabilities and behavioural challenges. 
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 Children and Young Peoples Future Planning meetings – this 
is a joint initiative between Education, health and social care 
(Children and adult commissioning and operations) to accurately 
scope the number of children and young people with severe 
challenging behaviour within Gloucestershire, and those placed out 
of county.  This work will enable us to take a more strategic view as 
to what needs to be commissioned both now and in the future. 
 

 Priority Peoples’ meetings - there is a proposal put forward to 
JCPE for setting up Priority Peoples’ meetings.  This joint initiative 
aims to reduce the numbers of out of county placements and 
admissions to hospital by identifying and actively monitoring 
learning disabled people who are potentially at high risk of going 
into crisis, and agreeing action plan for managing people more 
effectively within their local community using least restrictive 
approaches.  

 

7.  Gloucestershire’s Challenging Behaviour Strategy- Early 
 Successes 

 
 Against the above context it is important to recognise the excellent 
 work done by our Learning Disabilities Joint Commissioning Team 
 and local Learning Disability services in meeting peoples complex 
 needs: 

 Bringing people back to Gloucestershire - we have brought ten 
people back from out of county and currently only have six 
people detained out of county in secure forensic provision. 

 Reducing the number of people requiring admission to our 
assessment and treatment service by 40-50% over the last 
two years. 

 

8.  National Best Practice Relocation and Redesign of 
 Assessment and Treatment Services for People with Learning 
 Disabilities who Challenge Services 

 

 Mansell and Winterbourne recommended that we move away from 
 commissioning large Assessment and Treatment services towards 
 providing smaller, more local services.  These national drivers, 
 along with our falling admission rates, provide us with an 
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 opportunity to provide assessment and treatment services in a 
 more innovative, person centred way. 
 
 We have long recognised that we struggle to assess people within 
 current  Assessment and Treatment services due to the artificial 
 nature of these environments, and the fact that these environments 
 are shared by other people with complex needs who are also in 
 crisis.  This has also made it difficult at times to deliver therapeutic 
 interventions required as part of a person’s treatment plan. 
 
 National guidance suggests that instead of offering a service that 
 has to be shared with others it would be preferable to provide 
 support within individualised ‘flats’. There is evidence to suggest 
 this reduces the levels of anxiety people often feel when being 
 admitted and allow us to carry out a more accurate assessment of 
 need.  The  personalised environment also proves less chaotic 
 allowing more therapeutic interventions to be  undertaken. 

 
 National guidance also suggests that any service for People with 
 Learning Disabilities should be located in the heart of a community. 
 This ensures people do not lose their independent living skills and 
 maintain their community presence.  This also enables people to 
 access the local community on a daily basis and assists in 
 developing  a more accurate picture of risk as people prepare for 
 discharge. 

 
8.1 Gloucestershire’s Challenging Behaviour Strategy - What 

We Currently Commission 

We currently commission an eight bedded Assessment and 
Treatment Service (Westridge) located at Stonehouse.  The unit 
is divided into two wings to provide separate accommodation for 
males and females detained under the Mental Health Act.  We 
also commission five beds from an eight bedded unit based in 
Stroud.  The unit is split into four flats comprising of two beds in 
each flat.  Both services are commissioned from 2gether NHS 
Foundation Trust. 

 

8.2 Gloucestershire’s Challenging Behaviour Strategy - Why 
what we currently commission does not meet our new 
strategy 

Westridge: 
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We feel the current service Westridge located at Stonehouse 
does not fit the future model of Assessment and Treatment 
provision, as recommended by Mansell or Winterbourne.  In 
essence the service at Westridge is: 

 built on the lines of a hospital environment containing two 
‘wards’ with no personal living space or access to amenities (in 
that living space) conducive to re-learning or acquiring self-
help skills. 

 The living space is shared with whoever is also detained/ 
placed in to the unit.  This shared accommodation can lead to 
the service not being fully utilised as often a single individual 
may require the whole space due to a risk to others and 
themselves. 

 Sometimes simply sharing the open space with others who are 
also experiencing a crisis can exacerbate an individual’s 
behaviours that challenge. 

 Westridge is in an extremely rural position with access only 
achieved by a long drive a private road and as such does not 
offer the opportunity for its residents to access ordinary 
community facilities. This can only be achieved by using the 
unit’s transport. 

 The location of Westridge is not on any direct bus route, thus it 
is more problematic for relatives who do not have access to 
their own car to visit. 

Hollybrook 

Hollybrook is an eight bedded unit based in Stroud, which was 
originally specified as a rehabilitation unit as well as a hospital 
campus.  The unit is split into four flats comprising of two beds in 
each flat.  Each flat has a living area, a kitchen and two ensuite 
bedrooms.  Hollybrook is well embedded in its community and 
does not have the appearance from the outside of being either 
an institution or indeed a campus hospital.  Amenities such as 
shops and leisure facilities are all within a short walk of the 
building thus enabling activities that support re-learning of 
independent living skills and rehabilitation programmes.  The 
proximity to the town centre makes it far more accessible to 
families using public transport and local residents in the area 
have long established links with the unit and the individual’s 
placed there. 
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9. Gloucestershire’s Challenging Behaviour Strategy- Relocation 
and Redesign of Assessment and Treatment Services from 
Westridge to Hollybrook 

 Our Learning Disabilities Joint Commissioning Team on behalf of 
 GCCG is currently in the process of redesigning our Assessment 
 and Treatment Service, in line with the Mansell report (2009), to 
 provide smaller, more person centred service to reflect local needs.  
 From the information gathered on bed stays, and further 
 investment in community provision to meet the needs of people in 
 crisis in their own homes, it has been identified that it is appropriate 
 to consider reducing the number of Assessment and Treatment 
 beds currently commissioned. 
 
 Fellow professionals working with Gloucestershire have been 
 saying that there is a need for place of safety/crisis beds which 
 would provide people with a temporary place to go when in crisis.  
 At the moment the only option we have for people in crisis is 
 admission to assessment and treatment beds. Having an 
 alternative option prevents unnecessary admissions and delayed 
 hospital discharges 
 
 To this end we will be seeking to relocate a proportion of the 
 current Assessment Treatment service at Westridge to the 
 Hollybrook site in Stroud.  We intend to redesign the service at 
 Hollybrook to provide us with two individual apartments for 
 Assessment and Treatment, along with one two bedroom 
 apartment to provide short term crisis support. 
 
 We will be commissioning two individual apartments on the 
 Hollybrook site to provide more person centred care to people 
 requiring detention under the Mental Health Act, and one two 
 person crisis apartment for people requiring a place of safety 
 during times of crisis.  This will be for people who do not require 
 detaining under the MHAct but require some time out from their 
 current circumstances. 
 
 We believe as we have now invested in a more community and 
 preventative based model of care and services such as our 
 Learning Disability Support Service (LDISS) the model we propose 
 will meet our need for inpatient beds.  The main thrust of the 
 additional investments we have made in commissioning an 
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 intensive support team is to enable people to be assessed and 
 treated within their own homes. 
 

 
10. Resource requirements 

 The recurrent costs of the proposed new service option are 
 £2,450k per annum.  This falls within the recurrent contractual 
 envelope of £2,756k for inpatient services we currently 
 commission.  The capital costs for refurbishment are being met by 
 the provider. 

11. Governance 

 Governance for this work will be integrated within wider 
 governance arrangements for the Challenging Behaviour Strategy.  
 These are: 

 Regular updates to the Joint Commissioning Partnership 
Executive & Joint Commissioning Partnership Board when 
appropriate.  Both committees take a role to monitor and 
oversee the successful implementation of the strategy. 

 Updates to the Health and Wellbeing Board in relation to 
progress against the Winterbourne Stocktake. 

 The project will be led by members of the Learning Disabilities 
 Joint Commissioning Team in partnership with 2gether NHS 
 Foundation Trust via an established Commissioning Strategy 
 Group.  The project  will also report regularly into the 
 Challenging Behaviour Working  Group (which is part of our 
 Learning Disabilities Partnership Board  engagement process) to 
 update all key stakeholders on progress. 

12. Engagement with People with Learning Disabilities, their 
 Families and the Local     Community 

 There has been significant engagement with the Learning 
 Disabilities Partnership Board, Patients and families. It is the 
 intention to hold a community engagement event jointly with 
 2gether NHS foundation trust in December 2014, to provide local 
 residents in the vicinity of Hollybrook the opportunity to hear about 
 the new service model. 
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13. Recommendations 
 

 The Governing Body is asked to support the proposed relocation 
 and transformation of Learning Disability Assessment and 
 Treatment services as part of our commitment to Valuing People 
 and current joint strategies.  The board is also asked to support the 
 project to reduce inpatient beds by developing more bespoke 
 services to enable people with Challenging Behaviour to live 
 independently within their Local Communities. 



 

Page 1 of 11 
 

 
 

Agenda Item 12 

Governing Body 

Governing Body 
Meeting Date 

Thursday 27th November 2014 

Title 
 

Co-commissioning of Primary Care 

Executive Summary NHS England announced on 1 May 2014 the 
opportunity for CCGs to express an interest in 
co-commissioning Primary Care services.   
 
The Governing Body approved delegated 
authority for the GCCG Executive Directors 
and Audit Committee Chair to compile and 
submit an initial expression of interest.  While 
the submission was well received by the NHS 
England Area Team, nationally the terms of 
primary care co-commissioning have been re-
defined.  This has resulted in a renewed offer 
to CCGs to construct a co-commissioning 
proposal under standardised levels of 
autonomy: 
 

 Greater CCG involvement 
 Joint commissioning with Area Team 
 Delegated commissioning 

 
GCCG will be discussing this revised offer at 
the CCG Development Session on the 4 

December, before preparing a new 
submission. 
 
The deadline date for applications is:  

 Greater involvement : No application 
required 

 Joint commissioning : 30 January 2015  
 Delegated : 9 January 2015 

 
with any new agreed arrangement in place 
from 1 April 2015. 
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This paper seeks to, once again, obtain 
delegated authority from the Governing Body 
for the GCCG Executive Directors and Audit 
Committee Chair to compile and submit a 
proposal for co-commissioning as set out 
within this summary document. 
 

Key Issues 
 

The deadline date for submission follows so 
soon after the revised guidance, constraining 
the opportunity for the Governing Body to see 
the proposal prior to submission, hence the 
request for delegated authority. 
 

Risk Issues: 
Original Risk 
Residual Risk 

If delegated authority is not given, the CCG will 
be unable to submit a proposal, preventing the 
opportunity to co-commission Primary Care at 
this stage.  This would delay the delivery of our 
five year strategy, Joining Up Your Care, as we 
have identified Primary Care as the hub of our 
out-of-hospital care system.  The NHS England 
Area Team will have less management 
resource available and that will impair the 
speed we are able to deliver and implement 
our Primary Care Strategy that is the key 
enabler to our plans. 
 
Co-commissioning does present the potential 
of real, or perceived, conflicts of interest.  
CCGs therefore need to respond by amending 
their conflicts of interest policy and governance 
structure.  NHS England has provided a suite 
of documents to support CCGs in preparing for 
this.  In addition, a conflicts of interest 
framework will be published as statutory 
guidance in December 2014. 
 

Financial Impact Financial spend for Primary Care in 
Gloucestershire is currently unknown.  While 
work is underway to determine this between 
the GCCG and NHS England Area Teams, the 
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financial allocations are not due to be 
announced until NHS England Board meet on 
17 December 2014. 
 
Due diligence will be undertaken prior to the 
submission of the proposal to ensure a full 
understanding of any financial impact, although 
the short deadline is likely to prove challenging 
and therefore presents additional risk.   
 
However, it is likely that there will be a financial 
impact on running costs as some functions will 
need to be absorbed within the GCCG’s 
running costs. 
 

Legal Issues (including 
NHS Constitution)  

A Legislative Reform Order (LRO) came into 
effect from 1 October 2014 as an amendment 
to the NHS Act 2006.  This allows the 
formation of joint committees between NHS 
England and CCGs, and between CCGs, to 
exercise functions jointly.  The passing of this 
LRO is therefore supportive to co-
commissioning arrangements where CCGs 
wish to jointly commission primary care 
services with NHS England Area Teams. 
 
For delegated commissioning arrangements, 
while CCGs assume full responsibility for 
commissioning general practice services, NHS 
England will retain the liability for the 
performance of primary medical care 
commissioning.  Therefore NHS England will 
require robust assurance that its statutory 
functions are being discharged effectively. The 
form this will need to take is explained in more 
detail within this paper. 
 
GCCG will ensure it continues to meet its legal 
commitments within the NHS Constitution and 
other national guidance.  
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Impact on Health 
Inequalities 

GCCG are seeking to make a positive impact 
on health inequalities within Gloucestershire as 
part of our five year plan.  Co-commissioning of 
Primary Care is an enabler to development and 
delivery of our Primary Care Strategy. 
 

Impact on Equality and 
Diversity 

No 
 

Impact on Sustainable 
Development 

There are no direct sustainability implications 
contained within this paper.  
 

Patient and Public 
Involvement 

No 
 

Recommendation The Governing Body is asked: 
 To agree the GCCG response and 

approach outlined in this paper;  
 

 For delegated authority for the GCCG 
Executive Directors and Audit 
Committee Chair to progress with 
preparation of a proposal in order to 
meet the deadline for submission to 
NHS England. 

Author Helen Goodey and Stephen Rudd 
Designation Associate Director Locality Development and 

Engagement, Locality and Primary Care 
Development Manager 

Sponsoring Director 
(if not author) 

Andy Seymour 
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2.1 
 
 
 
 
 
 
 
2.2 
 
 
 
 
 
 
 
 
2.3 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Nationally there was a strong response to the offer, with the majority of 
CCGs expressing an interest to co-commission primary care.  
 
GCCGs expression of interest was well received by the NHS England 
Area Team and work had commenced between the organisations to 
begin to define how we could operationalise this model. 
 
NHS England : Next Steps Towards Primary Care Co-
Commissioning 
 
“General practice, with its registered list and everyone having access 
to a family doctor, is one of the great strengths of the NHS, but it is 
under severe strain … Steps we will take include … [giving] GP-led 
clinical commissioning GPs more influence over the wider NHS budget, 
enabling a shift in investment from acute to primary and community 
services”.  

The NHS Five Year Forward View, October 2014
 
On Monday 10 November 2014, NHS England published “Next steps 
towards primary care co-commissioning”, providing CCGs the 
opportunity to choose afresh the co-commissioning model they wish to 
assume.  Co-commissioning is framed within the context of the recently 
published NHS Five Year Forward View as a key enabler in developing 
seamless, integrated out-of-hospital services, as well as the 
development of new models of care provision and particularly the start 
of a longer journey towards place-based commissioning. 
 
NHS England’s offer now asks CCGs to express an interest in one of 
three standardised models: 
 

i. Greater involvement for CCGs in primary care decision-
making; NHS England retain responsibility for all commissioning 
decisions 
 

ii. Joint commissioning arrangements where CCGs and NHS 
England assume joint responsibility, potentially under a joint 
committee with pooled funding arrangements 

 
iii. Delegated commissioning arrangements where CCGs 

assume full responsibility for commissioning general practice 
services, although legally NHS England will retain residual 
liability so will require robust assurance that statutory functions 
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2.4 
 
 
 
 
2.5 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

are discharged effectively. 
The paper clarifies the opportunities and parameters of each of the 
three models, including associated functions, governance 
arrangements, resources and potential risks with respective 
mitigations.   
 
The co-commissioning functions and proposed governance 
arrangements are summarised below: 
 
Primary care 
function  

Greater 
involvement 
 

Joint 
commissioning 
 

Delegated  
Commissioning 

General 
practice 
commissioning  

Potential for 
involvement 

in 
discussions 

but no 
decision 

making role 

Jointly with area 
teams 

 

Yes 
 

Pharmacy, eye 
health and 
dental 
commissioning  

Potential for 
involvement 

in 
discussions 

but no 
decision 

making role 

Potential for 
involvement in 
discussions but 

no decision 
making role 

 

Potential for 
involvement in 
discussions but 

no decision 
making role 

 

Design and 
implementation 
of local 
incentives 
schemes (as 
alternative to 
QOF) 

No Subject to joint 
agreement with 
the area team 

 

Yes 
 

General 
practice 
budget 
management  

No Jointly with area 
teams 

 

Yes 
 

Complaints 
management  

No Jointly with area 
teams 

 

Yes 
 

Contractual GP 
practice 

Opportunity 
for 

Jointly with area 
teams 

Yes 
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2.6 
 
 
 
 
 
 

performance 
management  

involvement 
in 

performance 
management 
discussions 

 

Medical 
performers’ 
list, appraisal, 
revalidation  

No No No 

 
Governance 
arrangements 

No new 
governance 

arrangements 
required 

Joint committee 
established 
working to 

agreed terms of 
reference and 

scheme of 
delegation.  A 

local 
HealthWatch 
and a local 
authority 

representative 
from the Health 
and Wellbeing 
Board will have 
the right to join 
as non-voting 

attendees. 

Primary care 
commissioning 

committee 
established 
working to 

agreed terms of 
reference and 

scheme of 
delegation.  

Must be chaired 
by a lay member 
and have a lay 
and executive 

majority.  A local 
HealthWatch 
and a local 
authority 

representative 
from the Health 
and Wellbeing 
Board will have 
the right to join 
as non-voting 

attendees. 
 
Management of the Performers List, revalidation and appraisal 
continue to fall outside the scope of any co-commissioning 
arrangements.  NHS England will also retain responsibility for 
administration of payments and list management.  Pharmacy, Dental 
and Ophthalmic services remain out of scope for co-commissioning in 
2015/16, but are currently under review by NHS England for 2016/17. 
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3 
 
3.1 
 
 
 
 
 
3.2 
 
 
 
 
 
 
 
 
 
 

CCGs are also expected to continue to ensure that proposals take 
advantage of synergies with existing areas of CCG activity and enable 
functions to be discharged within existing CCG running costs.  Local, 
non-nationally prescribed, arrangements with Area Teams can be 
made for CCGs taking on delegated responsibilities in order to access 
a fair share of area team’s primary care commissioning staff resources.  
However this will require careful and in-depth discussions between 
organisations in order to release any staff capacity. 
 
NHS England, working with the Primary Care Co-commissioning 
Programme Oversight Group, recognises that co-commissioning of 
primary care is likely to increase the range and frequency of real and 
perceived conflicts of interest.  With that in mind, a suite of ‘model’ 
documents has been produced to support CCGs in developing 
appropriate controls, as well as development of a conflicts of interest 
framework that will be published as statutory guidance in December 
2014. 
 
NHS England have committed to sharing the financial baseline 
expenditure for primary care services to each CCG by the end of 
November 2014, with final allocations for 2015/16 announced in 
December 2014.   
 
GCCG Response and Approach 
 
Within our original expression of interest, we articulated that the 
ambitions set out within our five year plan could best be delivered 
through the commissioning of whole pathways of care, with primary 
care the gatekeepers to our services and the cornerstone of our patient 
relationships.  We have not wavered from this viewpoint.   
 
We agree with the potential benefits cited by NHS England to the 
public and patients as a result of co-commissioning, namely: 

 Improved access to primary care and wider out-of-hospital 
services, with more services available closer to home; 

 High quality out-of-hospitals care; 
 Improved health outcomes, equity of access, reduced 

inequalities; 
 A better patient experience through more joined up services; 
 Greater consistency between outcomes measures and 

incentives; 
 Local solutions for workforce, premises and information 
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3.3 
 
 
 
 
 
3.4 
 
 
 
 
 
 
3.5 
 
 
 
 
 
 
 
4 
 
4.1 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
4.2 
 

management and technology challenges 
 
We recognise the increased risk of real, or perceived, conflicts of 
interest in co-commissioning.  We will utilise the guidance from NHS 
England to ensure our proposal responds to this risk by having the 
appropriate controls in place and revising our conflicts of interest policy 
and governance structure as required. 
 
GCCG now intends to engage with members and all key stakeholders 
to agree the model for co-commissioning we wish to pursue, that is 
reflective of our strategic needs in relation to Primary Care 
commissioning, which seeks to once again extract the maximum 
benefit for public, patients and the CCG, while minimising the potential 
risks.  
 
Due diligence will be undertaken before any proposal is submitted, with 
all identified risks fully explored for appropriate mitigation.  GCCG and 
NHS England Area Team Finance senior staff have commenced 
dialogue and information sharing in order to understand the baseline 
position.  Given the short deadline for submission, this presents 
additional risk to the CCG in fully understanding the financial position 
prior to submitting our proposal. 
 
Next Steps 
 
NHS England has asked that proposals are submitted to the following 
timetable, dependent upon the standardised model chosen: 
 

 Greater involvement : No application required, arrangements to 
be made locally between CCGs and their Area Teams 
 

 Joint commissioning : 30 January 2015, to include proposed 
governance structure of a joint committee and a constitution 
amendment request 
 

 Delegated : 9th January 2015, which is more focused on conflicts 
of interest management and must include a proposed delegated 
governance structure, a revised conflicts of interest policy, 
constitution amendment request and the CCG IG toolkit. 

 
NHS England has committed to support CCGs to move towards 
implementing co-commissioning arrangements, unless they have 
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4.3 
 
 
 
 
4.4 
 
 
 
 
4.5 
 
 
4.6 
 
4.7 
 
 
 
4.8 

serious governance issues.  However, CCGs must be able to 
demonstrate appropriate levels of sound financial control and meet all 
statutory and business planning requirements. 
 
The approvals process will aim to be as straightforward as possible to 
reduce administrative burdens, while ongoing assurance of co-
commissioning arrangements will form part of the CCG assurance 
process. 
 
Joint commissioning requests will be agreed by NHS England regional 
moderation panels, while delegated authority requests will be initially 
reviewed by a regional moderation panel before final sign off by the 
proposed new Commissioning Committee of NHS England’s Board. 
 
NHS England will inform CCGs of the outcome of their proposals and 
constitutional amendment request in February/March 2015. 
 
Arrangements will commence in full from 1st April 2015. 
 
While there is clearly a choice of which standardised model a CCG 
would like to express an interest in delivering, NHS England are clear 
on the direction of travel: 
 
“We want CCGs to be able to move at their own pace, whilst also 
indicating that we see co-commissioning as a needful development 
towards mitigating current health inequalities and securing better 
integrated, more easily accessed, high quality care for patients. We 
expect that many CCGs may wish to enter into joint commissioning 
arrangements for 2015/16 to see how the agenda develops, before 
deciding to take on delegated responsibilities for 2016/17” 
 
 

5 Recommendation(s) 
 

5.1 
 
 
5.2 

The Governing Body is asked to agree the GCCG response and 
approach outlined in this paper.   
 
The Governing Body is asked for delegated authority for the GCCG 
Executive Directors and Audit Committee Chair to progress with 
preparation of a proposal in order to meet the deadline for submission 
to NHS England. 
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Governing Body 

 
Governing Body 
Meeting Date 

Thursday 27th November 2014 

Title Developing the Clinical Programmes 
Approach 

Executive Summary The Clinical Programme Approach is central to 
the way we have chosen to work in 
Gloucestershire to improve outcomes delivered 
by health and care services for our population. 
 
The approach draws on the principles of the 
health economics framework known as 
'Programme Budgeting and Marginal Analysis' 
(PBMA) and broadly follows the 23 programme 
areas defined by the Department of Health 
programme budgeting work.  
 
GP members of the Gloucestershire Clinical 
Commissioning Group (GCCG) are assigned as 
leads for one or more of the Clinical Programme 
Groups (CPGs), supported by a range of clinical 
and managerial colleagues from across health 
and care organisations in Gloucestershire. 

Key Issues 
 

This paper sets out the approach for, and 
components of, a development programme 
proposed for CPGs.  It also provides a conflict of 
interest policy for CPG members for agreement 
by the Governing Body. 

Risk Issues: 
Original Risk 
Residual Risk 

 
None 

Financial Impact CPGs are focused on using programme budgets 
to improve health outcomes for the people of 
Gloucestershire within available resources. 

Legal Issues (including 
NHS Constitution)  

 
None 

Impact on Health 
Inequalities 

 
None 

 Agenda Item 13  
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Impact on Equality and 
Diversity 

 
None 

Impact on Sustainable 
Development 

 
None 

Patient and Public 
Involvement 

Patient and public are engaged in Clinical 
Programme Groups. 

Recommendation The Governing Body is requested to note this 
report which is provided for recommendation. 

Author Ellen Rule 

Designation Director of Transformation & Service Re-design 
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Gloucestershire Clinical Commissioning (GCCG) 
Governing Body 

 
Developing the Clinical Programmes Approach 

 
Thursday 27th November 2014 

 
 
 
1. Introduction 

 
2. Developing the Approach 
 
3. Governance 
 
4. Next Steps 

 
5. Recommendation 

 
 

This report is provided for recommendation and the Governing 
Body is requested to note the contents 

 
 
 
Annex 1  -  CPG Highlight Report (13/11/14) 
Annex 2  -  Clinical Programme Approach: Summary 
Annex 3  -  CPG Development Programme Activities 
Annex 4  -  Reporting Lines for CPGs 
Annex 5  -  Process for Declarations of Interest for CPGs 
Annex 6  -  Everyone counts – Ambitions for GCCG for 7 key outcome 

measures 
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Developing the Clinical Programmes Approach 
 

1. Introduction 

The Clinical Programme Approach is central to the way we have chosen 
to work in Gloucestershire to improve outcomes delivered by health and 
care services for our population. The approach draws on the principles 
of the health economics framework known as 'Programme Budgeting 
and Marginal Analysis' (PBMA) and broadly follows the 23 programme 
areas defined by the Department of Health programme budgeting work. 
General Practitioner (GP) members of the Gloucestershire Clinical 
Commissioning Group (GCCG) are assigned as leads for one or more of 
the Clinical Programme Groups (CPGs), supported by a range of clinical 
and managerial colleagues from across health and care organisations in 
Gloucestershire (Annex 1 lists current active programmes).  
 
Given the resources involved in running a CPG, the GCCG does not run 
active groups for all 23 clinical programme areas all of the time. Initially 
programmes of focus were selected based on benchmarking of 
resources and 'materiality' of potential impact, supported by local 
knowledge identified clinical or financial pressures. Work is currently in 
hand to ensure CPGs have a greater depth of information available to 
enable groups to evidence improvement in health outcomes for our 
population, whilst also maintaining focus on the essential task of 
ensuring the GCCG is commissioning services within available 
resources.    
 
2. Developing the Approach 

Work has been done to describe the steps and activities involved to 
successfully work through a 'clinical programme approach' (see Annex 
2). This has been mapped alongside the commissioning and programme 
management cycles respectively in order to demonstrate ‘fit’ with these 
core activities. On paper, this is relatively easy to envisage as a clear 
stepwise approach but, of course, the realities of working in complex 
systems like healthcare means these steps are rarely undertaken in a 
linear fashion and CPGs are likely to find themselves working on all 
parts of the cycle at once in relation to different projects at any given 
time. This complexity means that an ongoing programme of 
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development for CPGs is essential. To be successful, CPGs need to 
have the information, tools and skills available to them to enable them to 
identify opportunities to deliver best value within their programme 
budgets. Once identified, opportunities will result in CPGs identifying 
improvement projects (some disinvestment, some investment) which 
then need to be resourced and successfully delivered in a timely way 
and clearly evaluated so that the CPG can demonstrate incremental 
improvement in outcomes for the given programme area. 
 
This paper sets out the approach for, and components of, a 
development programme proposed for CPGs. If we start with the simple 
premise that CPGs are here to deliver outcomes improvements then 
everybody working within a CPG needs to know: 
 
 WHO - Who will lead?  Who is involved?  Who is affected by the 

changes we want to make?  Do they have the skills to do what we are 
asking them to do? 

 HOW – How are we going to do it?  What tools and techniques do we 
want CPGs to use as they do their job?  How will decisions get 
made?  

 WHY - Why have we chosen one priority or programme over 
another?  What is the evidence base for the improvements we have 
decided to make? 

 WHAT AND WHEN - What are we going to actually do that will be 
different?  By when are we going to do it?   Does what we are going 
to do fit with other work the GCCG is doing? 

Fig 1: Components of CPG Development Programme  
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A comprehensive programme of activities is already underway in each of 
these areas which is set out at Annex 3.  More detail can be provided on 
any areas should members be interested to receive this.   
 
3. Governance  

It is essential that CPGs are working within a clear governance 
framework as they are tasked with making high priority decisions about 
resources and future services for our population. The CPGs formally 
report directly to the Governing body (see Annex 4), with decisions 
around investment or disinvestment being referred to the Prioritisation 
Committee. The Prioritisation Committee meet on a quarterly basis (or 
as required) and will be constituted of all Governing Body members.  
The Clinical Programme Approach is formally sponsored by the 
Gloucestershire Strategic Forum (GSF), which is a body made up of 
senior leaders from each of the health and social care organisations 
across Gloucestershire. The GSF work plan includes oversight of some 
specific programmes from within the clinical programmes delivery 
portfolio which have been identified as case studies of interest by the 
group, however it should be noted that the GSF does not have formal 
accountability for the work of the CPGs.   
 
Given the high profile work of the CPGs, and the importance of this to 
priority setting decisions in Gloucestershire, it is important that the CPGs 
have in place a clear Conflicts of Interest Policy for all members who 
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attend a CPG.  Our planned approach is set out in Annex 5 for review 
and agreement.   
 
4. Next Steps 

To continue to develop and implement the approach. 
 
5. Recommendations 

The GCCG is asked to: 
 Support this development programme for the CPGs which focus on 

developing them in their pivotal role to deliver outcomes 
improvements for the population of Gloucestershire. 

 To note the updates provided in the Annexes on work in hand both 
within the CPG work programmes and the development programme. 

 To approve the Conflicts of Interest Policy for CPG members. 

 
Ellen Rule, Director Transformation and Service Redesign  
 
13th November 2014 
 
 
 
 
 
 
 
 
 
 
Annex 
No: 

Annex Title  

1 CPG Highlight Report 13/11/2014 (shows current active 
programmes) 

2 Clinical Programme Approach:  Summary  
3 CPG Development Programme Activities 
4 Reporting Lines for CPGs 
5 Process for Declaration of Interest for CPGs  
6 Everyone counts – Ambitions for GCCG for 7 key outcome 

measures 
 



 

Page 8 of 30 
 

Annex 1: CPG Highlight Report (as at 13/11/2014)  
Please note this version does not include the joint commissioning groups using the clinical programme 
approach (will be added next update)  
 

Clinical 
Programme: 

Brief update report provided by each CPG lead this week  

Frail Older 
People 
 

 Older People Advice and Liaison Service (OPAL) operational at Gloucester Royal Hospital 
and Cheltenham General Hospital and delivering service improvements 

 Draft pathways based on a series of workshops organised have been documented and due 
to be agreed at next CPG meeting on 14th November 2014.  

 Further work underway on Falls and Bone Health Pathway  
 Dementia diagnosis rates are improving towards the Department of Health targets and 

returns have been made.  Continue to implement the action plan to achieve the targets.  
 Need to review next steps for this programme with clinical lead given links to long term 

conditions strand of communities work and move of dementia work to community 
commissioning team.  Recommendations worked up for discussion at the next CPG 
meeting. 

 
MSK   Programme leads have met with wide range of stakeholders to understand the background 

and the work done to date 
 Developing understanding of the ‘current position’: Public health are leading on a needs 

assessment, public engagement on gathering patient feedback, information and finance of 
understanding current activity and spend and our Research Officer is working up evidence 
base and developing a graphical service map 

 Next steps are to draft a more in depth programme brief (rationale for change) and project 
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initiation document for implementation of the phase 2 interface model 
 Currently validating the final clinical model with clinicians and developing a 

recommendations report about next steps  
 CPG are ensuring links working with Physiotherapy Review, Rehabilitation Review and 

Rheumatology service design projects 
 A new project plan is being put together against which we can track work is progressing as 

expected 
 

Respiratory   Respiratory Hot Clinic (6-month pilot) has now been completed however the ‘hot’ phone 
advice line remains in place to support GPs in the management of those patients at risk of 
an unplanned admission. Early thoughts are around integrating respiratory hot clinics within 
the Ambulatory Emergency Care (AEC) service model (ensuring integration and delivery of 
the wider urgent care agenda). 

 Pneumonia audit (unplanned admissions) underway which will inform prospective service 
developments 

 Introduction of a pilot Early Modified Pulmonary Rehabilitation scheme for the Forest of 
Dean and Stroud localities in the New Year.  This will assess the impact of a more 
education-based approach on those patients newly diagnosed with COPD. The results will 
inform future plans/service developments in this area. 

 New pathway for Bronchiectasis to be launched in the coming months 
 Respiratory Study (half) day planned for early February 2015 

 
Ophthalmology  Number of financial efficiencies successfully delivered by CPG  

 Significant improvements made in the delivery of school vision screening 
 CPG including patient and Lay Champions have completed an ophthalmology walk 

through.  Community one planned for end of November 2014. 
 Developing thorough understanding on the ‘current position’. Public health are leading on a 
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needs assessment, developing a graphical service maps, public engagement on gathering 
patient feedback, information and finance of understanding current activity and spend and 
our Research Officer is working up evidence base  

 Planned series of workshops in next couple of months to map the pathways and identify 
improvement opportunities for: 

o Pre-hospital/community-based eye-care (referral management for optometry 
referrals) 

o Glaucoma (proposal to develop shared care model and discharge long term f/ups 
who no longer need it) 

o Cataracts (review of Gloucestershire Cataract Assessment Questionnaire tool and 
continued focus on implementation) 

o Medical retinal (including Wet Age-related Macular Degeneration) 
 

Circulatory   Walk through of the Cardiac Pathway being arranged with Gloucestershire Hospitals 
Foundation Trust (GHFT) for December 2014. 

 Primary Care testing for Heart Failure being scoped including education and support 
requirements  

 Stroke Pathway Improvement plan following the pathway walkthrough includes establishing 
a dedicated project role  

 Standardised approach to referral and outcomes letters being developed with 
Gloucestershire Hospitals NHS Foundation Trust (GHNHSFT) 

 
Diabetes 
 

 Business case for Diabetes and associated Enhanced Service taken to QIPP Assurance 
Board on 6th November 2014.  Approved in principle although further discussion around 
remuneration likely to take place at CCG Core Group (Nov. 11th ) 

 Diabetes Clinical Conference on November 4th (Hatherley Manor) 
 Work about to commence on the following diabetes-related projects: 
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o Emergency management of hypoglycaemia 
o Diabetes footcare pathway (informed by audit of lower limb amputations) 
o The management of diabetes in Care Homes (rolling out of an education 

programme to care home staff) 
 

Cancer 
 

 Group has agreed a wide reaching programme for Living With & Beyond Cancer to 
improve the health & wellbeing outcomes for cancer survivors and to improve patient 
experience. A keystone for the programme is the development partnership with 
Macmillan Cancer Support that is providing significant funding for the design and 
development of an innovative community-based service. The programme also links 
implementation of the Recovery Package, Risk Stratified follow-up pathways and 
primary care development. Launch event booked for 2nd December 2014. 

 The Early Diagnosis and Referral Improvement programme has launched in 2014 
with a highly successful series of Macmillan GP Masterclasses covering a range of 
cancer sites. Improving early diagnosis has been a key section of the Primary Care 
Offer. The next phase of development is now being scoped. 

 Cancer Patient Experience is a priority for the programme especially following a poor 
result for GHNHSFT in the national 2013 survey. A collaborative project has been 
progressing and clear improvements have been measured in 2014 survey.  

 A new Patient Reference Group has been established to help direct service user and 
carer involvement in the significant areas of service redesign. Patient feedback and 
stories are now informing the Group’s work.  

 
Healthy 
Individuals 
 

 Positive engagement in this programme from a wide range of partner organisations  
 The breadth of the work has now been scoped 
 A long term conditions needs assessment (phase 1) has been completed 
 A number of key projects have been identified and now working to develop these in more 
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detail so they can be progressed into action, e.g. cultural commissioning programme, self-
management services review and patient information. 

 The group are currently identifying the capacity, level of interest and stakeholder support 
for these programmes of work 

 
Care Pathways   The scope of the work and the project initiation document have been agreed by project 

board 
 The Care Pathways Programme Board has agreed to use a website for sharing pathways 

content along with a draft ‘Content Validation’ process.   
 Lessons Learnt from other areas have been shared and will be used to help inform the 

project. 
 During December 2014 information will be sought from primary care, via locality meetings, 

observations and surveys, to ascertain what GPs actually want from the final pathways 
solution.   

 Staff working on the project have now started to meet regularly and have been briefed 
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Annex 2: Clinical Programme Approach: Summary 
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Annex 3: CPG Development Programme Activities:  
 
Focus 
on: 

What do we need to do:  Work Currently Underway: 

WHO? 
 

 Develop Clinical 
Leadership 

 Develop System 
Leadership  

 Develop Project 
Management skills for 
delivery  

 Understand Workforce 
impact – who will be 
working differently? 
 

 Clinical Leadership is pivotal to ensure our commissioning is 
clinically focussed, we are currently progressing a number of 
activities including: 

o Framework of excellence development programme for the 
GCCG governing body, with particular focus on domain one 

o Focus on GCCG development sessions, using forum for 
clinical debate around key programme areas (e.g. 
Ophthalmology) 

o Work with clinical chair to look at roles of GCCG leads, 
support and development for individuals in these roles and 
succession planning.  

o Engagement with GP education and training programme, 
including development of rotations in new areas that support 
long term GCCG objectives. 

 Systems leadership is a core part of the transformation approach 
signed up to through Gloucestershire Strategic Forum (GSF) with 
agreement to invest in systems leadership for change, including 
definitions of what we mean by systems/distributive leadership, 
systems leadership training and investment in future leaders 
(building on work of Gloucestershire Integrated Leadership 
Network Countywide Workshop held on 10/9/2014).  

 Work on systems leadership with NHS Improving Quality through 
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Integrated Community Team (ICT)  programme underway and will 
incorporate learning from ICT workshops into the design of 
countywide training   

 Review of team and resources in GCCG, some additional training, 
support being provided to ensure we have the right people with 
the right skills and sufficient time to do the job that they need to 
deliver our clinical programme objectives 

 We are developing a Training Programme for CPGs will be 
delivered between January to March 2015. This will include a 
'Priority Setting in Healthcare' session (being piloted at a 
Governing Body Development Session on 6/11/2014) and use of 
tools and techniques being developed (described in section below 
- HOW)  

 We are planning a training session in November 2014, for Lay 
Champions who sit on CPGs, in partnership with Becky Parish.  

 Workforce impact - started to scope countywide workforce 
strategy that will sit under GSF work programme and is in the 
early stage of development  

 
HOW? • Clinical Programme 

Approach 
• Service Transformation 

Approach (separate 
summary document 
available) 

• Case Reviews (separate 
summary document 

 The Clinical Programme Approach is central to our way of working 
as a GCCG, this requires focus on a clear programme of 
development (as described in this paper). 

 A GSF workshop was held to agree the parameters of a 
countywide service transformation approach for Gloucestershire. 
Some key components of this include:  

o Transformation Methodology: we are developing a common 
transformation methodology i.e. what are the steps involved 
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available) 
• Project Tools and 

techniques  
 

 

to make change happen, building on recognised best 
practice and based on local knowledge of what is likely to be 
most effective in Gloucestershire 

o Service Redesign Methodologies: We are working on a 
baseline assessment of what tools are already in use across 
the county and existing coverage amongst key staff groups. 
Looking to develop an ‘approved list’ for use in 
Gloucestershire with training provided as required, 
supported where possible by local expertise (directory of 
local skills)  

o Standard Set of Tools: Within our change programme we 
are developing a standard set of programme and project 
tools and common language to describe these which we 
hope to roll out to all organisations working on joint 
improvement projects across Gloucestershire. Tools in 
development are a common document for a care pathway, 
programme plan, project plan, service specification etc. and 
we have identified 6 initial programmes of work on which to 
trial these tools (pending sign off of GSF in November 2014) 

 Case Reviews are an integral way that we wish to work in terms 
of understanding current pathways, supporting implementation of 
new pathways and evaluating impact.  We are currently 
undertaking reviews to support our urgent care programme and 
Integrated Community Teams (ICT) roll out, and have drafted a 
standard approach for the organisation which is currently in the 
consultation stage. 
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WHAT 
AND 
WHEN?

 Clear Plans and Strategies  
 Systematic evidence of 

delivery  
 Programme Structure  
 GSF Work Programme  

 To support our work we need to have clear plans and strategies in 
place.  We have Joining Up Your Care (JUYC) as high level 
direction, but have been working to build links between strategy 
and delivery (details within Next Steps for JUYC) and work has 
been ongoing to develop our approach to programme 
management including reinforcing how our CPGs work with and 
through our cross cutting programmes (first area of focus was 
urgent care, now planned care to establish these links more 
clearly). 

 As above in section 'HOW' we are developing our programme and 
project management tools and techniques and are gradually 
rolling these out across the CPG work areas. This is to ensure 
robust plans are developed that can be signed up to by all key 
stakeholders - so we can be assured of successful delivery. 

 Systematic evidence of delivery is being developed through the 
work the Programme Management Office (PMO) are doing on 
getting clear milestones and performance dashboards in place 
(output of case reviews will also inform). We still need to do more 
work on ensuring CPGs get the performance information they 
need to track delivery, including of outcomes, and are working 
with our information teams to secure this. 

 The GSF work programme is being further developed and refined 
and is an integral part of ensuring that we have sign up to key 
change initiatives at the most senior level  - clear sense of ‘WHAT’ 
we are trying to do together and ‘WHEN’ we are going to do it.   
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WHY?   Rationale for change, 
draws from: 

 Evidence Base – Joint 
Strategic Needs 
Assessment, Outcomes, 
Patient Voices and Best 
Practice 

 Budgets and 
benchmarking 

 

 CPGs need an appropriate toolkit to do their job successfully.  We 
are working to significantly improve the data and information flows 
into CPGs and to use these in a co-ordinated way to create real 
business intelligence to inform CPG priorities (link to outcome 
measures also critical part see Annex 6).  

 Progress has been made on the evidence base for 
Ophthalmology and Musculoskeletal (MSK) and outputs will be 
available in the next few weeks to share with those CPGs for 
discussion.  We are working closely with Public Health and our 
outcomes research colleague to create a more rounded needs 
analysis for these programmes, supported by service mapping 
and performance/contract data about the current state of delivery. 
This will enable us to better assess how current provision is 
meeting identified need and, therefore, where improvement 
opportunities lie. 

 It is our stated aim to produce programme budgets for CPGs to 
use to develop their plans for next year and we are working with 
finance and information colleagues to progress this. 

 We are working with our colleagues in the patient engagement 
team to ensure that our evidence base reviews incorporate patient 
feedback, both through collation of relevant available patient 
survey results but also through targeted specifically 
commissioned patient interviews on areas we are targeting for 
service improvement.  

 We are providing a clearer remit for our patient and Lay 
Champions who work on CPGs, to enable them to add most value 
to the CPG work and have a specific training session planned for 
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November for Lay Champions working on CPGs . 
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Annex 4: Reporting Lines for CPGs 

 

 
 

Clinical 
Programme 
Groups  

Clinical Commissioning Group  
Board / Development Sessions  

(Forms Quarterly Prioritisation Committee 
Session for CPG Investment Decisions)  

Cross Cutting Themes  
(Managed Interface with Urgent 
Care, Planned Care, Prevention 

and Self Care Strategies)  

Gloucestershire Strategic Forum 

(GSF providing ‘sponsorship’ to 
the development of the Clinical 

Programme Approach)  

Project Delivery Working Groups 

(Constituted as required by the CPG, short 
life, can be provider or commissioner led)  
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Annex 5: Process for Declarations of Interest for CPG’s 
 
1. Document Control 

 
Version Date Author/ Reviewer Comment 
0.1  08/10/14 Ruth Hallett Initial document creation 
0.2 09/10/14 David Porter and 

Alan Potter 
Add Alan Potter as the role 
undertaking the information 
collation 

 
2. Background 
 
The Clinical Programme Groups were established at the beginning of 
the GCCG’s existence.   Since their inception progress has been made 
to deliver service improvement in a cross organisational way.  CPG’s 
are seen a core way of identifying clinical priorities and a mechanism for 
driving transformational change.  The groups consist of a range of 
clinicians from across relevant providers, managers and lay 
representatives. 
 
3. Issue 
 
The Clinical Programme Groups will often be identifying issues and 
developing solutions.  However, some of the individuals may have 
conflicts of interests which, unless transparent, could be seen as 
introducing bias into the process.  We have a duty to make sure that we 
ensure our decision making processes are fair and transparent and in 
the public and patient’s best interest. 
 
4. Recommendation 
 
It is recommended that we ask all members of Clinical Programme 
Groups to complete a declaration of interest form (in line with our 
internal policy).  This will be printed out and shared at the start of each 
meeting and asked if anyone has any changes they wish to make.  A 
full update will be made each year and this information will be held 
centrally by Alan Potter (Head of Corporate Governance). 
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Annex 6: Everyone counts – Ambitions for GCCG for 7 key outcome measures (links to CPGs added to 
end column) 

Outcome 
ambition 

Outcome 
framework 
measure 

Baseline 2014/15 
Ambition

2015/16 
Ambition  

Support 
measures 

Plans for delivery Links to 
Which 
CPG? 

1. Securing 
additional 
years of life 
for the people 
of England 
with treatable 
mental and 
physical 
health 
conditions. 

Potential 
years of life 
lost to 
conditions 
amenable to 
healthcare in 
the respective 
calendar year 
per 100,000 
population 

1753.6 
1725.9  
(1.6% 

reduction)

1698.6  
(1.6% 

reduction)
None 

 Map the impact of 
identified Quality, 
Innovation, 
Productivity and 
Prevention 
(QIPP) schemes 
on this measure 

 Impact from our 
health promotion 
work agenda.  

 

 
All CPGs  

2. Improving 
the health 
related quality 
of life of the 
15 million+ 
people with 
one or more 
long-term 
condition, 
including 

Health-related 
quality of life 
for people 
with long-term 
conditions 

75.0 75.1 75.2 

Increase 
dementia 
diagnosis 
rate to 67% 
by March 
2015 and 
maintain in 
2015/16. 
 
Maintain 

 Outcome focus 
for Clinical 
programme 
groups 

 Establish/ review 
pathways for 
specific cohorts 
of patients, 
prioritising 
diabetes, Chronic 

 
All CPGs 
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Outcome 
ambition 

Outcome 
framework 
measure 

Baseline 2014/15 
Ambition

2015/16 
Ambition  

Support 
measures 

Plans for delivery Links to 
Which 
CPG? 

mental health 
conditions. 

Improve 
Access for 
Psychological 
Therapies 
(IAPT) 
recovery rate 
of 50% 

Obstructive 
Pulmonary 
Disease (COPD), 
respiratory and 
stroke.  

 Implementation of 
integrated care 
teams  

 To promote 
improved quality 
of life GCCG 
have set a 
challenging target 
to improve 
dementia 
diagnosis rates 
from 56% to 67%. 

o Revisit work 
to improve 
diagnosis of 
dementia in 
care home 
residents 
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Outcome 
ambition 

Outcome 
framework 
measure 

Baseline 2014/15 
Ambition

2015/16 
Ambition  

Support 
measures 

Plans for delivery Links to 
Which 
CPG? 

o Primary 
Care 
Dementia 
Pathway to 
support 
increased 
diagnosis of 
dementia in 
primary 
care 

 Cancer, focus on 
patient 
experience 

 Alignment of 
mental health 
liaison services 
with acute 
provider 

3. Reducing 
the amount of 
time people 
spend 
avoidably in 

Composite of 
all avoidable 
emergency 
admissions 

1824.7 
1803.4 
(1.17% 

reduction)

1784.2 
(1.17% 

reduction)
None 

 Implementation of 
integrated 
community teams 
and creation of 
virtual wards / 

Relevant 
for CPGs 
who are 
working on 
areas with 
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Outcome 
ambition 

Outcome 
framework 
measure 

Baseline 2014/15 
Ambition

2015/16 
Ambition  

Support 
measures 

Plans for delivery Links to 
Which 
CPG? 

hospital 
through better 
and more 
integrated 
care in the 
community, 
outside of 
hospital. 

rapid response 
teams 

 Urgent care 
strategy, Older 
Persons Advice & 
Liaison (OPAL), 
Integrated 
Discharge Team 
(IDT), Ambulatory 
Emergency Care 
(AEC) 

 Review of 
primary out of 
hours service 
provision 

 South West 
Ambulance 
Services 
Foundation Trust 
(SWASFT) right 
care right place  

 Emergency 
admissions for 

notable 
avoidable 
emergency 
admissions, 
particularly 
respiratory, 
circulatory 
diabetes 
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Outcome 
ambition 

Outcome 
framework 
measure 

Baseline 2014/15 
Ambition

2015/16 
Ambition  

Support 
measures 

Plans for delivery Links to 
Which 
CPG? 

children with 
lower respiratory 
infections – 
review pathway  

4. Increasing 
the proportion 
of older 
people living 
independently 
at home 
following 
discharge 
from hospital. 

No indicator 
available at 
GCCG level.  

   

Adult social 
care 
outcomes 
framework 
indicator on 
re-ablement / 
rehabilitation 

BCF ambition to 
improve 
performance from 
71.6% to 77.5% by 
March 2015.  

 Re-ablement 
pathway 
review 

 Increased 
access to 
domiciliary 
care 

 Stroke high 
intensity 
service 

The Gloucestershire 
ambition is to 
increase access to 
the service, whilst 

Of 
particular 
relevance 
to 
Circulatory 
(stroke 
pathway), 
Frail Older 
People, 
Respiratory 
(pulmonary 
rehab), 
Broken 
Neck of 
Femur  
(#NOF) 
pathway  
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Outcome 
ambition 

Outcome 
framework 
measure 

Baseline 2014/15 
Ambition

2015/16 
Ambition  

Support 
measures 

Plans for delivery Links to 
Which 
CPG? 

improving the 
proportion of people 
who are able to live 
at home (Better 
Care Fund ambition 
4) 

5. Increasing 
the number of 
people having 
a positive 
experience of 
hospital care. 

Patient 
experience of 
inpatient care 
(average 
number of 
negative 
responses 
per 100 
patients) 

147.0 146.1 145.2 None 

 Patient 
experience 
Commissioning 
for Quality and 
Innovation 
(CQUIN) has 
been included in 
contracts to 
promote 
improvements  

 Extension of the 
Friends and 
Family test 
across services 
during 2014/15 
(building into Day 

 
All CPGs 
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Outcome 
ambition 

Outcome 
framework 
measure 

Baseline 2014/15 
Ambition

2015/16 
Ambition  

Support 
measures 

Plans for delivery Links to 
Which 
CPG? 

Cases, 
Outpatients, 
Staff, Mental 
Health and 
Community 
services); with 
the rest of 
services to follow 
by the end of 
March 2015. 

6. Increasing 
the number of 
people with 
mental and 
physical 
health 
conditions 
having a 
positive 
experience of 
care outside 
hospital, in 
general 

Patient 
experience of 
primary care 
(average 
number of 
negative 
responses 
per 100 
patients) 

4.1 4.1 4.1 None 

 Primary care LES 
– improving 
quality in primary 
care  

 Out Of Hours 
tender  

All CPGs  
(e.g. 
currently 
looking at 
patient 
experience 
of 
community 
based 
physio for 
MSK CPG) 
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Outcome 
ambition 

Outcome 
framework 
measure 

Baseline 2014/15 
Ambition

2015/16 
Ambition  

Support 
measures 

Plans for delivery Links to 
Which 
CPG? 

practice and 
in the 
community. 

7. Making 
significant 
progress 
towards 
eliminating 
avoidable 
deaths in our 
hospitals 
caused by 
problems in 
care. 

National 
indicator is in 
development.  

   

Health care 
acquired 
infections 

Gloucestershire 
have adopted the 
national set target 
for clostridium 
difficile (C.diff) of 
less than 201 cases 
& 0 cases of 
meticillin-resistant 
staphylococcus 
aureusis (MRSA) 
 RCA (Root 

Cause Analysis 
(localised)) of 
each case 
continues. 

 Local Task & 
Finish Group 
reviews C.diff 
outcome data 

All CPGs to 
be aware 
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Outcome 
ambition 

Outcome 
framework 
measure 

Baseline 2014/15 
Ambition

2015/16 
Ambition  

Support 
measures 

Plans for delivery Links to 
Which 
CPG? 

and mitigating 
actions. 
Including: 

 Practices to 
review all patients 
over 80 years on 
PPIs using 
Eclipse Live 
audits.  Request 
prescribing of PPI 
as STAR PU by 
practice.    

 Ribotyping of all 
C.diff cases  

 Continuous 
education and 
information to 
General 
Practitioners via 
multi media 
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Agenda Item 14 

Governing Body 

Governing Body 
Meeting Date 

Thursday 27th November 2014 
 

Title Cultural Commissioning Programme - 
Update 

Executive Summary This paper provides an update on the 
Cultural Commissioning Programme in 
Gloucestershire. 
 
Since being awarded as one of two pilot 
sites within England, good progress has 
been made in identifying priorities and 
developing a ‘theory of change’ action 
plan. Two key objectives have been 
identified: 

 Making the case for cultural 
commissioning and influencing 
commissioners and members 
across Gloucestershire 

 Promoting systemic change through 
place based and assets led 
approaches 

 
The project has received significant 
interest from local media and 
parliamentary bodies. This includes 
coverage by BBC Radio Gloucestershire 
as well as invitations to national high level 
round tables on cultural commissioning 
as well as All Party Parliamentary 
Groups. 
 

Key Issues 
 

 

Risk Issues: 
Original Risk 
Residual Risk 

None identified 
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Financial Impact None 
        

Legal Issues 
(including NHS 
Constitution)  

None. 
 
 

Impact on Health 
Inequalities 

The cultural commissioning programme 
will likely have a positive impact on health 
inequalities through its place based 
commissioning approach. 

Impact on Equality 
and Diversity 

No 

Impact on 
Sustainable 
Development 

 

Patient and Public 
Involvement 

Patients are currently involved within the 
Healthy Individuals Programme Group. 
The public are also involved via partner 
organisations. 

Recommendation Paper for information only  
 

Author Matt Pearce  
Designation Senior Commissioning Manager, Clinical 

Programmes Team 
Sponsoring Director 
(if not author) 

Ellen Rule, Director for Transformation 
and Service Redesign 
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 Agenda Item 14 

 
GCCG Governing Body 

Thursday 27st November 2014 
 

Cultural Commissioning Programme - Update 
 

1. Aim 
 

1.1 
 
 
 
 
 
 
 
 
 
2. 
 
 

The recently published NHS Five Year Forward View argues 
for the prioritisation of wellbeing and the prevention of ill-
health. Self care and prevention is at the heart of the CCG’s 
Five Year Strategy Joining Up Your Care. Arts and Cultural 
(A&C) organisations have the potential to deliver positive 
health outcomes. 
 
This paper provides an update on the Cultural Commissioning 
Programme in Gloucestershire. 
 
Background 
 
Gloucestershire CCG and our partners CREATE 
Gloucestershire, Gloucestershire County Council, Gloucester 
City Council, Tewkesbury Borough Council and Forest of 
Dean District Council is one of two pilot sites in the country to 
be involved in the Cultural Commissioning Programme (CCP). 
 
The CCP is a three year programme supporting arts and 
cultural organisations to engage in public sector 
commissioning and to create awareness amongst public 
service commissioners of the potential for arts and culture to 
jointly deliver their outcomes. The programme is being 
delivered by the National Council for Voluntary Organisations 
(NCVO), in partnership with New Philanthropy Capital (NPC), 
New Economics Foundation (NEF), and Mission Models 
Money. It is a three year programme funded by Arts Council 
England. 
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3.  
 

Progress to date 

3.1  
 
 
 
 
 
 
 
3.2 
 
 
 
 
 
 
 
3.3 
 
 
 
 
 
 
3.31 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

A new project manager (0.5 FTE) was appointed in October to 
lead on the day to day planning, development and delivery of 
the project, bringing key stakeholders together across the arts 
and health sectors and develop thinking, practice and a range 
of materials. Initial work has involved engaging partners and 
undertaking a stakeholder analysis and mapping existing arts 
and culture provision. 
 
CCP Advisory Group 
 
Three advisory group meetings have been held with positive 
engagement from a wide range of partner organisations 
including GCC, Gloucester City Council, Tewkesbury Borough 
Council and Forest of Dean District Council, and arts and 
cultural organisations. 
 
Project Planning 
 
The advisory group has developed an action plan using a 
‘theory of change’ approach that defines the building blocks 
required to bring about a long term change and outcomes. 
Two high level objectives have been identified. 
 
Objective 1 - Making the case for cultural commissioning 
and influencing commissioners and members across 
Gloucestershire  

Some good progress has already been made to capture the 
evidence and outcomes associated with arts provision within 
a health/public service context: the Warwick Edinburgh well-
being tool is being used and a grant from the Paul Hamlyn 
Foundation to CREATE Gloucestershire will provide capacity 
building support for local A&C organisations. But there is a 
need to build upon the data and methods that already exist 
and develop a more robust framework for measuring the 
value and impact of cultural interventions, in particular how 
cultural interventions add value and achieve better health 
outcomes.  
 
Within this objective there are several potential strands of 
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3.32 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

work including:  
a. Raising awareness of what cultural commissioning is, 

and what the potential of working with A&C 
organisations is;  

b. Drawing together local and national evidence of the 
value of cultural commissioning against 
Gloucestershire’s priority outcomes; 

c. Identifying important local influencers/change 
champions within the NHS, County and district councils 
that can help raise the profile of cultural commissioning 
with their peers; 

d. Identifying and influencing key local stakeholders who 
may be able to open the doors to increased levels of 
cultural commissioning.    

e. Supporting Gloucestershire’s A&C providers to 
evidence their impact and more clearly articulate the 
outcomes they achieve.  

Objective 2 - Promoting systemic change through place 
based and assets led approaches  

Gloucestershire already has a number of local place based 
projects that are community led and have a strong arts 
component and there are a huge variety of local A&C assets. 
There is a strong drive to integrate the CCP programme into 
emerging place based initiatives as a way of developing a 
more coherent way of supporting and valuing arts and cultural 
contributions in one geography. These projects (possibly 
between one and three place based projects) could provide a 
practical hook for other commissioners to engage with, 
feeding upwards to county level and into NHS structures. 
Combining place based approaches with influencing activity 
would link practical work at the local level to influencing 
activity across the county.  
 
Some specific strands of work that fall within this objective 
include:  

a. Doing practical pilot work in commissioning A&C 
organisations at a district level;  
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3.4 

b. Mapping local A&C assets and linking these in to other 
‘service’ areas;  

c. Raising awareness of the value of A&C organisations 
and assets among elected members.  

There are a number of places where existing projects are 
underway that could be sites for development, rather than 
setting up a new initiative. 
 
Marketing and Communication 
 
The project has received positive coverage from the local 
media. BBC Radio Gloucestershire included the CCP within 
their morning news bulletin. The breakfast show devoted 
three hours to discuss how arts and culture could support 
people in improving their health and wellbeing. 
 
Interviews were held with patients, Dr Simon Opher and Pippa 
Jones (Development Director, CREATE Gloucestershire). The 
advisory group are currently liaising with the CCG 
communication team to develop a marketing and 
communications plan.  
 

3.5 
 
 
 
 
 
 
3.51  

National interest 
 
Gloucestershire is recognised as a leading area for arts and 
cultural commissioning. As a result lead members of the CCP 
advisory group have been invited to attend national events to 
share current learning and knowledge. These include: 
 
CCP - High level round table  
Members of the CCP advisory group recent attended a high 
level round table that was hosted by Lord Bichard, Social 
Care Institute for Excellence. A discussion was held around 
how assets and the capabilities of arts & cultural 
organisations can help build resilience of people and 
communities & limit dependency on social and medical care.  
 
Dr Simon Opher and Pippa Jones (Development Director, 
CREATE Gloucestershire) presented work that had been 
undertaken in Gloucestershire around how arts activities can 
help to deliver outcomes for commissioners, including NHS / 
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Clinical Commissioning Groups, and local authorities 
 
 
3.52 

 
 
All Party Parliamentary Group – House of Lords  
The CCG lead commissioner for self care and prevention, 
was invited to be part of a round table discussion between the 
All Party Parliamentary Groups (APPG) on ‘Arts, Health and 
Wellbeing’ and ‘Wellbeing Economics’ 

  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
3.6 

The meeting was arranged following a recent APPG 
Economics report ‘Wellbeing in Four Policy Areas’, 
recommending that local areas should consider how cultural 
commissioning might contribute to priorities in their Health 
and Wellbeing Strategies. 
 
This roundtable explored the opportunities and challenges for 
Local Authorities and CCG’s in commissioning arts and 
culture for wellbeing.  
 
The meeting was chaired by the Rt Hon Paul Burstow MP and 
attended by Helen Goodman MP, Lord Howarth of Newport 
and Rt Hon David Lammy MP. 
 
Next Steps 

  
 The advisory group are continuing to revise the ‘theory of 

change’ action plan and ensure that this aligns with the 
strategic approach for Gloucestershire. The plan will be 
translated into a project initiation document. Work will also be 
undertaken to explore synergies between the CCP and Social 
Prescribing. 

   
4. Recommendation(s) 

 
4.1 For the Governing Body to note and support progress to date. 
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Agenda Item 15 

Governing Body 

Governing Body 
Meeting Date 

Thursday 27th November 2014 
 

Title Assurance Framework 
 

Executive Summary The attached Assurance Framework for 
2014/15 provides details of the 
assurances that will be provided to the 
Governing Body regarding the 
achievement of the CCG’s Objectives.  
 
The Assurance Framework identifies 
gaps in assurances and controls 
regarding the objectives along with details 
of the principal risks that have been 
identified by lead managers.  
 
Updates will be provided to future 
meetings of the Governing Body in order 
to demonstrate the progress made 
against the action plans identified to 
address risks and the gaps in assurances 
or controls. 

Key Issues 
 

A number of risks have been identified 
which could adversely affect achievement 
of the objectives. Action plans have, 
however, been devised are being 
implemented to minimise the effect of 
these risks. 

Risk Issues: 
 
 
 
 
Original Risk 
Residual Risk 

The absence of a fit for purpose 
Assurance Framework could result in 
gaps in control or assurances not being 
identified and addressed. 
 
8 (2x4) 
4 (1x4) 
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Financial Impact Not applicable 
 

Legal Issues 
(including NHS 
Constitution)  

Not applicable 
 
 

Impact on Health 
Inequalities 

None. 
 

Impact on Equality 
and Diversity 

None. 

Impact on 
Sustainable 
Development 

None. 

Patient and Public 
Involvement 

Not applicable. 
 

Recommendation The Governing Body is requested to note 
this paper which is provided for 
information. 

Author Alan Potter 

Designation Associate Director Corporate Governance

Sponsoring Director 
(if not author) 

Cath Leech 
Chief Finance Officer 
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Governing Body 

Thursday 27th November 2014 
 

Assurance Framework 
 
 

1. Introduction 
 
1.1 The Assurance Framework provides the Governing Body 

with a structure and process that enables the organisation to: 
 focus on those risks that might compromise achievement 

of the principal objectives; 
 map out the key controls in place to manage the 

objectives; and 
 identify the assurances that will be received by the 

Governing Body regarding the effectiveness of those 
controls. 

 
1.2 The Assurance Framework is also a key source of evidence 

for the Annual Governance Statement. 
 
1.3 The primary benefit of the Assurance Framework is that it 

provides a structure for individuals within the CCG to 
consider and plan for the achievement of the organisation’s 
objectives in a proactive manner. 

 
 
2. The Assurance Framework 
 
2.1 The Assurance Framework is based upon the summary 

objectives detailed in the Two Year Plan for 2014/16.  
 
2.2 The document outlines the principal risks, control systems 

and assurances that will be provided to the Governing Body 
regarding the achievement of each summary objective. 
Details of the action plans to address the risks, gaps in 
controls or gaps in assurance are also provided for each 
objective. 
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2.3 The initial Assurance Framework was presented to the 
meeting of the Integrated Governance and Quality 
Committee (IGQC) on the 16th June 2014 and an updated 
version was presented to the Committee on the 21st August 
2014. The attached document incorporates further updates 
received from the lead managers responsible for each area 
of activity.  

 
2.4 Progress regarding the achievement of each objective is 

monitored separately through the performance management 
process. 

 
 
3. Monitoring 
 
3.1 Updates of the Assurance Framework, outlining the progress 

made in relation to the action plans, will be reviewed at future 
meetings of the Governing Body.  

 
 
4. Recommendation 
 
4.1 The Governing Body is invited to note this paper and the 

attached Assurance Framework. 
  
 
5. Appendix 
 

 Assurance Framework 
 



Gloucestershire Clinical Commissioning Group Assurance Framework 2014/15

Risk No Principal Risks Risk Owners Original Risk 
Ratings (LxC)

Current Risk 
Ratings (LxC)

Key Controls Sources of Assurance Gaps in Controls or Assurance Action Plan and Target Date

L1 Insufficient clinical engagement 
from primary care.

Helen Goodey 12 (3x4) 8 (2x4) Website and e-GP 
newsletter, clinical 
programme approach, 
locality structure and 
meetings, contracts with 
providers, development and 
implementation of 
Engagement Plan.

Commissioning for Quality 
Report, Clinical Priorities 
Forum and Clinical 
Programme Groups.

Quarterly Locality Executive meetings. 
Supporting Local Protected Learning 
Time Events. (Ongoing)

L2 GP Practices running at 
maximum capacity and certain 
practices not being financially 
viable.  Potential risk that the 
quality of primary care could be 
compromised as a result.

Helen Goodey 12 (3x4) 12 (3x4) Practice visits by Executive 
Team and CCG Lead GPs. 
Senior Locality Manager 
attendance at Locality 
Executive Meetings. 
Implementation of 
Countywide Practice 
Manager Representative 
Group. Working closely with 
Area Team around joint 
responsibilities to ensure 
clarity, responsiveness and 
support.

Governing Body Reports Ongoing monitoring. Investment to 
support unplanned admissions DES to 
practices. New ways of working pilot in 
Cirencester. Skype pilot in South 
Cotswolds. Funding identified in ORCP 
plan to support primary care initiatives 
for system resilience. (March 2015)

Q1 Insufficient clinical engagement 
from secondary care clinicians.

Marion Andrews-
Evans

12 (3x4) 8 (2x4) Website and e-GP 
newsletter, clinical 
programme approach, 
locality structure and 
meetings, contracts with 
providers will be regularly 
monitored to assure they 
remain as effective 
engagement methods. 

Commissioning for Quality 
Report, Clinical Priorities 
Forum and Clinical 
Programme Groups.

Monitor clinician participation with 
Clinical Programme Groups and 
effectiveness of CCG Live. (March 
2015)

Q3 Specialised Commissioning 
transferring to NHS England 
leading to fragmentation of 
pathways. Specific risk around 
the specialised services for 
children and young people with 
mental health problems.

Helen 
Chrystal/Simon 
Bilous

12 (3x4) 12 (3x4) Monitoring service provision 
with local providers and 
feedback to the Area Team.

Assurance from Area Team Raise the concerns with the Area Team 
and get feedback to ensure the lead 
commissioner is involved in this 
specific area. Work ongoing to review 
local services and identify opportunities 
and gaps for service improvement, 
including crisis support and hospital 
liaison services for young people. 
(March 2015)

Objective 1: Develop strong, high quality, clinically effective and innovative services.
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Risk No Principal Risks Risk Owners Original Risk 
Ratings (LxC)

Current Risk 
Ratings (LxC)

Key Controls Sources of Assurance Gaps in Controls or Assurance Action Plan and Target Date

Q4 Failure to capture and ensure 
outcomes from patient, carer and 
public feedback and quality 
governance systems to inform 
commissioning and contracting 
arrangements resulting in failure 
to maintain and improve the 
quality of services.

Marion Andrews-
Evans, Mark 
Walkingshaw, 
Becky Parish

12 (3x4) 8 (2x4) Communications and 
Engagement Strategy, 4Cs 
Policy and Procedure, 
Provider Clinical Quality 
Review Groups, HCOSC, 
Health Watch 
Gloucestershire (HWG) 
comments.

Commissioning for Quality 
Report, Outcome of 
Engagement/Consultation 
Reports.

Maintain mechanism for 'feeding back' 
impact of patient, carer public 
experience data. Make available in 
public domain. (Oct 2014)

Q11 Failure to implement Deprivation 
of Liberty Safeguards (DoLS) as 
per recent judicial review. 

Mary Morgan 12 (3x4) 12 (3x4) Adult Safeguarding Board 
and provider Clinical Quality 
Review Groups (CQRGs) in 
place to monitor.

Adult Safeguarding Board 
and CQRGs .

General awareness to be raised across 
the whole organisation with emphasis 
on Continuing Health Care (CHC) and 
mental health services. (Oct 2014)

C5 (Discharge) Risk that the number 
of medically stable patients 
exceeds agreed target.

Maria Metherall 12 (3x4) 12 (3x4) GSRG, Urgent Care Delivery 
Group, 7 day services 
countywide group, ORCP 
schemes mitigated by 
fortnightly delivery calls and 
clear KPI's and milestones.

Performance Reports and 
dashboards, critical 
milestones reviewed, regular 
programme stocktake.

Fortnightly review of schemes which 
will positively impact on patient 
discharge via new Urgent Care Delivery 
Group. Terms of reference agreed. 
Continued roll out of IDT Team  and 
further recruitment underway.  
Collaborative working commenced 
following IST and Newton review of 
urgent care system.  Agreement 
reached on agreed action resulting 
from report findings. Increased in hours 
of discharge lounge within acute trust. 
(March 2015)

C6 (Acute Care) Non-delivery of the 
Constitution standard for 
maximum wait of 4 hours within 
the Emergency Department.

Maria Metherall 12 (3x4) 12 (3x4) GSRG, Weekly GHT, ECB, 7 
day services project board, 
and steering group. ORCP 
schemes mitigated by 
fortnightly delivery calls and 
clear KPI's and milestones.

Performance Reports, 
weekly situation report, 
project status updates.

Monthly progress review plus weekly 
ECB meetings at GHT . NHS 111 divert 
scheme, increase ED staffing, hot 
clinics, review of Newton Report, AEC 
further development.  Internal GHT 4 
hour recovery plan.  AEC - new 
consultant begins pathway 
development work. 7 day working pilot 
being scoped in one speciality to 
evaluate the cost benefits of delivering 
7 day working. Project manager 
appointed. (until March 2015)

Objective 3: Transform services to meet the future needs of the population, through the most effective use of resources; ensuring the reduction of harm, waste and variation.

Objective 2: Work with patients, carers and the public to inform decision making. 
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Risk No Principal Risks Risk Owners Original Risk 
Ratings (LxC)

Current Risk 
Ratings (LxC)

Key Controls Sources of Assurance Gaps in Controls or Assurance Action Plan and Target Date

C15 Failure to comply with national 
and local access targets, 
including 18-week RTT, 62 day 
cancer target, diagnostic 6-week 
target, planned follow-ups could 
result in inadequate and/or 
delayed care.

Simon Sethi 12 (3x4) 12 (3x4) Acute provider contracts, 
including AQP.

Performance Reports Monthly monitoring with focus on 
services under pressure. Agree 
remedial action and apply contract 
penalties. Plan for use of additional 18 
week resources in place. Ensure robust 
process for offer and uptake of patient 
choice to encourage use of providers 
with shortest waits. (Dec 2014)

C26 There is risk that the scale, 
complexity and unavoidable time 
constraints associated with the 
implementation of the agreed 
service model for strengthened 
health and social care integrated 
community teams across 
Gloucestershire means that the 
financial savings target allocated 
to this programme  as part of the 
2013/ 2014 Annual Operating 
Plan and prior to the completion 
of the Case for Change and 
Return of Investment are not 
realised along with the service 
objectives (given the significant 
change in the model of service 
delivery required).

Kim Forey/Andrew 
Hughes

12 (3x4) 12 (3x4) ICT Programme Group
QIPP Board Reports
GCCG Board Reports

Report to IGC and Governing 
Body. ICT Steering Group

Implementation of integrated case 
management model; Delivery of 
HIS functionality as part of day to 
day service. Finalised financial 
model. Impact of current DN 
working on programme 
developments.

Integrated case management defined and 
project to operationally test agreed. First 
patient cohort w/c 13th October 2014 in 
Gloucester South West Team Key 
supporting processes being developed. No 
further HIS roll out until model tested and 
working - reduced operating costs. Rapid 
response roll out and live in Tewkesbury, 
Forest of Dean on 15th October 2014 and 
Stroud & Berkeley Vale on 10th December 
2014. Continuation of interim financial 
model so opportunity to revise costings. 
QIPP trajectory refined to take into account 
slower roll out  and patient types. Formal  
Case Review process being finalised and in 
place by end of November 2014.   
Separate DN project being taken forward. 
Overall, delay in achieving benefits and full 
functionality  around  8 to 12 months behind 
schedule. (Jan 2015)

F11 - F16 Failure to deliver financial targets. Cath Leech 12 (3x4) 12 (3x4) Robust financial plan aligned 
to commissioning strategy.

Budgets approved by the 
Governing Body. Monthly 
reporting to CCG Governing 
Body. 

On-going work with specialist 
commissioning and other 
commissioning organisations to work 
through the detail of impact of changes 
to commissioning organisations.  
Review of existing budgets to be 
undertaken. (Sept/Oct 2014)

Robust contract 
management and activity 
monitoring and validation 
(particularly at GHFT)

Monthly performance 
dashboard for larger 
contracts with robust out of 
county contract monitoring 
reflected within performance 
reports.

Performance dashboards being 
extended to other large provider 
contracts (actioned Sept 2014)

Financial procedures being 
refreshed.

Internal audit plan in place 
and internal audit reports and 
recommendations to be 
reported to Audit Committee.

Financial procedure refresh and 
training. (Sept/Oct 2014)
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Risk No Principal Risks Risk Owners Original Risk 
Ratings (LxC)

Current Risk 
Ratings (LxC)

Key Controls Sources of Assurance Gaps in Controls or Assurance Action Plan and Target Date

F8 Insufficient capacity and/or 
capability within the CSU could 
adversely affect the organisation's 
ability to adequately support the 
CCG.

Cath Leech 12 (3x4) 8 (2x4) Contract/service level 
agreement signed between 
the CCG and CSU specifying 
the services to be delivered.

Monthly meetings between 
the CCG and the CSU to 
review service delivery. CCG 
service leads meet with their 
counterparts in the CSU to 
review more detailed aspects 
of delivery.

Monitoring meetings schedule set up. 
(May 2014)

F3 Information required to support 
service transformation is limited 
or not available due to changes in 
legislation and uncertainty over 
access arrangements.

Sarah Hammond 12 (3x4) 8 (2x4) IGQC report. CCG application to become accredited 
safe haven to be completed following 
new guidance received. (March 2015)

A1 Failure to build positive 
relationships with the local health 
community and other 
commissioners could impact on 
joined-up service delivery and 
transformation.

Mary Hutton, Helen 
Miller

12 (3x4) 8 (2x4) Joint Commissioning posts, 
Joint Commissioning Boards 
and Executives in place 
between the CCG and the 
Local Authority. System 
vision agreed and Joining Up 
Your Care  implementation 
with key members of the 
healthcare community 
established. GSF programme 
of work established to deliver 
on system vision.

Performance reports. Risk to partner engagement due 
to austerity measures

Continued engagement with all 
partners.

A2 Failure to build positive 
relationships with key local 
stakeholders (HCOSC, HWG) 
could impact on implementation 
of service delivery and 
transformation.

Mary Hutton, Helen 
Miller, Becky 
Parish, Anthony 
Dallimore

12 (3x4) 8 (2x4) Attend HCOSC meetings. 
NHS Reference Group 'No 
surprises' discussions. 
Attend HWG Meetings.  
Timely written briefing of 
stakeholders. Joint Health 
and Well Being Strategy 
agreed.  Membership of 
Health and Well Being 
Board.

C4Q Reports, Outcome of 
Engagement/Consultation 
Reports, Written stakeholder 
briefings as part of integrated 
communication plans 

Communications and 
Engagement Strategy requires 
revision.

Development of BCF to act as a 
catalyst for transformation. (Oct 2014)

A3 Failure to build positive 
relationships with local media 
could impact on the ability of the 
CCG to promote its work 
effectively and promote 
engagement opportunities .

Anthony Dallimore, 
Helen Miller, Mary 
Hutton  

12 (3x4) 8 (2x4) CCG Communication and 
Engagement Strategy, 
Quarterly meeting with 
editors, 'no surprises' briefing 
on key announcements .

Sponsorship/partnership 
agreements, briefings 
arrangements within 
individual communication 
plans. 

Communications and 
Engagement Strategy requires 
revision.

Implementation of GCCG 
Communications and Engagement 
Strategy (Ongoing)

Objective 4: Build a sustainable and effective organisation, with robust governance arrangements throughout the organisation and localities.

Objective 5: Work together with our partners to develop and deliver ill health prevention and care strategies designed to improve the lives of patients, their families and carers.
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Risk No Principal Risks Risk Owners Original Risk 
Ratings (LxC)

Current Risk 
Ratings (LxC)

Key Controls Sources of Assurance Gaps in Controls or Assurance Action Plan and Target Date

Q7 Lack of compliance with national 
targets for  C.difficile  and MRSA 
could result in a lower quality of 
care for some patients.

Teresa Middleton, 
Karyn Probert

9 (3x3) 9 (3x3) Countywide HCAI action 
plan. Monthly monitoring of 
incidents of C.difficile and 
MRSA. Countywide HCAI 
Committee oversees action 
plan implementation and 
monitors progress.

Performance reports. Bi-monthly Strategic Countywide 
Healthcare Acquired Infections (HCAIs) 
Group. Ribotyping all C.difficile  cases. 
Annual review of Countywide Antibiotic 
Formulary. Bimonthly CCG C.difficile 
Working Group. Regular 
communications with all Prescribers. 
Involvement in sharing good practise 
with Area Team Workshop. Explore 
faecal transplantation as a method to 
reduce relapse of C.Diff in patients as 
per NICE intervential procedures 
guidance (IPG). (March 2015)

Q13 Risk of delayed diagnosis due to 
lack of timely response in 
Histology. 

Kay Haughton 16 (4x4) 8 (2x4) GHNHSFT CQRG in place to 
review diagnostics,  GPs 
reporting on DATIX, Serious 
Incident reporting and CQC 
reviews in place. 

Performance reports. CQRG 
monitoring and incident 
reports.

High level review of histology monthly 
with action plan in place. (Oct 2014)

Q14 Risk of delayed diagnosis due to 
lack of timely response in 
Radiography. 

Kay Haughton 16 (4x4) 8 (2x4) GHT CQRG In place. DATIX 
reporting by GPs. Radiology 
Working Group established. 
CQC reviews in place.

Performance reports. CQRG 
monitoring and incident 
reports.

High level review with action plan 
requested. (Oct 2014)

Q15 Delay in GHNHSFT issuing 
Cardiology letters which could 
result in appropriate treatment 
being delayed.

Kay Haughton 16 (4x4) 16 (4x4) CQRG in place.
Contract team weekly 
conference call with GHT.
Datix reporting by GP's

Performance reports. CQRG 
monitoring and incident 
reports.

Proposed Action Plan from GHT 
monitored by Commissioning Contract 
Team.  Estimated date of reduction of 
backlog to turnaround of 5 days from 
dictation is 10th November 2014. (Nov 
2014)

F9 Lack of staff engagement and 
staff development could limit the 
achievement of financial balance.

All directors 8 (2x4) 8 (2x4) Organisational development 
plan in place.

Organisational Development 
Plan progress reports.

Organisational Development Plan 
update needed to reflect new 
information. Appraisal process 
needs to be developed to fit the 
organisation's needs.

Refresh of the Organisational 
Development Plan. Senior Manager's 
Group developing an appraisal process 
(March 2015)

Objective 6: Develop strong leadership as commissioners at all levels of the organisation, including localities.
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Governing Body 
 

Governing Body 
Meeting Date 

Thursday 27th November 2014 

Title West of England Academic Health Science 
Network Report 

Executive Summary The attached document is the fifth quarterly 
report produced by the West of England 
Academic Health Science Network. 

Key Issues 
 

The following key issues are referred to in the 
report: 

 Patient Safety 
 Evidence into Practice/Commissioning 

Evidence Based Care 
 Enterprise and Translation 
 Building Capacity and Capability 
 Informatics 
 Engagement and Events 

Risk Issues: 
Original Risk 
Residual Risk 

None. 
 
 

Financial Impact None. 
Legal Issues 
(including NHS 
Constitution)  

None. 
 
 

Impact on Health 
Inequalities 

None. 
 

Impact on Equality 
and Diversity 

None. 

Impact on Sustainable 
Development 

None. 

Patient and Public 
Involvement 

Not applicable. 
 

Recommendation The Governing Body is requested to note this 
report which is provided for information. 

Author Deborah Evans 
Designation WEAHSN Managing Director 
Sponsoring Director 
(if not author) 

Mary Hutton 
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Report from West of England Academic Health Science Network Board,  

11 September 2014 

1. Purpose 
This is the fifth quarterly report for the Boards of the member organisations of the 
West of England Academic Health Science Network which includes the three health 
research active Universities, NHS Trusts and Foundation Trusts, Community Interest 
Companies who provide community health and social care and the seven Clinical 
Commissioning Groups. 

A similar briefing will be circulated to a wider range of partners and stakeholders 
following each quarterly meeting of the Academic Health Science Network Board.   

Board papers will be posted on our website http://www.weahsn.net 
 

2. Patient Safety Update 
In advance of the national Patient Safety Collaboratives launch on 14 October 2014, 
we have been actively establishing our West of England Patient Safety Collaborative. 
 
Progress so far is as follows: 

a. We have formed a Patient Safety Collaborative Board, chaired by James Scott, 
Chief Executive, RUH Bath.  Chief Executives were invited to nominate a senior 
colleague with responsibilities for patient safety to join this Board, so all 21 
providers and commissioners of NHS care are included.  We also have two 
Patient and Public Involvement representatives on the Board. 

b. We have appointed a Clinical Director, Anne Pullyblank, who is currently Clinical 
Director for Surgery at North Bristol NHS Trust.  She will be supported by three 
Associate Clinical Directors, who are: 

 Emma Redfern, Emergency Department Consultant, University Hospitals 
Bristol; 

 Tricia Woodhead, former Medical Director, Safer Care South West; 

 Hein Le Roux, a GP and Clinical Commissioning Group Board member from 
Gloucestershire 

c. Cathy Howe, our Patient Safety Programme Director, is in post and is working 
alongside Natasha Swinscoe, Director of Development. 

d. We are initiating an evaluation of Safer Care South West, which is due to 
conclude in September 2014 after five years. 

e. We are in the process of engaging with member organisations, clinicians and 
patients and public constituents to shape our initial work programme which will 
be presented to the Patient Safety Collaborative Board in December 2014.  Our 
engagement process earlier this year voiced a strong requirement from Clinical 
Commissioning Groups and our Community Health Services providers to 

http://www.weahsn.net/about-us/board-papers/
http://www.weahsn.net/about-us/board-papers/
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strengthen patient safety.  In response, we are establishing a primary and 
community services workstream which will be sponsored by Martin Jones, Chair, 
Bristol Clinical Commissioning Group, and Paul Jennings, Chief Executive, 
Gloucestershire Care Services. 

f. Shaun Clee, Chief Executive, 2Gether NHS Foundation Trust, is leading on the 
South of England Mental Health Collaborative with Academic Health Science 
Network support. 

g. We are continuing with the South West-wide themed patient safety workshops in 
areas such as Getting Medicines Right, Falls, Venous Thromboembolism, Peri-
operative care, Critical Care.   

 
3. Evidence into Practice / Commissioning Evidence Based Care 

This workstream is developing well.  Highlights include: 

a. Preventing Cerebral Palsy in pre-term babies 
This scheme to reduce Cerebral Palsy in babies who are born at 30 weeks or 
less is now live in all five obstetric units in the West of England.  Research 
midwives in each unit are delivering training to staff in line with the clinical 
guideline pack which was approved by the South West Obstetrics Network.   
The Badgernet national neonatal database has been amended to include fields 
relating to the administration of Magnesium Sulphate and this will support 
national benchmarking as well as local data collection.  The charity, BLISS, have 
given us a wealth of input from parents and families. 

b. Optimising Anti-Coagulation to reduce Strokes in people with Atrial 
Fibrillation 
This project has opted to take additional time on engagement with GPs, 
haematologists and anaesthetists and is currently being tested with 11 GP 
practices prior to a wider roll out.  A broad Patient and Public Involvement plan 
is underway and includes a patient anti-coagulation decision aid.  We are 
working closely with the National Institute for Clinical Excellence (NICE). 

c. Improving outcomes for people with hip replacements 
The next steps for this scheme will be timed to fit with the publication of a report 
from the “Getting It Right First Time” national orthopaedic improvement 
programme.  Professor Tim Briggs, Consultant Orthopaedic Surgeon at the 
Royal National Orthopaedic Hospital who leads that programme is supporting 
our work.   

d. Awareness of Autistic Spectrum Conditions 
We have agreed to support a short-term piece of work sponsored by the Royal 
College of GPs which involves facilitating a regional event about awareness of 
autism.  This is an invitation-only event, taking place on 13 November at 
Taunton Rugby Club.  There has been extensive service user and carer 
involvement in planning the event. 

 
4. Enterprise and Translation 

The operational plan for Enterprise and Translation has gathered momentum very 
rapidly.  Progress includes: 

a. We responded to contacts from 286 companies in the six months from January 
to June 2014. 
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b. Our “Funding Finder” service for innovation funding has 100 subscribers.   

c. We have established a “Health Innovation channel” where companies can 
submit a three minute film of innovations they want to work on with Academic 
Health Science Network member organisations.  18 short films will be available 
initially and the site will go live by 1 October 2014. 

d. We are launching a local Academic Health Science Network challenge on 
mHealth approaches to self-management of Diabetes; designed with 20 
commissioners, provider clinicians and Patient and Public Involvement 
representatives.  It is aimed at products which are ready for use in the NHS. 

e. Our second national SBRI (Small Business Research Initiative) competition was 
on Medicines Adherence and received 66 applications of which seven were 
successful, of which two were from the West of England.  Each winner will 
receive £100,000 to develop their idea to the next stage and we will now work 
with the two successful local companies.   

f. Our third Small Business Research Initiative competition will launch in October 
and will be about Child and Adolescent Mental Health.  We are currently scoping 
it out. 

g. Our second outreach event will be at the MShed, Bristol, on 13 November with 
the theme of “modelling healthcare systems” [please click here to register].  Our 
third event will be in Gloucestershire in February 2015. 

h. Our companies database now has over 450 companies with whom we interact 
to make them aware of our themed competitions, outreach events, funding 
opportunities etc. 

i. We are keen to develop our approach to ‘user design’ of innovations as a 
specific focus which is additional to patient and public involvement in Enterprise 
and Translation. 

 
5. Building Capacity and Capability Across the West of England to Support 

Innovation, Quality Improvement and Patient Safety 

The Board has approved proposals to develop a West of England-wide “Academy” to 
support capacity and capability for innovation, quality improvement and patient 
safety.  This follows an event at the end of July where representatives from all 
member organisations identified the top ten areas in which they felt the Academic 
Health Science Network could add value.  This work will be steered by a reference 
group of member organisations. 

These priorities include support and training for patient leaders, themed master 
classes and a range of quality improvement and patient safety programmes. 

6. Informatics 

The focus of our Informatics programme is to support each health community to 
connect individual patient data across clinical systems.  Feasibility studies are now 
live in Gloucestershire, Bath and North East Somerset and Swindon and we have a 
collaboration agreement for sharing working documents with the “Connecting Care” 
programme in Bristol, North Somerset and South Gloucestershire.  At our Senior 
Leaders Seminar of Chairs and Chief Executives of partner organisations, we were 
asked to consider how this work could be accelerated to support integration with 
social care and seven day working. 

http://www.eventbrite.co.uk/e/modelling-healthcare-systems-tickets-13126063409
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7. Engagement and Events 

 The first of our two Informatics events is on 10 October at Bath Racecourse.  
Please click here for more details.   

 Our Annual Conference will be on Thursday 16 October at the University of the 
West of England Conference Centre.  It is a joint event with the West of 
England Local Clinical Research Network. 

 Read our newsletter and patient safety newsletter.  

 For further details on our Modelling Healthcare Systems event that is taking 
place on 13 November, as mentioned in point 4g above, please click here  

 

 
Deborah Evans 
September 2014 

http://www.weahsn.net/event/integrated-information-supporting-better-care/
http://us8.campaign-archive1.com/?u=f0307060daac60c96aab19b07&id=9774b504bc&e=b1a3c0ad33
file://weahsn.xswhealth.nhs.uk/data/directorate/Patient%20Safety%20Workstream/Newsletters/Patient%20Safety%20Newsletter%20September%202014.pdf
http://www.weahsn.net/event/modelling-healthcare-systems/
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Agenda Item 17 
 

Gloucestershire Clinical Commissioning Group 
Board 

 
Governing Body 
Meeting Date 

27th November 2014 
 

Title Performance Report  
 

Executive Summary This performance framework report 
provides an overview of Gloucestershire 
CCG performance against organisational 
objectives and national performance 
measures including finance for the period 
to the end of October 2014.  
 
 
 

Key Issues 
 

These are set out in the executive 
summary within the report. 
 

Risk Issues: 
Original Risk 
Residual Risk 

All risks are identified within the relevant 
sections of this report. 
 
 

Financial Impact The CCG is planning a surplus of £6.8m 
and the current forecast is that this 
surplus will be achieved.  
 

Legal Issues 
(including NHS 
Constitution)  

These are set out in the main body of the 
report. 
 

Impact on Health 
Inequalities 

Not Applicable. 
 

Impact on Equality 
and Diversity 

There are no direct health and equality 
implications contained within this report. 
 

Impact on 
Sustainable 
Development 

There are no direct sustainability 
implications contained within this report. 
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Patient and Public 
Involvement 

These are set out in the main body of the 
report. 
 

Recommendation The Board is asked to: 
 Note the financial position as at 

October 2014 and the inherent risks 
within the position 

 Note the performance against local 
and national targets and the actions 
taken to ensure that performance is 
at a high standard. 
 

Author & Designation Sarah Hammond, Head of Information & 
Performance 
Andrew Beard, Deputy CFO  
Kelly Matthews, Associate Director of 
Strategic Planning 
 

Sponsoring Director 
(if not author) 
 

Cath Leech, Chief Finance Officer 
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Gloucestershire CCG 
 

Performance Report  
1.0 Executive summary 

 
1.1 Introduction 

The performance report is broken down into the five sections of the GCCG 
performance framework:  
• Clinical Excellence  
• Finance and Efficiency  
• Patient Experience  
• Partnerships  
• Staff  
 
A full summary of performance against all national and local standards is included 
within the relevant scorecard for that section of the report. An overarching GCCG 
performance dashboard is included as a supporting appendix; providing an 
overview of all key national and local targets. Further supporting appendices 
provide a full analysis of the CCG’s Finance position and progress against 
individual QIPP programmes 
 
Whilst inevitably this report focuses on areas of concern it should be noted that 
Gloucestershire is currently achieving 73% of the local and national performance 
standards.  

 
1.2 Balanced scorecard 2014/15 – up to 31st October 2014 

 

Ref.  CCG Internal Perspective 
Overall rating  

Amber  

P1  Clinical excellence   Amber  

P2  Patient Experience  Amber 

P3  Partnerships  Green 

P4  Staff  Green 

P5  Finance and efficiency  Amber 
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1.2.1 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
Clinical Excellence – Amber, due to Amber rating of 3 success criteria. 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Clinical excellence - Perspective highlights: 
 
 The CCG is developing a stronger focus on patient safety with the topic a 

regular item on the agenda of the clinical quality review group meetings with 
providers.   

 CCG is fully involved as an active member of the south west patient safety 
collaborative. 

 Quality impact assessments (QIA) are now used to provide assurance that 
new service changes and developments do not negatively impact on quality, 
safety or patient experience. 

 

Challenging performance: 

 Number of Health care 
acquired infections. During 
quarter 2, 2 MRSA cases have 
been reported against a target 
of 0. Making the year to date 
total 6 cases.  

 A never event relating to 
interventional radiology was 
reported in September.  

 Cardiology correspondence 
delays have been raised as an 
issue and are under close 
scrutiny.  

 Radiology reporting delays 
have been an issue at 
GHNHSFT; however, 
significant improvements have 
been seen in September and 
October.  

 
 

Good performance:  

 Patient safety incidents reported 
(newly released data at CCG 
level). GCCG is in the best 
quartile nationally with 23 
incidents reported per 1000 bed 
days 

 Quarter 2 achievement of all 
cancer targets  

 Ambulance targets are monitored 
at a SWAST wide aggregate 
level. Performance in quarter two 
has been good with achievement 
of key timeliness indicators.  

 GCCG is in the best quartile 
nationally for unplanned hospital 
admissions for chronic 
ambulatory care sensitive 
conditions.  

 C-difficile infection rates – these 
continue to reduce 

  



 

Page 5 of 48 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Patient experience – Amber, due to amber rating of 3 success criteria. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Patient Experience - Perspective highlights: 

 Gloucestershire Care Services (GCS) and 2gether NHS Foundation 
Trust (2GT) are achieving CQUIN milestones relating to implementation 
of Friends and Family Test (FFT to agreed timescales).  

 GHFT continue to meet the target response rate for in inpatients. 
However achievement of target in the two Emergency Departments 
(EDs) remains a challenge and the phasing out of the Token 
methodology will provide an additional challenge. 

 The review of primary care use of Datix by GP Member Practices to 
report incidents to the CCG to inform commissioning has been 
completed with a simplified system agreed. 

 CCG Patient Engagement and Experience Team have responded to a 
range of requests for patient experience and engagement data to 
support a wide range of GCCG projects. 

Challenging performance: 

 Emergency department 4 hour 
waiting times for the year to date are 
below the 95% target.  September 
performance was 94.9%; the CCG 
continues to co-ordinate a range of 
system actions deliver this standard. 

 RTT pathways in excess of 52 
weeks; the increase in the number 
of 52 week breaches has continued 
at out of county providers, this is 
being investigated 

 The proportion of patients waiting 
over 6 weeks for a diagnostic 
procedure has increased over 
recent months. The two areas of 
concern relate to Audiology tests 
and non-obstetric ultrasound. 

 
  

Good performance 

 There have been significant 
improvements in mixed sex 
ward performance. During the 
first 6 months of 14/15 there 
were 0 cases reported.  

 Improved access to IAPT 
services and maintenance of 
the 50% recovery rate. 

 Both 2 week wait cancer 
targets were achieved in 
Quarter 2, following the 
provision of extra capacity 
and enhanced medical 
staffing. 
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Partnerships – Green rating with all indicators on target for achievement. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Staff – Green rating with all indicators on target for achievement. 
 
 
 
 
 
 
 
 
 
 
 
 
 
Finance and efficiency – Amber rating with all success criteria rated as amber. 
 
 
 
 
 
 
 
 
 
 
 

Partnerships - Perspective highlights: 
 

 Full sign up to collaborative commissioning agreement and contract 
performance of all health and social care services in the community 
provided by Gloucestershire Care Services.  

 Better care fund metrics are now included within the report, progress 
against the ambitions set within the Gloucestershire health and well-
being board plan will be reported within the partnerships perspective.  

 Development of system wide Operational Resilience and Capacity Plan 
(ORCP)  

 

Staff - Perspective highlights: 
 

 Monthly turnover has reduced to 1.4%  
 The number of CCG vacancies has increased from 5 to 8  
 Staff sickness levels have increased from 2.0% to 2.3% 
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1.2.2 

Finance and Efficiency – Amber rating with both success criteria rated Amber. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Finance and Efficiency - Perspective highlights: 
 

 The overall assessment for the finance and efficiency perspective is 
amber. 

 Known risks and pressures have been fully assessed and included within 
the CCG’s forecast position, with mitigating actions where appropriate. 

  

Challenging performance: 

 There continues to be a high 
risk of slippage on QIPP 
schemes within the current 
financial year.  Slippage for 
the year to date is £3.53m 

 A national adjustment to the 
generic medicine 
reimbursement scheme 
indicates a potential in year 
cost pressure to the CCG of 
over £600k. 
 

 
 
 
 

Good performance 

 The CCG is forecasting to 
deliver a planned surplus 
of £6.862m.  

 The better payment 
practice code 
performance for the year 
to date (for non-NHS 
invoices by volume) is 
95.6% which is in line with 
the targeted figure. 
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Focus on urgent care 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

The Urgent Care system has experienced significant pressure over the 
past month which has been evidenced through a deterioration in 
Emergency Department 4 hour performance (92.1% in October) and an 
increase in patients who remain within the acute trust that are deemed 
medically stable for discharge. Significant work is underway to ensure 
that the system is able to respond to the increase in demand with an 
emphasis on ensuring that winter resilience funds are allocated effectively 
and deliver the anticipated impact. Schemes have been commissioned 
that have an impact on all the 5 key areas of focus within Urgent Care: 

 Signposting 
 Self-Care 
 Avoiding Hospital Admission 
 Acute Care 
 Discharge 

 
Funding allocations have been agreed via the newly formed Systems 
Resilience Group and have been distributed across providers including 
Primary Care, Pharmacies and the voluntary sector. Work is underway to 
mobilise the 18 schemes, which include: 

 Extension of the existing mental health liaison service to cover 
24/7 and the introduction of a high intensity user role for mental 
health patients.  

 Introduction of voluntary schemes which include The British Red 
Cross working within and supporting the Emergency Department.  

 Enhanced capacity within Primary Care including the Gloucester 
Health Access Centre 

 Introduction of a minor ailments scheme within local pharmacies 
with the extension of the existing repeat medication service. 

 Additional support to the Integrated Discharge Team within the 
Acute Trust with the development of short stay beds and a frailty 
unit. These will be supported by an extension of the bed 
management service and increased access to the discharge 
lounges.    

 Working with an external company to review current escalation 
processes and adopt new ways of working across the Health and 
Social care system. 

 An innovative approach to this year’s winter communication 
campaign with the introduction of targeted campaigns and an App 
which supports patients in identifying the correct service to use for 
common ailments.
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1.3 GCCG Performance Framework Overview 
 

 The sections below provide an overview of each domain.  Each of the sections is 
broken down into success criteria which when combined provide an overall rating 
for the domain. The development of the partnerships section is ongoing as this is 
an area of development for the CCG. 
 
All indicators are RAG rated, based on the 2014/15 NHS Everyone Counts 
Planning for Patients thresholds.  Key national and local indicators are given an 
overall rating by weighting their importance to the organisation. Indicators which 
feature in the NHS constitution, Quality Premium and CCG assurance framework 
receive the highest weighting with local targets being given a lesser value. The 
overall rating is then derived from the combined score of those targets rated 
Amber and Red.   
 
Areas of performance assessed as being at risk of failure at year end, or other 
issues that engender concerns throughout the year, for which the Board need to 
be made aware of, are reported upon within this report. Where standards are 
reported on a quarterly basis, the board will be informed of updates as and when 
data is available or new information comes to light. 
  
Performance framework  
 
The GCCG performance framework measures the in-year success of the 
organisation by linking the key organisational objectives to perspectives. Each of 
the five perspectives is given a Red, Amber or Green rating based on the progress 
made against a number of locally defined critical success criteria.  
 
Key local and national commissioned performance targets are also reported under 
each domain; however, the overall rating of each perspective is derived from 
GCCG performance against those targets which link to the organisations 
objectives: 

 
Internal Perspective Organisational Objective 
Clinical Excellence (1) Develop strong, high quality, clinically 

effective and innovative services. We will 
deliver this through a multi professional focus, 
with a particular emphasis on clinical 
programme approach and developing our 
member localities. 
 

Finance and Efficiency (3) Transform services to meet the future 
needs of the population, through the most 
effective use of resources; ensuring the 
reduction of harm, waste and variation. 



 

Page 10 of 48 
 

 
(4) Build a sustainable and effective 
organisation, with robust governance 
arrangements throughout the organisation and 
localities. 

Patient Experience (2) Work with patients, carers and the 
public; to inform decision making. 
 

Partnerships (5) Work together with our partners to 
develop and deliver ill health prevention and 
care strategies designed to improve the lives 
of patients, their families and carers. 
 

Staff (6) Develop strong leadership as 
commissioners at all levels of the organisation, 
including localities. 
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2.1 Clinical Excellence  

2.1.1 Clinical Excellence – Period up to 31st October 2014 
 

The overall rating for clinical excellence is Amber for year to date progress against 
the specified success criteria.  

PERSPECTIVE 1  Clinical Excellence   Amber  
 

Success criteria: Patient safety is at the heart of the work of the CCG and 
is considered when planning service change and developments. 

 

A 

 Key performance indicators  

Outcomes measures for patient safety have been developed based on the CCG 
Outcome framework and sign up for safety initiative.  

A 

Quality Impact Assessments are undertaken for all new proposed initiatives and 
service developments. This is considered by the QIPP assurance board before 
decisions are made to support new initiatives.  Mitigation is planned where 
necessary to ensure patient safety. 

G 

Success criteria: 2. Regular, robust information is available to provide 
assurance that our service providers are delivering quality, safe & clinically 
effective services. 

 
G 
 

 Key performance indicators   
A robust process to timely monitor compliance with NICE, which provides 
assurance that all NICE publications are considered and Technology Appraisals 
are implemented within the required time frame. 

G 

Clinical Quality Review Groups meet quarterly and provide assurance to the 
Governing Body through the production of a bi‐monthly provider quality report. 
Ad‐hoc meetings take place with providers on specific concerns. 

G 

Success criteria: 3. The Organisation has a culture where clinical 
effectiveness underpins decision‐making, through considering up to date 
evidence and horizon scanning. 

 
A 
 

 Key performance indicators   

CPGs have a portfolio of clinical evidence which informs and supports their 

decision‐making. 
A 

Success criteria: 4. Key local and National standards relating to Patient 
Experience 

 
A 
 

 Key performance indicators   

Achievement of key NHS outcome framework metrics see section 2.2.1  A 

Achievement of key local and National standards relating to Clinical 
Excellence – see section 2.2.2 

A 
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2.1.2 

 
Success criteria 1: Patient safety is at the heart of the work of the CCG and 
is considered when planning service change and developments. 
 
The CCG has developed a stronger focus on patient safety with it being a 
regular item on the agenda of the clinical quality review group meetings with 
providers.  In addition the CCG is fully involved as an active member of the 
south west patient safety collaborative.  
 
A date of January 9th 2015 has been set for the first Gloucestershire Patient 
Safety Forum. The aim of this Forum is to join up safety initiatives across the 
county, share best practice and learn from each other. The first few sessions will 
have the overarching title of “Recognising the deteriorating patient” a priority 
identified by the south west patient safety collaborative and the first session will 
focus on “Joining up Acute Kidney Injury (AKI) initiatives across the county”. It 
will be multi-disciplinary including all providers and primary care and is aimed at 
senior clinical leaders whose responsibility it is to focus on providing the safest 
and most optimal care for their patients. 
 
Dr Boddana, Renal Consultant has kindly  agreed to give the key note 
speech  and Dr Hein le Roux, (Primary Care Patient Safety Lead for the SW 
Academic Health Science Network and  Patient Safety Lead for Gloucestershire 
CCG) and  Andrew Seaton, (Director of Patient Safety)  at Gloucester Royal 
Hospital will be guiding the group on improvement 
methodology.  Representation from the CCG audit team will also be present to 
give advice and help with audit in order to map the improvement made as we 
work together to highlight this condition 
 
Going forward Safety Forum will link with other national safety priorities identified 
by the collaborative and will continue to facilitate a “joined up” approach across 
provider organisations. The aim is to improve the level of harm free care to our 
patients. 
 
Quality impact assessments (QIA) are now used to provide assurance that new 
service changes and developments do not negatively impact on quality, safety or 
patient experience. 
 
QIA has used completed to provide assurance to the CCG regarding the 
implementation plans for the new out of hours service following the award of the 
tender. 
 

2.1.3 Success criteria 2: Regular, robust information is available to provide 
assurance that our service providers are delivering quality, safe & 
clinically effective services. 
 
Clinical commissioning groups have 90 days after the publication date of a NICE 
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Technology Appraisals (TAs) to make the treatment available to patients who 
are covered by the criteria published within the specified TA.  
 
The table below provides details of the cumulative number of NICE TAs that 
have been published since 1st April 2013. The number issued refers to the 
actual number of TAs published, and the second box below refers to the number 
relevant to NHS Gloucestershire CCG i.e. some TAs will be the responsibility of 
specialised commissioning or the cancer drugs fund to implement. 
 
 NICE TAs  Q1     (Apr 

‐Jun14‐ 
Q2    (Jul ‐
Sept 14) 

     

Number issued  5 6    

Number relevant to GCCG  1 2    
 

 
 
 
 
 
 
 
 
 
 
 
 
2.1.4 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
The quality team have established quarterly Clinical Quality Review Groups 
(CQRG) chaired by the Executive Nurse and quality lead.   These are held for 
Gloucestershire’s main providers, namely Gloucestershire Hospitals NHSFT, 
2gether NHSFT, Gloucestershire Care Services Trust and a further CQRG for 
Care Homes. These meetings report directly to the relevant NHS 
Gloucestershire CCG/Provider contract boards, and provide a focused 
opportunity for quality to be discussed between provider and commissioner.   
 
CQRG’s have the ability to escalate any issues to the full contract board, and 
where necessary to the regular wider Quality Surveillance meetings.  
 
Success criteria: 3. The Organisation has a culture where clinical 
effectiveness underpins decision-making, through considering up to date 
evidence and horizon scanning. 
 
Clinical effectiveness support to CPGs is being provided for a 6 month trial 
period by a part-time secondee from the University of the West of England 
(UWE). This has enabled access for CPGs to systematic evidence-based 
reviews and outcome data to support their work. Continued work between CPG 
team, information team, public health and the quality team, to consider the 
outcomes of the NICE sponsored CCG Outcome Indicator Set 2014/15 – 
2018/19, and how the clinical outcomes can contribute to the implementation of 
the CCG two year delivery plan. 
 
A small contract has been agreed with the CSU to provide the CCG with access 
to their clinical effectiveness updates and NICE implementation impact 
assessments on a monthly basis. This information will be shared with clinical 
leads and CPGs. 
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2.2 Reporting of key local and national standards – Clinical Excellence 
 
2.2.1 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
2.2.2 

 
Recently published data released on the 18th September by the Health and 
Social care Information Centre provides an assessment on how the CCG is 
performing against key metrics from the NHSE Outcomes indicator set.  
 
The information here is based on number of indicators covering a number of 
years. Due to the length of time required to collate and publish the information 
the data is not as current as other indicators used to assess CCG performance.  
 
The CCG is currently reviewing the outcomes and underlying indicators to 
assess which can be used on a more on-going basis, with up to date information 
as part of the performance framework.  
 
Appendix 2 provides an overview of performance against the key outcomes 
identified by NHSE for CCGs. Assessment against performance is as per 
defined local/ national guidance. Information on the full range of outcomes is 
available if required.  
 
 
The following section provides an overview of key local and national standard 
relating to clinical excellence. Assessment against performance is as per defined 
local/ national guidance.  
 
Issues identified in the following areas:  

 Number of Health care acquired infections 
 Cardiology correspondence delays 
 Never events  

 
Areas of good performance include:  

 SWAST wide Ambulance timeliness indicators  
 On-going achievement of all cancer 31 day targets  
 Achievement of all three cancer 62 day targets during quarter 1.  
 Improved performance against the C.diff trajectory 

 
The dashboard below provides a more complete position statement for the 
domain. Each of the Amber and Red rated indicators are reported on by 
exception in section 2.3. This section outlines year to date performance, 
identifies the issues leading to that performance and any mitigating actions 
being taken to improve performance.  
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Threshold Month Performance

YTD 

performance 6 month trend

96% Sept 98.1% 99.1%

94% Sept 90.9% 95.7%

98% Sept 100.0% 100.0%

94 Sept 100.0% 99.5%

85% Sept 86.3% 87.5%

90% Sept 94.1% 95.0%

90% Sept 80.0% 92.0%

75% Sept 77.6% 75.5%

75% Sept 76.9% 75.9%

95% Sept 95.3% 95.2%

<2013/14 Sept 46 471

<2013/14 Sept 11 61

80% Sept 89.8% 81.6%

60% Sept 59.0% 66.0%

0 Sept 2 6

0 Sept 0 0

162 Sept 16 68

52 Sept 3 16

0 Sept 1 1

n/a Oct 798 798

n/a Oct 0 0

n/a Sept 15302 15302

Local and National standards relating to Clinical Excellence

Patients Access to unscheduled care

Cat A RED 2 Ambulance incidents 

Cat A 19 min response Ambulance 

Over 1 hour ambulance handover delays 

(GHNHSFT)

Over 30 minute ambulance handover 

delays (GHNHSFT)

Treating and caring for people in a safe environment & protecting them from avoidable harm

Amber rated

Patients Access to planned care 

services

Cancer ‐ first definitive treatment within 

31 days of a cancer diagnosis

Cancer ‐ subsequent treatment for 

cancer within 31 days ‐ surgery

Cat A RED 1 Ambulance incidents

Cancer ‐ subsequent treatment for 

cancer within 31 days ‐ Drug Regime
Cancer ‐ subsequent treatment for 

cancer within 31 days ‐ Radiotherapy 
Cancer ‐ first definitive treatment within 

62 days GP referral
Cancer ‐ first definitive treatment within 

62 days screening service

Cancer ‐  first definitive treatment within 

62 days upgrade

Proportion of people who have had a 

stroke who spend at least 90% of their 

time in hospital on a stroke unit

Proportion of people at high risk of 

Stroke who experience a TIA are 

assessed and treated within 24 hours

Enhancing quality of life for people with long‐term conditions

Number of MRSA infections (Health 

Community)

Number of MRSA infections (GHNHSFT)

Number of C.diff infections (Health 

Community)

Number of C.diff infections (GHNHSFT)

Number of Never Events 

Cardiology correspondence backlog

Radiology reporting delays

Outpatient follo‐up pending lists 
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Since the middle of August 2014 the backlog of cardiology letters has reduced from 
2093 to 798 (as at the 31st October 2014).  
 
The key actions taken to address the backlog have included:  
 

• Prioritisation of urgent letters to reduce clinical risk / delays in critical 
information reaching GPs; 

• Recruitment of additional administrative staff. GHFT have sourced 
additional capacity by recruitment to two fixed terms posts within the 
service. Additional temporary staff have been sourced from the 
administrative bank and from administrative agencies. 

 
Delays in radiology test reporting 
 
This issue is related to delays in reporting of radiology tests at GHNHSFT. The 
most significant delays have been associated with MRI and CT scans.  
 
As at the end of October the MRI and CT backlog has been virtually eliminated with 
a maximum 5 day wait from test to report.  
 
GHNHSFT have completed recruitment of additional clinical staff (locum and 
substantive). This additional resource has been used to assist with the clearance of 
the reporting backlog and to provide support to achieve and maintain agreed 
waiting times. In addition to the recruitment of radiologists the Trust has also 
increased the number of radiographers who have been recruited as planned to 
assist with overall capacity.  
 
The key action taken by GHNHSFT has been to outsource radiology reporting. 
Assurance has also been received that the reporting is being prioritised to mitigate 
any clinical risk.   
 
Outpatient follow-up pending list 
 
In line with a new information sharing request set out in the contract agreement 
with Gloucestershire Hospitals NHS Foundation Trust (GHFT), detailed information 
regarding outpatient follow up pending lists was received in October and will now 
be reported monthly in the CCG performance reporting framework. Initial data 
received has highlighted a need for further data validation to correctly assess the 
position with regards to patients who may be overdue a follow up appointment, as 
the pending list currently may report all patients who are waiting for their follow up 
including those for whom the expected follow up date has not yet been reached. In 
some specialties, the follow up pending list may at this stage also include patients 
who are not actually waiting for a follow up appointment, but who have an 
arrangement to self-refer in to see a consultant should an issue with their on-going 
care arise. An example of this is for respiratory patients who are on long term 
treatment with Continuous Positive Airway Pressure (CPAP), Bi-level Positive 
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Airway Pressure (BPAP) or Nebulisers. We have agreed with GHFT that we will 
work together to complete the assessment of the position, and will now receive 
weekly update reports at a specialty level as we do this. Where a problem is 
identified, we will work together to agree a specialty level action plan to improve the 
position that will focus on service redesign of pathways where this is required.  
 
 
District Nursing  
 
The CCG and Gloucestershire Care Services have been working together to 
respond to concerns raised and to strengthen recruitment and capacity across the 
District Nursing service along with management and escalation processes. 
 
The areas being progressed are broadly: 
 

• Staffing levels  
• Recruitment and retention 
• Skills, competencies and behaviours - including bank staff 
• Patient experience and safety 
• Professional leadership, supervision and support 
• GCS internal governance escalation processes 
• Communications with primary care 

 
This work initiated in the North Cotswolds and is now developing across the county. 
The North Cotswolds action plan will be discussed with the Chair of the North 
Cotswolds Locality on the 19th November 2014 and the jointly developed 
countywide action plan will shortly be submitted to both the CCG and GCS 
Governing Bodies for approval. 
 
Going forward, both parties are keen to work with a wide range of stakeholders to 
develop a vision and sustainable model of District Nursing for Gloucestershire. An 
outline scope for this work is currently being drafted. Primary care will be a key 
stakeholder. 
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3.1 Patient experience 
3.1.1 Patient Experience – Period to 31st October 2014 

PERSPECTIVE 3  Patient Experience  Amber 

Success criteria 1: Reporting: Improve reporting of patient experience and the 
use of feedback to influence commissioning intentions 

A 

Key performance indicators 

Friends & family test ‐ Roll out of FFT as per agreed national timetable          G 

Friends & family test ‐ improvement in the average FFT score for acute 
inpatient care & A&E services between Q1 2013/14 & Q1 2014/15 

G 

Results of Maternity, Emergency & elective inpatient surveys  A 

Results of Community mental health survey  G 

Review appropriateness and quality of feedback from providers  A 

Qualitative feedback including that from surveys, FFT, 4Cs and Healthwatch  A 

Results from the provider assurance framework through monitoring in the 
Provider Quality Review meetings 

G 

Success criteria 2: Staff Involvement:  Improve staff reporting if three 
domains of quality: safety, effectiveness and experience                                           

A 

Key performance indicators 

Review the systems for the management of Serious Incidents and Never 
Events and develop mechanisms to identify themes,  ensure lessons are 
learnt and feedback is provided to member practices and service providers 

G 

Establish a system for CCG staff to share their experiences and make 
suggestions so that the CCG and providers can learn from staff's Friends and 
Family experiences 

A 

Success criteria 3: Effecting change based on patient experience feedback : 
Staff recognise the value of patient experience in their commissioning role 

A 

Key performance indicators              

Use patient stories to monitor the quality of commissioned services  G 

Use individual patient experience to inform the wider decision making in 
improving services  A 

Constructively respond to requests for specific engagement on themes 
identified through feedback   G 

 

Success criteria: 4. Key local and National standards relating to Patient 
Experience 

R 

 Key performance indicators   

Achievement of key NHS outcome framework metrics see section 2.2.1  A 

Achievement of key local and National standards relating to Patient 
experience – see section 2.2.2 

R 
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3.1.2 

 
Success Criteria 1: Reporting – Improve reporting of patient experience 
and the use of feedback to influence commissioning intentions (Amber). 
 
Acute Trust Inpatient Friends and Family Test (FFT) performance across 
the NHS England Area Team (Bath, Gloucestershire, Swindon, Wiltshire) 
 
The September 2014 FFT data has not been published at the time of 
preparing this report.  
 
CCG monitoring of FFT 
 
The CCG monitors local FFT performance (CQUINs) through regular provider 
Clinical Quality Review Group meetings. Gloucestershire Care Services 
(GCS) and 2gether NHS Foundation Trust (2GT) are achieving CQUIN 
milestones relating to implementation of FFT to agreed timescales.  
 
GHFT continue to meet the target response rate for in inpatients. However 
achievement of target in the two EDs remains a challenge and the phasing 
out of the Token methodology will provide an additional challenge. The CCG 
Associate Director, Engagement and Experience will be meeting with the 
GHFT Head of Experience to discuss proposed actions.  
 
Gloucestershire Member Practices are in the final stages of preparation of the 
launch of FFT in primary care (GP services) from 1 December 2014. It is 
expected that first results will be published by NHS England during Q4 
2014/15. 
 

3.1.3 Success Criteria 2: Staff involvement – Improve staff reporting of three 
domains of quality: safety, effectiveness and experience (Amber). 
 
Friends and Family Test – GHNHSFT, GCSNHST and 2GTNHSFT Staff Q2 
2014/15 was not available at the time of preparing this report. 
 
Review the systems for the management of Serious Incidents and Never 
Events and develop mechanisms to identify themes,  ensure lessons are 
learnt and feedback is provided to member practices and service 
providers 
 
The review of primary care use of Datix by GP Member Practices to report 
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incidents to the CCG to inform commissioning has been completed. It is 
intended that the redesigned Datix system to be renamed ‘Quality Alert’ will 
go live from 1 December 2014 with extensive communications planned to GP 
practices. 
 

3.1.4 Success Criteria 3: Effecting change based on patient experience 
feedback – staff recognise the value of patient experience in their 
commissioning role (Amber). 
 
Requests for patient experience data to inform GCCG 
projects/programmes 
 
In the last month the CCG Patient Engagement and Experience Team have 
responded to a range of requests for patient experience and engagement 
data to support the GCCG projects, including: 
 

 Community Services Commissioning Programme Board 
 Community Hospital Development Group 
 Service review of all rehabilitation and physiotherapy services 

delivered at GCS, GHNHSFT and 2Gether 
 GP access and patient experience 
 NHS 111 regional contract monitoring  
 Choose Well Campaign (2014/15) 

 
Current proactive GCCG Engagement/Experience activities 
 
The Engagement and Experience Team are currently supporting a range of 
GCCG projects and programmes, including:  
 

 ‘Choice+’ project in Gloucester City: seeking patient feedback on the 
pilot. A short questionnaire has been developed, which will be issued 
to all patients over a 3-4 week period at the start of the pilot, at three 
months and again after six months. It is anticipated that feedback will 
be received from approximately 900 patients over the duration of the 
pilot.  

 Ophthalmology CPG – developing a questionnaire for existing patients 
to obtain feedback on their experience and views on access to 
services/support. Also planning engagement event for VCS/support 
organisations. 

 MSK CPG –obtaining patient feedback on existing services. 
 Continence review – supporting the project group to obtain feedback 

from patients, carers and staff.  Developing a service user engagement 
event and facilitating three workshops with Community Nursing teams. 

 Enhanced GP Service for Care homes – visiting approximately 12 
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Care/Nursing homes across the county to complete structured 
interviews with residents about visits from their GP. 

 Information bus - CCG ‘on tour’ – two sessions scheduled in each 
Locality during October and November 2014.  Promoting the CCG 
Annual Review and Locality work, flu jabs, norovirus and linking into 
pharmacy work – Pharmacy First and Health Living Pharmacies 

 Supporting the Cancer Clinical Programme Lay Champion. As well as 
collecting and using stories, a Patient Reference Group (PRG) has 
been established, which contributes to the CPG’s work. It is anticipated 
that the group will play a role in the Survivorship service design work. It 
is planned for the PRG to work more closely with Macmillan on 
developing the patient “voice” in cancer services, with a possibility to 
develop Macmillan supported  initiatives like peer support. 

 Chairing the Gloucestershire Shared Care Record Project – Consent 
and Communication Group. This Group is providing advice and 
recommendations to the Programme Board regarding options for 
consent models and methods of communication.  

 Ongoing support for Locality engagement. 
 Evaluation of the further implementation of the Midwifery Group 

Practice. 
 Preparation for the implementation of the Better Care Fund. 
 Preparation for the implementation of Personal Health Budgets. 
 Preparation for the implementation of the new Out of Hours Service 

contract. 
 

3.2 Reporting of key local and national standards – Patient experience 
 
3.2.1 
 
3.2.2 

 
See section 2.2.1 
 
The following section provides an overview of key local and national standard 
relating to patient experience. Assessment against performance is as per 
defined local/ national guidance.  
 
Issues identified in the following areas:  

 Emergency department 4 hour waiting times  
 RTT and incomplete pathways in excess of 52 weeks  
 Planned diagnostics – 6+ week wait 
 Endoscopy planned procedures  
 Cancelled operations  

 

Areas of good performance include:  
 

 Admitted and non-admitted referral to treatment targets have been 
achieved 

 Improvements in 2WW performance  
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 Achievement of Q2 mental health performance indicators 
 Radiology reporting times 
 

The dashboard below provides a more complete position statement for the 
domain. Each of the Amber and Red rated indicators are reported on by 
exception in section 3.3.   This section outlines year to date performance, 
identifies the issues leading to that performance and any mitigating actions 
being taken to improve performance. 
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Threshold Month Performance

YTD 

performance 6 month trend

90% Sept 89.8% 90.5%

95% Sept 95.4% 95.4%

92% Sept 91.8% 91.8%

0 Sept 8 58

93% Sept 93.6% 92.4%

93% Sept 100.0% 79.7%

1% Sept 1.8% 1.1%

1% Sept 43.9% 43.9%

n/a Oct 0 0

95% Sept 98.0% 97.3%

95% Sept 100.0% 99.5%

95% Sept 96.0% 97.0%

95% Sept 96.0% 96.5%

95% Sept 80.0% 88.3%

95% Sept 100.0% 99.8%

95% Sept 95.0% 96.2%

95% Sept 100.0% 100.0%

95% Sept 100.0% 98.2%

% of patients waiting more than 6 weeks 

diagnostic test

% of incomplete Pathways that have 

waited less than 18 Weeks

% of admitted pathways treated within 

18 Weeks

Patients Access to planned care 

services

% of patients seen within 2 weeks of GP 

referral for suspected cancer

% of patients seen within 2 weeks of an 

urgent referral for breast symptoms 

cancer is not initially suspected

% referred to the Paediatric 

Occupational Therapy Service who are 

treated within 8 Weeks
% referred to the Paediatric 

Physiotherapy Service who are treated 

within 8 Weeks

% referred to the Adult Speech and 

Language Therapy Service who are 

treated within 8 Weeks

% referred to the Podiatry Service who 

are treated within 8 Weeks

% of patients waiting more than 6 weeks 

for a Planned/ Surveillance diagnostic 

test from their to be seen date – 

Endoscopy procedures only

% of non ‐ admitted pathways treated 

within 18 Weeks

Zero RTT pathways greater than 52 

weeks

% referred to the Adult Occupational 

Therapy Service who are treated within 8 

Weeks

% referred to the Adult Physiotherapy 

Service who are treated within 8 Weeks

% referred to the Parkinson Nursing 

Service who are treated within 8 Weeks

Local and National standards relating to Patient Experience Red rated

% referred to the Diabetic Nursing 

Service who are treated within 8 Weeks

% referred to the Paediatric Speech and 

Language Therapy Service who are 

treated within 8 Weeks

Patients access to community care

Radiology reporting delays
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3.3 

 

PTS 04 - Arrival within 45 minutes before, to 15 minutes after, booked arrival 
time – Target 95% 

 
Inbound on-time is an area where performance has been challenging. Improvements 
have been seen; however, further work is required in order for the target to be 
achieved on a sustainable basis.  

PTS 05 - Where booked prior to the day of travel, patients not to wait more than 
60 minutes for their (outbound) journey – Target 85% 

 

The area requiring greatest improvement is on-time collection for pre-booked 
outbound journeys.  The response timeframe for these is one hour from the time the 
patient is ‘made ready’.  Analysis for September shows that 83.6% were achieved 
within the one hour compared to the target of 85%, a further 8.5% were achieved 
within the next 30 minutes, a further 4.5% within the 30 minutes after that. 

 

Threshold Month Performance

YTD 

performance 6 month trend

95% Oct 92.1% 93.5%

95% Oct 99.8% 99.8%
0 Oct 0 0

0 Sept 0 0

0 Sept 4 18

0 Sept 1 4

95% Q2 14/15 96.5% 96.9%

3.5% Q2 14/15 8.8% 8.8%

50% Q2 14/15 50.8% 50.5%

95% Sept 85.3% 82.8%

85% Sept 83.7% 82.3%

85% Sept 86.7% 84.4%

Patients Access to unscheduled care

12 hour trolley waits 

Patient transport service

Arrival within 45 minutes before, to 15 

minutes after, booked arrival time 

Where booked prior to the day of travel, 

patients not to wait more than 60 

minutes for their (outbound) journey

Where booked on the day of travel, 

patients not to wait more than 4 hours 

for their (outbound) journey (within two 

hours for end of life patients)

Urgent operations cancelled for a second 

time 

Cancelled operations ‐ 28 day breaches

4‐hour A&E target GHNHSFT

Care Programme Approach (CPA) 

discharged from inpatient care who are 

followed up within 7 days

The proportion of people who have 

depression and or anxiety discorders 

who receive psychological therapies

Mixed‐sexed accommodation breaches 

4‐hour A&E target GCS MIU

The proportion of people who complete 

therapy who are moving towards 

recovery

Positive patient experience of mental health services

Positive patient experience of secondary care
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Performance for dialysis patients is significantly higher than for the full patient cohort, 
reflecting the routine nature of these journeys. 

PTS 06 - Where booked on the day of travel, patients not to wait more than 4 
hours for their (outbound) journey (within two hours for end of life patients) – 
Target 85% 
 

This is generally being achieved or just below target.  The response timeframe for 
these journeys is four hours from the time the patient is ‘made ready’.  Analysis 
shows for September that 63% of on-day booked journeys are achieved within 2 hrs, 
77% within 3 hours and 87% within 4 hours. 
 
The longer period for on-the-day bookings recognises that PTS is a finite resource, 
across various vehicle types, to support different patient mobilities (from walking to 
wheelchair to stretcher), travelling between multiple collection and destination 
points.  As a result, on-the-day bookings have to be integrated into the existing pre-
planned programme as effectively as possible.  Clearly, it follows that the higher the 
proportion of total activity that is booked on the day, the more challenging it becomes 
to ensure effective and efficient use of the resources, the greater the likelihood of all 
resource being fully utilised (but not necessarily optimally), and the harder it 
becomes to achieve the Key Performance Indicator standards.  The service is seeing 
high numbers of on- day bookings from the hospitals which has a detrimental impact 
on overall performance. 
 
Overall PTS performance has improved since service implementation. Further 
improvement is required in order to achieve all performance targets.  
 

4-hour A&E target - Percentage of A&E attendances where the patient spent 4 
hours or less in A&E from arrival to transfer, admission or discharge.  
 
Threshold – at least 95% of patients should be transferred, admitted or discharged 
within 4 hours. 
 
Performance in October was 92.1% (92.0% at Gloucestershire Royal & 92.3% at 
Cheltenham General)  
 
Performance in October decreased the year date position to 93.5%. The main breach 
reasons relate to beds, waiting assessment, undergoing treatment and ED capacity. 
 
A number of key areas of performance challenge have been identified within the 
GHNHSFT action plan. The three main themes are as follows:  

 The timely treatment of minor injuries within the ED department (non-admitted 
patients who are able to be discharge following treatment in the A&E 
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department) 
 Hospital flow - bed capacity  
 Medical staffing - nurse and doctor vacancies 

GCCG have invested in the following to improve flow through the unscheduled care 
system:  

 Purchase of additional clinic appointment slots at Gloucestershire Health 
Access Centre (GHAC) 

 Increase in the provision of Rapid Response, which is now operational in 
Gloucester City and Cheltenham localities. 

 Expansion of the integrated discharge team.  

A trajectory has been agreed with GHNHSFT and performance is monitored via 
fortnightly performance calls.  

 
During the first 6 months of 2014/15 there has been a significant increase (2,457 
attendances, 4.4%) in ED attendances when compared to the same period for 
2013/14. Need this to reflect plan. 
 
The graph below shows the trend by month. 
 

 
 

Main areas of increase relate to minor injury and illness for all age groups with the 
exception of 0-14 and 19-25.  Increases relate to non-admitted patients in all age 
categories although the increase in patients aged 65+ have resulted in admitted 
patients. 
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The data below has been extracted from the national Knowledge and Information 
Service (KIS) tool which shows GHT compared to other providers in the South West.  
When comparing weeks 1-29 (2013/14 to 2014/15) RUH, Salisbury and UHB are 
showing similar growth rates to GHT. 
 
 
 

Growth in % 
2013/14 
wks. 1‐29 

2014/15 
wks. 1‐29 

% 
Change 

NHSE South region  2,401,379  2,464,081  2.61% 

GHT  68,652  71,522  4.18% 

GWH  68,859  70,381  2.21% 

RUH  38,800  40,309  3.89% 

SALISBURY  24,864  25,673  3.25% 

NBT  58,886  48,989  ‐16.81% 

UHB  64,236  67,487  5.06% 

 
Operational resilience capacity planning (ORCP) funds of £3.6 million have been 
received by Gloucestershire CCG from NHS England to support winter planning and 
ensuring high quality care during peaks in demand. Following a process of bidding 
from organisations across Gloucestershire including the voluntary sector, these 
funds were prioritised and allocated to those proposals that will most improve the 
patient journey within the urgent care system and improve performance. 
 
Additional RTT activity 
 
Gloucestershire CCG was successful in securing an additional funding from central 
funds to support RTT (referral to treat) activity at GHNHSFT. Additional work started 
in July and is scheduled to run through to the end of October 2014.  
 
Between July and September there were an additional 1,239 elective admissions 
and 1912 outpatient appointments at GHNHSFT.  
 
This has impacted on the number of incomplete RTT pathways which have reduced 
by 4.3% over the same period, The profile of the waiting list has also changed:  
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RTT incomplete pathways and RTT pathways greater than 52 weeks 
 
Following advice from the NHS IMAS (Interim management and support) Intensive 
support team (IST), GHNHSFT changed their RTT processing in December 2013. 
This has resulted in a greater number of RTT pathways being reported. 
 
Breaches continue to be high with 13 incomplete pathways of 52+ weeks reported at
the end of September (12 at North Bristol NHS trust and 1 at GHNHSFT). During the 
first 6 months of the year there have been 58 incomplete pathways of 52+ weeks 
reported to the CCG.  
 
The majority (51) of the breaches have occurred within the Trauma and Orthopaedic 
specialty; the CCG is aware of capacity issues particularly for complex spinal 
services across a number of providers.  
 
GCCG are having discussions with commissioners who manage the out of county 
acute contracts on behalf of GCCG to identify and understand the operational issues 
that contributed to these waiting times and agreed plans for the identification and 
active management of any other likely breaches for Gloucestershire patients.  
 
Cancer waiting times – patients seen within 2 weeks of an urgent referral for 
breast symptoms 
 
Relates to the percentage of patients seen within 2 weeks of an urgent referral for 
breast symptoms, where cancer is not initially suspected. 
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Performance in September was 100%; however quarter one performance was 
significantly below the 93% threshold at 58.4%. The overall year to date figure for 
performance is 79.7%.  
 
Capacity issues within the breast surgery and breast screening teams have been 
compounded by an increase in referral. GCCG are reviewing the increase in referrals 
to identify key trends.  
 
An action plan is in place with performance improving in June and July in line with the 
agreed trajectory. The key actions have included:  
 

• Recruitment of an additional Breast surgeon 
• Provision of additional capacity to limit backlogs and reduce waiting times 
• Pathway reviews and improved tracking of patient pathways 

 
The improvement to Breast performance has also had a positive impact on the other 
2 week wait referral target for suspected cancer. Performance in Quarter two was 
green in line with action plan and trajectory.  
 
Percentage of patients waiting more than 6 weeks for a diagnostic procedure  
 
The proportion of patients waiting over 6 weeks for a diagnostic procedure has 
increase over recent months.  
 
The two areas of concern relate to Audiology tests and non-obstetric ultrasound. 
Discussions with providers are on-going. The key actions have included: 
 

• Review of elective capacity across a number of specialties 
• Recruitment of additional senior Radiology clinicians 
• Review of Audiology capacity at GHNHSFT 

 
Waits for planned diagnostics have also increased significantly during 2014/15. The 
increase is partially due to the backlog clearance exercise during 2013/14, a 
significant proportion of the patients seen in 2013/14 were due another scope during 
2014/15 as part of annual surveillance programmes.  
 
This issue is being reviewed via the fortnightly performance calls; actions are also 
being taken to increase capacity for diagnostic imaging and endoscopy.  
 
Cancelled operations - Number of patients who have had an operation 
cancelled, on or after the day of admission, for non-clinical reasons that have 
not been offered another binding date within 28 days. 
 
Cancellations in quarter 2 were 245 compared to 212 for the same period in 2013/14. 
Overall year to date cancellations have increased by 9.6% compared to 2013/14 
which equates to 40 additional cancellations,  
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Figures reported in 2014/15 by GHNHSFT are in line with the revised national 
definition and include additional Endoscopy and Cardiology cancellations which have 
previously been excluded.  
  
The current year-to-date position shows that so far in 2014/15 18 patients have been 
cancelled on the day of admission for non-medical reasons and patients have not 
been provided with another date within 28 days; the threshold is zero.  
 
Of the 4 cases cancelled in September, 2 were in Urology and the other two were in 
General Surgery.  
 
In addition to the above, there have been 4 urgent operations cancelled for a second 
time, the latest incident occurred in September. A root cause analysis is being carried 
out for each of the incidents.  
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4.1 Partnerships 
 

4.1.1 Partnerships – Period to 31st October 2014:  
 

PERSPECTIVE 4  Partnerships  Green 
  

Success criteria 1: Building effective partnership working by putting in place a joint 
planning and governance framework to improve outcome for the Gloucestershire 
population 

Green 

Key performance indicators 

Develop a 5 year commissioning plan agreed with key providers  G 

Development and maintenance of system wide forum encompassing all providers 
across heath & social care, independent and voluntary sector 

G 

Success criteria 2: Delivery of the Health & Well Being plan  Green 

Key performance indicators 

Increase the range and volume of services commissioned jointly with both GCC and 
District Councils. 

G 

 

Increase the range and volumes of services commissioned jointly with the third 
sector on a locality basis within which the agenda of early intervention and 
prevention are woven into a range of local statutory health and social care services. 

G 

Success criteria 3: Effective urgent care pathway to enable more patients to stay in 
their own home 

 
A 
 

Key performance indicators 

Effective relationships across adult social and health care to enable:  
i) Reduce non‐elective admissions which can be influenced by effective 

collaboration across the health and care system. 

Year‐end 
assessment 

ii) Reducing inappropriate admissions of older people (65+) in to residential care 
Year‐end 

assessment  

iii) Rehabilitation / reablement, increase in effectiveness of these services whilst 
ensuring that those offered service does not decrease 

Year‐end 
assessment 

iv) Effective joint working of hospital services (acute, mental health and non‐
acute) and community‐based care in facilitating timely and appropriate 
transfer from all hospitals for all adults. 

Year‐end 
assessment 

v) To develop a system which measures patient experience of integration over 
time, allowing any improvements to be demonstrated. 

Year‐end 
assessment 

vi) Enhancing quality of life for people with care and support needs. 
Year‐end 

assessment 
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4.1.2 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
4.1.3 
 
 
 
 
 
 
 
 
 
 

Success criteria 1: Building effective partnership working by putting in place a 
joint planning and governance framework to improve outcome for the 
Gloucestershire population (Amber) 
 
In April of this year Gloucestershire submitted a Better Care Fund (BCF) plan which 
was underpinned by a shared programme of work.  It is timely to remember that the 
shared programme of work associated with the BCF reflected our system wide 
commitment to the precepts underpinned Joining Up Your care. The six metrics 
associated with the BCF each had a plan of service re-design and development.  
 
As a system we had implemented new engagement methodologies in order to move 
forward, such as the BCF Providers Forum. Wherein we could engage and co-design 
system change with our provider partners. However, over the past few months there 
has been much national discussion on the subject of the Better Care Fund with revised 
guidance issued at end of July. In essence there are now additional requirements to 
need to be included in the plan;  

 New metric: reducing all emergency admissions (previously reducing 
emergency admissions for ambulatory sensitive conditions) 

 The performance element of the BCF is now only linked to the emergency 
admission reduction metric (previously it was linked to all the BCF metrics) 

 Other metrics – changes to baseline year 
 The case for change: additional analysis and evidence 
 Plan of action: tighter description of detailed plans to deliver reduction in 

admissions 
 Governance: more detail on risk sharing arrangements, contingency plan, 

accountability 
 Alignment of plans: clearer articulation 
 Impact on providers: ensuring the impact is understood and providers fully 

engaged 

 
Success criteria 2: Delivery of the Health & Well Being plan (Green) 
 
There is currently a comprehensive assurance methodology being applied to all Local 
Authorities and Clinical Commissioning Groups and H&W Boards are required to re-
sign off on the plans with a view to a submission date of the 19th of September for 
updated return.  
 
The CCG has a long established history of collaborative and joint commissioning with 
the local authority both on a county and district level, a key example of how we work in 
partnership would be the Joint Commissioning Partnership.  The Joint Commissioning 
Partnership between Gloucestershire County Council (GCC) and Gloucestershire 
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4.1.4 
 
 
 
 

Clinical Commissioning Group is a key element of the Governance arrangements that 
support joint commissioning. The scope and role of the JCP is includes:  
 
• Assessing policy impact - mapping and interpretation leading to directing 

development of new commissioning strategies 
• Scoping, testing and prior approval of joint commissioning strategies 
• Implementation of joint commissioning strategies including performance 

oversight 
• Oversight of joint funding arrangements - approval and assurance 
 
The JCP consists of an Executive made up of Chief Officers/Senior officers from both 
organisations and a Board (JCPB), drawn from GCC Cabinet and CCG Board. The 
role of the JCPB is to set policy direction, and to assure themselves that joint 
commissioning is carried out with due regard to each organisation’s statutory roles and 
responsibilities, including  service quality, performance and outcomes. The role of the 
Executive is to develop and implement joint commissioning strategies, policies and 
plans, to draw to the attention of the Board any issues arising from current joint 
commissioning that require resolution, and to keep the Board informed of likely future 
developments. 
 
In support of joint commissioning, the CCG and GCC jointly fund a small number of 
Joint (or Lead) Commissioner posts: 
 
• Mental Health 
• Children and Young People 
• Older People / Long Term Conditions 
• Learning Disabilities 
• Physical Disabilities  
 
Success criteria 3: Partnership working group established to review dashboard 
and set targets. 
 
As part of the Better Care Fund submission, Gloucestershire health and well-being 
board (H&WB) have committed to delivering a number of key indicators/ outcomes for 
the residents of Gloucestershire:  
 
Total non-elective admissions (general and acute) 
 
Avoidance of hospital admissions helps to ensure the most effective management of 
social care requirements. Minimising delayed transfers of care and avoidable 
admissions transforms the quality of care of individuals, enabling service users to 
receive the most appropriate care in the most appropriate location. The 
Gloucestershire H&WB ambition is to reduce non-elective admissions by 2.6% by 
March 2016.  
Reducing inappropriate admissions of older people (65+) in to residential care 
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Indicator is part of the Adult Social Care outcomes framework (ASCOF). The number 
pf permanent admissions of older people (aged 65 and over) to residential and nursing 
care homes, per 100,000 population.  
 
There is an underlying 4% year-on-year increase in permanent admission (reflected in 
the do nothing scenario below) in to residential care within Gloucestershire. The 
H&WB ambition is to significantly reduce the increase in admissions.   
 
The overall level of ambition is to reduce the growth in admissions by 2.6% per year:  
 

 
 
Rehabilitation / re-ablement, increase in effectiveness of these services whilst 
ensuring that those offered service does not decrease  
 
Indicator is part of the ASCOF. Proportion of older people (65 and over) who were still 
at home 91 days after discharge from hospital into re-ablement / rehabilitation 
services.  
 
The short term trend shows a 1.2% year on year reduction (as shown by the do 
nothing scenario) in the proportion of people living independently after 91 days.  
 
The H&WB ambition factors through increased provision of the re-ablement/ 
rehabilitation services resulting in an annual increase of 3.3% in year 1 and a further 
3.7% in year 2.  
 

500

600

700

800

900

1000

2011/12 2012/13 2013/14 2014/15 2015/16

Permanent admissions into residential and nursing care 
homes

Historic GHWB plan Do nothing



 

Page 39 of 48 
 

 
 
Effective joint working of hospital services (acute, mental health and non-acute) 
and community-based care in facilitating timely and appropriate transfer from all 
hospitals for all adults. 
 
This indicator is based on the ASCOF Delayed transfers of care from hospital per 
100,000 population metric.  
 
During 2013/14 delayed transfers of care reduced significantly from those reported in 
2012/13 (37% decrease).  
 
The ambition is to further reduce delayed transfers by 2.8% in 2014/15 and 7.0% in 
2015/16 from the 2013/14 baseline.  
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To develop a system which measures patient experience of integration over 
time, allowing any improvements to be demonstrated. 
 
This is a locally set metric based on the Gloucestershire Care Services Integrated 
Community Teams Rapid Response Experience Comment Card.   
 
The expectation is that this metric will assess the services ability to look at individual 
patient needs and improved health and social care outcomes. 
 
Enhancing quality of life for people with care and support needs. 
 
Locally selected measure which is part of the ASCOF. The indicator is based on 
responses to 6 questions within the Adult Social Care Survey.  
 
Ambitions against the above indicators have been set by Gloucestershire Health and 
well-being board. Health community QIPP schemes have been mapped to each of the 
relevant indicators to assess the impact and progress made against these ambitions.  
 
Assessment against the Gloucestershire ambitions is being developed and will 
reported by exception in this section of the performance framework report.     
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5.1 
 
5.1.1 

Staff 
 
Staff – Period to 31st October 2014: 

  

PERSPECTIVE 5  Staff  Green 
 

Success criteria 1: Attracting and retaining high quality staff aligned to the 
CCGs vision and values 

G 

Key performance indicators 

Turnover ‐ % of employees leaving the organisation  1.4%  

Number of current Vacancies in structure  8 

Success criteria 2: Personal development processes that are linked to the 
strategic plan 

Baseline to be 
established during 

2014/15 

Key performance indicators 

All staff should have a personal development plan 
Baseline to be 

established during 
2014/15 

Proportion of staff with appraisal meeting within the last 6 months 
Baseline to be 

established during 
2014/15 

Success criteria 3: Staff are Happy and Motivated  G 

Key performance indicators            

Staff sickness levels  2.3% 

Staff Survey  Annual only 

 
 

5.1.2 Attracting and retaining high quality staff aligned to the CCGs vision and 
values  
 
Monthly turnover is in line with the figures reported in September at 1.4% per 
month. The number of leavers in since the 1st April is 20, giving a monthly average 
of 2.9 leavers per month.  
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There are 2 jobs live on NHS Jobs and 6 are in the recruitment process. 
 

5.1.3 Personal development processes (PDP) that are linked to the strategic plan 
 
The CCG has commenced the roll-out of their PDP process to ensure that 
objective setting is in place.  
 

5.1.4 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Staff are Happy and Motivated  
 
Staff survey results to be reviewed annually when survey takes place.  
 
Staff sickness levels up to the 31st October have equated to 2.3% which is below 
the GCCG target of less than 3%. Sickness levels have increased from the figure 
reported in September 2014.  
 
2.3% equates to 755.9 full time equivalent (FTE) working days or 3.8 days per 
employee since the 1st April 2014. The sickness absence rate is calculated by the 
total number of FTE days lost divided by the total number of working days.  
 

 
 
 
 
 

0.00%

2.00%

4.00%

6.00%

Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep Oct

Staff turnover Threshold

0.00%

1.00%

2.00%

3.00%

4.00%

Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep Oct

Sickness levels Threshold



 

Page 43 of 48 
 

6.1 Perspective 2. Finance and Efficiency 
 

6.1.1 Finance and efficiency – Period to 31st October 2014 
 
Summary: 
 

 
 The CCG is forecasting to deliver a planned surplus of £6.862m. 
 Known risks and pressures have been fully assessed and included within the 

CCG’s forecast position, with mitigating actions where appropriate. 
 There continues to be a high risk of slippage on QIPP schemes within the 

current financial year. 
 Financial risks are monitored through a continuous review of budgets and 

proposed investments and the use of the CCG’s contingency and activity 
reserves. 

 The better payment practice code performance for the year to date (for non-
NHS invoices by volume) is 95.6% which is in line with the targeted figure. 

 A national adjustment to the generic medicine reimbursement scheme indicates 
an in year cost pressure to the CCG of over £600k; this has been included 
within the reported position.   

 Key risks: 
- Provider contracts over perform in excess of those levels within the year end 

forecast 
- Increased slippage on QIPP schemes (noting that the current RAG ratings 

are embedded within current financial forecasts) 
The overall assessment for the finance and efficiency perspective is amber for which 
more detail is provided in the following sections.  However, this assessment should 

Success critieria: QIPP Full year Forecast

95%

QIPP ‐ full  year forecast delivery to planned performance (%) 95% 75%

Threshold Lower threshold RAG

A

Running costs forecast outturn (variance to running costs  allocation) Within RCA

80%

Cash drawdown in l ine with planned profi les (%age variance) 2% 5%

BPPC performance on non‐NHS invoices by value (year to date)

Perspective 2  Finance & Efficiency Amber

Success critieria: To ensure a financially viable commissioning organisation with an 

underlying recurrent surplus

2% 1%

Surplus  ‐ year to date variance to planned performance (%age) 0.10% 0.50%

A

Threshold Lower threshold RAG

Underlying recurrent surplus  (%age)

Running costs year to date (variance to running costs  allocation) Within RCA

Surplus  ‐ full  year variance to planned performance (%age) 0.10% 0.50%



 
6
 

 
 
6
 

 

be

6.2 
 
Re
 
Th
the
Int
Pla
 

6.3 
 
Ex
 
Th
£4
are
 

K
  
  
 
  
 
G
T
p
in
a
a
e
p
a
c
r
W
T
a
I
w
s
W
T
h
p
in
y

e read in co

esources 

he CCG’s c
e month a
tegrated C
anning (£4

xpenditure

he financia
4.003m in l
eas with ei

Key 
       
     Indicat

     Indicat

Glouceste
The contr
performanc
n Paediatr
above plan
also, highli
elective ac
previous m
are below 
contract is 
reviewed w
Wye Valley
There was
additional 
ncreased 

whose care
seen in out
Winfield H
The anticip
hence an 
position.  I
nitially ant
year. 

onjunction 

current an
a net incre

Community 
4,799k – re

e 

al summary
ine with th
ither a fina

tes a favou

tes an adv

ershire Ho
ract perfo
ce in non-
ric and Me
n. As in p
ghts a con

ctivity in U
months, ou

plan. The
broadly in

with GHFT.
y NHS Tru
s a slight 

to a m
referral le

e is mana
tpatients at

Hospital 
pated unde

adverse 
t is still an
icipated th

with those

ticipated re
ease of re

Equipmen
elating to tr

y as at 31
he plan and
ancial risk o

urable mov

erse move

spitals NH
ormance 
-elective/em
edical spec
previous m
ntinuation o
Urology, Co
utpatient a
e breakeve
n line with 
 

ust 
increase 

marginal 
evels inclu

aged by He
t Tetbury H

erspend in 
moveme

nticipated t
roughout t

e risks outli

esource lim
esource of
nt (£3,250k
ranches 1 a

1st Octobe
d further d
or forecast

vement in t

ement in th

HS FT 
continues

mergency 
cialties.  E
months, th
of performa
olorectal a
attendance
en forecas
the overal

in Podiat
increase 
ude the i
ereford cli
Hospital.  

 T&O has 
ent from 
that this S
the remain

ined within

mit (see A
f £8,049k 
k) and Op
and 2). 

er 2014 sh
etail is sho
t outturn va

the month

he month 

to show
spells, pa

ED attenda
e current 
ance below
and T & O
es and pro
st reflects 
ll plan and

ric day su
in Ortho

mpact of 
nicians aft

slowed th
previous 

SLA will pe
nder of the

 paragraph

ppendix 3)
was recei
erational R

hows a ye
own at App
ariance are

w over-
articularly 
nces are 
position, 

w plan on 
O.  As in 
ocedures 
that the 

 is being 

urgery in 
opaedics.  

patients 
ter being 

his month 
reported 

erform as 
financial 

Pa

h 3.8. 

) is £696.8
ved which

Resilience 

ar to date
pendix 4.  
e highlighte

Trend 
 

 
 

 
 
 

 
 

 

age 44 of 4

8m.  Durin
h related t
& Capacit

e surplus o
Key budge
ed below:

Forecas
Over/ 

(Under)
Spend
£’000

 

£0 

 

£275

 

(£50.9)

 

48 

ng 
to 
ty 

of 
et 

st 

) 

 



 

N
A
a

N
A
in
G
in
 
U
C
o
H
p
a
o
S
O
e
 
T
T
s
I
t
 
A
T
p
u
h
o
 
N
R
a
t
t
y
C
T
o
p
n
u

Nuffield Ho
As in prev
activity in T

North Bris
All areas 
ncluding E
General Su
n IVF, Mor

University
Critical Ca
overspend.
Haematolo
performing
activity con
out. 
South War
Overperfor
elective ad

Tetbury Ho
Trauma &
significant 
t is anticip
he remaind

Any Qualif
The provid
performanc
underspend
have reduc
overspend.

Non Contr
Receipt o
accurate fo
rends whic
he financi

year costs 
Continuing
The advers
one anticip
previous m
number of
underway t

ospital 
vious mont
Trauma an

stol NHS T
of the co

Elective an
urgery & M
rbid Obesit

y Hospitals
are bed d
. Activity 

ogy, Card
 lower tha

ntributing to

rwickshire
rmance pr
missions 

ospital Tru
& Orthopae

change an
ated that t
der of the f

fied Provi
der analys
ce on G
ds on Oxfo
ced this m
. 

ractual Ac
f further 

orecasting 
ch will be 
al year.  
will be con
g Healthca
se movem
pated pac
months re
f domicilia
to mitigate 

ths, the ov
d Orthopae

Trust 
ontract are
nd Non Ele
Muskulo-Sk
ty, Adult C

s Bristol N
days and 
in electiv

diology &
an planne
o the over-

e NHS Tru
imarily rel

ust 
edic unde
nd continu
his activity
financial ye

der (AQP)
sis shows 
P Care 
ord Fertility
month ther

ctivity (NCA
activity i
and enab
monitored 
It is curre

ntained wit
are 

ment in mo
kage of c
elates prim
ary care 
this expen

ver spend 
edics. 

e currentl
ective mai
keletal and
C and Men

NHS FT 
 Cardiac 

ve inpatie
& Gynaec
ed. Any im
-performan

ust  
lates to a

er-performa
ues to mai
y will be rec
ear. 

) 
there is 
which is 

y.  Howeve
refore incr

A) 
information
les analys
 throughou

ently antic
thin budget

onth is pre
care.  The
marily to 
packages

nse. 

relates to

y underpe
nly in the 
d Non PBR
ntal Health

MRI con
nts for O
cology a

mpact of s
nce has be

n increase

ance has 
ntain its tr
covered th

a significa
being o

er the unde
reasing th

n facilitate
sis of any e
ut the rem
ipated tha
t levels. 

edominantly
e increase 

increases
. Discuss

o elective 

erforming 
areas of 

R activity 
h. 

ntinue to 
Oncology, 

re also 
specialist 
een ruled 

e in non 

had no 
rajectory.  
roughout 

ant over-
offset by 
erspends 
e overall 

es more 
emerging 
ainder of 

at current 

y around 
seen in 

s in the 
ions are 

Pa

 
 

 
 

 

 
 

 

 

 

 
 

 

 
 
      

 
 

 

 
 

 

age 45 of 4

 

£63.8

 

(£300.0

 

£100.0

 

£71.0

 

(£40.8)

 

£112.9

 

£0 

 

£2,038

 

48 

) 

 



 
6
 

 
6
 

 
6
 

 
6
 

 

 
M
L
G
h
p
A
 
H
T
a
 
R
T
o
r
u
w
 

 
6.4 

 
QI
Re
en
pro
im
20
pro
the
 

6.5 Ca
By
ha
Gl
co
of 
 

6.6 Be
It i
go
ma
wh
 

6.7 St
Th
Ac

Mental Hea
Learning 
Gloucester
have incre
patients th
Adolescent

Home Oxy
The month
anticipated

Running c
The CCG h
on a recu
resulting fr
underspend
which non 

PP 
ecognising
nd of Octo
ogramme 
plementat

015/16.  T
ogrammes
ere is oppo

ash (Appe
y the end 
ave done 
oucestersh

onsistent w
October w

etter Paym
is a nation

oods or a 
arginally an
hich are bo

atement o
he position 
ccounts as 

alth 
Difficulties

rshire Cou
eased ove
his month 
t Mental H

ygen 
hly undersp
 to continu

costs 
has planne
urrent bas
rom a 10%
d recognis
recurrently

 that all fo
ober, App
areas. App
ion, in y
his shows

s are curre
ortunity to d

endix 7) 
of Octobe
under a 

hire Count
with the pos
was £2,337

ment Pract
nal target to

valid invo
nd now sta

oth in line w

of Financia
shown inc
a referenc

s placem
unty Coun
r the yea
however 
ealth have

pend is as
ue until yea

ed to unde
sis to miti
% national 
ses the im
y have slip

recasts ha
pendix 5 r
pendix 6 s
year savin
s slippage
ently being 
deliver in y

r, the CCG
straight 

ty Council
sition in th

7k. 

tice Code 
o pay all n
oice. The 
ands at 98.
with the 95

al Position
cludes the 
ce point. 

ments rec
cil and pr

ar with an
underspen

e alleviated

s per prev
ar-end.  

rspend ag
igate pres
allocation.
mpact of 
ped anoth

ave been b
reports th
shows eac
ngs and 
e in the 
 reviewed 
year saving

G has dra
line profi

l at the b
e last fina

(Appendix
non-NHS tr

current y
.92% invoi

5% target.  

n (Append
audited op

charged b
rivate care
 additiona

nds within 
d this. 

vious trend

ainst this a
ssures in 
  The fore
unfilled va
er month. 

based only
e extent 

ch scheme 
also its 
CCG’s ov
to bring fo

gs. 

awn down 
ile due t

beginning 
ncial year.

x 8) 
rade credit

year to da
ces paid b
 

dix 9) 
pening bal

by both 
e homes 
al 2 new 

Child & 

ds and is 

allocation 
2015/16 

ecast pay 
acancies, 

y on inform
of QIPP 
and its RA
forecast 

verall prog
orward wh

2.6% mor
o funds 
of the fina
   The cas

tors within 
ate perform
by value an

ances from

Pa

 
 

 

 

 
 

mation avai
performan

RAG rating 
financial 

gramme. 
here it is be

re cash th
being pa
ancial yea
sh balance

 30 days o
mance has
nd 95.59%

m the 2013

age 46 of 4

 

£626.0

 

£176.2

 

(£1,336

ilable at th
nce agains

in terms o
impact i

 Additiona
elieved tha

an it woul
id over t

ar.  This i
e at the en

of receipt o
s improve
by volume

3/14 Annua

 

48 

) 

he 
st 
of 
in 
al 
at 

ld 
to 
is 

nd 

of 
ed 
e, 

al 



 

Page 47 of 48 
 

 
  

 
6.8 Financial Risk 
 The following risks may be material to the current financial position: 

 
 Contract Performance 

A large number of the CCG’s contracts are variable and there is a risk of over 
performance against the contracted value.   
 

 QIPP slippage 
Due to the nature and scale of system changes within the QIPP programme 
along with the number of live schemes for the organisation there is a high risk of 
ongoing slippage to the programme. 
 

 Properties 
Under the charging regime for NHS Property Services the CCG will be charged 
for any void space in properties owned or managed by NHS Property Service.  
The CCG are being invoiced on a quarterly basis and the Q3 invoice is 
anticipated to reflect the benefit of some of the recent challenges raised. 

 
 LD Joint Funded Placements 

Such packages have been reviewed regarding the extent of health and social 
need identified and it is anticipated that the NHS’s share of costs will reduce in 
2014/15.  However, the trajectory to realise this decrease is under review. 
 

 Backdated Funded Nursing Care costs 
The CCG has been made aware of a significant number of cases relating to a 
single provider where recharges have not been made for costs incurred by 
Gloucestershire County Council in previous financial years.  Work is progressing 
to quantify this issue and to assess its implications. 

 
 

  
Recommendations 
The Governing Body is asked to  

 Note the financial position and the inherent risks outlined 
within the attached report 
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Appendices: 
 
Ref Description 
1 GCCG Dashboard 2014/15 
2 Outcomes indicator set 
3 Resource Limits 
4 Summary Financial Position 
5 QIPP financial summary against 2014/15 plan 
6 QIPP Programme 2014/15 - Programme Overview 
7 Cash 
8 Better Payment Practice 
9 Statement of Financial Position 
10 NHS Outcomes framework - technical definitions  
 



Gloucestershire CCG 2014/15 Integrated Performance Scorecard Appendix 1

Target
2013-14 

Outturn
Apr-14 May-14

Jun 2014/  

Q1
Jul 2014 Aug 2014

Sept 2014/ 

Q3
Oct 2014 Nov 2014

Dec 2014/ 

Q4
Jan 2015 Feb-15

Mar 2015/ 

Q4

Perf.

Measured

Target 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0%

GRH 93.0% 91.6% 91.4% 90.0% 89.4% 95.9% 93.5% 92.0%

CGH 95.4% 97.5% 96.9% 97.1% 95.9% 97.0% 97.1% 92.3%

GHNHSFT total 93.9% 93.7% 93.4% 92.6% 91.8% 96.3% 94.9% 92.1%

GCS - MIU 99.91% 99.8% 99.8% 99.8% 99.96% 99.9% 99.78% 99.80%

Target 0 0 0 0 0 0 0 0 0 0 0 0

GRH 0 0 0 0 0 0 0 0

CGH 0 0 0 0 0 0 0 0

GHNHSFT total 0 0 0 0 0 0 0 0

GCS - MIU 0 0 0 0 0 0 0 0

Target 75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0%

SWASFT 76.1% 75.1% 75.0% 73.7% 75.2% 77.6%

Glos only 69.1% 68.9% 63.7% 64.6% 67.2% 72.7% 65.1%

Target 75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0% 75.0%

SWASFT 76.8% 75.5% 75.7% 74.1% 76.5% 76.9%

Glos only 71.9% 70.9% 69.6% 69.8% 70.1% 73.6% 69.8%

Target 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0%

SWASFT 95.4% 95.2% 95.0% 94.6% 95.3% 95.3%

Glos only 94.4% 94.2% 92.4% 92.9% 93.5% 94.9% 92.0%

Actual 1,151 75 126 82 90 50 46

Actual 207 3 5 15 16 5 11

GHNHSFT target 14 14 14 14 14 14 14 14 14 14 14 14 14

GHNHSFT actual 10.8 7.5 7.4 10.0 6.2 9.0 10 10.8

Local Reimbursable Days for Acute DTOCs (Attributable to Social Services) GHNHSFT 0 0 0 0 0 0 0 0 0 0 0 0 0

GCS target 10 10 10 10 10 10 10 10 10 10 10 10 10

GCS actual 5.3 3.0 0.8 1.3 2.6 2.3 2 0.4

Target N/A 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0%

Actual 94.7 91.1% 92.2% 92.7% 90.7% 96.4% 98.3% 94.9%

Target N/A 5.0% 5.0% 5.0% 5.0% 5.0% 5.0% 5.0% 5.0% 5.0% 5.0% 5.0% 5.0%

Actual 1.2 1.6% 1.8% 1.6% 1.9% 0.7% 0.4% 0.9%

Target N/A 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0%

Actual 78.0% 77.1% 77.4% 76.1% 76.7% 75.2% 75.3% 77.1%

Target N/A 98.0% 98.0% 98.0% 98.0% 98.0% 98.0% 98.0% 98.0% 98.0% 98.0% 98.0% 98.0%

Actual 67.2% 66.8% 63.6% 59.9% 56.4% 64.6% 70.1% 70.7%

Target N/A 00:01:00 00:01:00 00:01:00 00:01:00 00:01:00 00:01:00 00:01:00 00:01:00 00:01:00 00:01:00 00:01:00 00:01:00

Actual 00:17:43 00:10:15 00:14:17 00:15:09 00:07:03 00:05:36 00:08:31

Target N/A 00:10:00 00:10:00 00:10:00 00:10:00 00:10:00 00:10:00 00:10:00 00:10:00 00:10:00 00:10:00 00:10:00 00:10:00

Actual 00:16:39 00:12:48 00:10:19 00:09:00 00:13:21 00:14:21 00:00:48

Target 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0%

Actual 91.2% 92.1% 90.4% 90.1% 89.9% 89.8%

Target 0 0 0 0 0 0 0 0 0 0 0 0

Actual 2 1 2 6 0 3

Local Number of specialties where admitted standard was not delivered Actual 5 7 9 8 7 7

Target 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0%

Actual 95.2% 95.6% 95.3% 95.6% 95.4% 95.3%

Target 0 0 0 0 0 0 0 0 0 0 0 0

Actual 0 0 1 1 0 0

Local Number of specialties where non-admitted standard was not delivered Actual 7 5 5 6 7 7

Target 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0%

Actual 92.0% 91.9% 91.9% 91.7% 91.8% 91.8%

Principal Delivery Targets

Unscheduled Care
Accident & Emergency

CB_S9
12 hour trolley waits (no A&E attender should wait more than 12 hours 

from the decicision to admit to admission)
Cumulative 

CB_B5

4-hour A&E target - Percentage of A&E attendances where the patient 

spent 4 hours or less in A&E from arrival to transfer, admission or 

discharge

Cumulative 

Ambulance 

CB_B15_01

Cat A 8 min response - The percentage of Category A RED 1 incidents, 

which resulted in an emergency response arriving at the scene of the 

incident within 8 minutes. 

Cumulative 

CB_S7 Ambulance handover delays - 30 to 60 mins (GHNHSFT)
Cumulative 

CB_S7 Ambulance handover delays - over 60 mins (GHNHSFT)

CB_B16
Cat A 19 min response - The percentage of calls resulting in an 

ambulance arriving at the scene of the incident within 19 minutes. 

CB_B15_02

Cat A 8 min response - The percentage of Category A RED 2 incidents, 

which resulted in an emergency response arriving at the scene of the 

incident within 8 minutes. 

Delayed Transfers of Care (DTOC)

Local
Average number of Delayed Transfers of Care for acute patients in the 

month
Cumulative 

Local
Average number of Delayed Transfers of Care for non-acute patients in 

the month
M

Harmoni 111

Local Calls answered within 60 seconds

M

Local Calls warm transferred

Local Longest wait for a call back

Local Calls triaged

Local Calls abandoned after 30 seconds

Planned Care
Acute Care Referral to Treatment

Local Longest wait for an answer

CB_B1 Percentage of admitted pathways treated with in 18 Weeks

Cumulative 
CB_S6 Number of completed admitted pathways greater than 52 weeks

CB_B3

CB_B2 Percentage of non - admitted pathways treated within 18 Weeks

Cumulative CB_S6 Number of completed non-admitted pathways greater than 52 weeks

Percentage of incomplete Pathways that have waited less than 18 Weeks

Cumulative 

1
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Target
2013-14 

Outturn
Apr-14 May-14

Jun 2014/  

Q1
Jul 2014 Aug 2014

Sept 2014/ 

Q3
Oct 2014 Nov 2014

Dec 2014/ 

Q4
Jan 2015 Feb-15

Mar 2015/ 

Q4

Perf.

Measured
Principal Delivery Targets

Unscheduled Care Target 0 0 0 0 0 0 0 0 0 0 0 0

Actual 8 11 9 9 8 13

Local Number of specialties where incomplete standard was not delivered Actual 7 9 9 9 7 8

Target 0 0 0 0 0 0 0 0 0 0 0 0

Actual 0 2 7 1 4 4

Target 0 0 0 0 0 0 0 0 0 0 0 0

Actual 0 1 0 1 1 1

Target 1.0% 1.0% 1.0% 1.0% 1.0% 1.0% 1.0% 1.0% 1.0% 1.0% 1.0% 1.0%

Actual breaches 640 112 105 55 44 124 131

Actual Perf 0.75% 1.4% 1.4% 0.7% 0.6% 1.6% 1.80%

Target 1.0% 1.0% 1.0% 1.0% 1.0% 1.0% 1.0% 1.0% 1.0% 1.0% 1.0% 1.0%

Actual 17.8% 13.8% 27.1% 27.3% 41.6% 43.9%

Target 93% 93% 93% 93% 93% 93% 93% 93% 93% 93% 93% 93%

Actual breaches 134 156 65 93 69 84

Actual Perf 89.0% 87.4% 95.0% 94.0% 94.5% 93.6%

Target 93% 93% 93% 93% 93% 93% 93% 93% 93% 93% 93% 93%

Actual breaches 107 75 19 19 13 0

Actual Perf 52.7% 64.6% 88.9% 89.1% 93.2% 100.0%

Target 96% 96% 96% 96% 96% 96% 96% 96% 96% 96% 96% 96%

Actual breaches 0 5 2 2 0 5

Actual Perf 100.0% 98.1% 99.1% 99.3% 100.0% 98.1%

Target 94% 94% 94% 94% 94% 94% 94% 94% 94% 94% 94% 94%

Actual breaches 0 1 2 3 0 4

Actual Perf 100.0% 96.9% 95.0% 92.7% 100.0% 90.9%

Target 98% 98% 98% 98% 98% 98% 98% 98% 98% 98% 98% 98%

Actual breaches 0 0 0 0 0 0

Actual Perf 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

Target 94% 94% 94% 94% 94% 94% 94% 94% 94% 94% 94% 94%

Actual breaches 0 0 1 0 1 0

Actual Perf 100.0% 100.0% 98.8% 100.0% 98.2% 100.0%

Target 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85%

Actual breaches 9 25 11 25 9 18

Actual Perf 92.4% 83.4% 89.9% 81.9% 92.9% 86.3%

Target 90% 90% 90% 90% 90% 90% 90% 90% 90% 90% 90% 90%

Actual breaches 0 1 3 1 0 1

Actual Perf 100.0% 94.1% 87.0% 95.8% 100.0% 94.1%

Target 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85% 85%

Actual breaches 1 0 0 0 0 1

Actual Perf 75.0% 100.0% 100.0% 100.0% 100.0% 80.0%

Target 80.0% 80.0% 80.0% 80.0% 80.0% 80.0% 80.0% 80.0% 80.0% 80.0% 80.0% 80.0%

Glos 87.0% 90.0% 74.0% 63.0% 87.0% 89.8%

Target 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0%

Glos 73.0% 71.0% 57.0% 63.0% 70.0% 58.8%

Target

Glos

Target 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0%

Actual 97.0% 100.0% 99.0% 95.0% 95.0% 98.0%

Target 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0%

Actual 97.0% 100.0% 100.0% 99.0% 100.0% 100.0%

Target 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0%

Actual 99.0% 95.0% 96.0% 100.0% 97.0% 96.0%

Target 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0%

Actual 98.0% 98.0% 96.0% 96.0% 95.0% 96.0%

Target 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0%

Actual 100.0% 90.0% 91.0% 82.0% 86.0% 80.0%

Cumulative 

Cancelled Operations

CB_B18

Cancelled operations - Number of patients who have had an operation 

cancelled, on or after the day of admission, for non-clinical reasons that 

have not been offered another binding date within 28 days

Cumulative 

CB_S6 Number of incomplete pathways greater than 52 weeks

Diagnostics

CB4
Percentage of patients who have waited more than 6 weeks for one of the 

15 key diagnostic tests
Cumulative 

CB_S10

Urgent operations cancelled for a second time - number of urgent 

operations that are cancelled by the trust for non-clinical reasons, which 

have already been previously cancelled once for non-clinical reasons

Local
Percentage of patients who have waited 6 weeks longer than their due 

date for a planned diagnostic surveilance test (GHNHSFT only)

Cancer Waits

CB_B6
Percentage of patients seen within 2 weeks of an urgent  GP or GDP 

referral for suspected cancer
Cumulative 

CB_B7
Percentage of patients seen within 2 weeks of an urgent referral for 

breast symptoms where cancer is not initially suspected
Cumulative 

CB_B9
Percentage of patients receiving subsequent treatment for cancer within 

31 days where that treatment is surgery
Cumulative 

CB_B8
Percentage of patients receiving first definitive treatment within 31 days of 

a cancer diagnosis
Cumulative 

CB_B12
Percentage of patients receiving first definitive treatment for cancer within 

62 days of an urgent GP referral for suspected cancer
Cumulative 

CB_B11
Percentage of patients receiving subsequent treatment for cancer within 

31 days where that treatment is a Radiotherapy Treatment
Cumulative 

CB_B10
Percentage of patients receiving subsequent treatment for cancer within 

31 days where that treatment is an Anti-Cancer Drug Regime
Cumulative 

CB_B13
Percentage of patients receiving first definitive treatment for cancer within 

62 days from an NHS Cancer screening service
Cumulative 

Long Term conditions

EC
Proportion of people who have had a stroke who spend at least 90% of 

their time in hospital on a stroke unit (GHT Only)
Cumulative 

CB_B14
Percentage of patients receiving first definitive treatment for cancer within 

62 days of a consultant decision to upgrade their priority status
Cumulative 

EC
Proportion of people at high risk of Stroke who experience a TIA are 

assessed and treated within 24 hours (GHT Only)

Local
Percentage of patients referred to the Paediatric Speech and Language 

Therapy Service who are treated within 8 Weeks
Cumulative 

CB_A9 Dementia diagnosis rate (Annual) Cumulative 

Local
Percentage of patients referred to the Paediatric OccupationalTherapy 

Service who are treated within 8 Weeks
Cumulative 

Community Care Referral to Treatment  (GLOUCESTERSHIRE only)

Paediatric

Cumulative 

Local
Percentage of patients referred to the Paediatric Physiotherapy Service 

who are treated within 8 Weeks
Cumulative 

Adult

Local
Percentage of patients referred to the Adult Speech and Language 

Therapy Service who are treated within 8 Weeks
Cumulative 

Local
Percentage of patients referred to the Podiatry Service who are treated 

within 8 Weeks

2
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Target
2013-14 

Outturn
Apr-14 May-14

Jun 2014/  

Q1
Jul 2014 Aug 2014

Sept 2014/ 

Q3
Oct 2014 Nov 2014

Dec 2014/ 

Q4
Jan 2015 Feb-15

Mar 2015/ 

Q4

Perf.

Measured
Principal Delivery Targets

Unscheduled Care Target 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0%

Actual 100.0% 100.0% 99.0% 100.0% 100.0% 100.0%

Target 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0%

Actual 99.0% 96.0% 95.0% 96.0% 96.0% 95.0%

Target 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0%

Actual 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

Target 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0%

Actual 97.0% 100.0% 100.0% 97.0% 95.0% 100.0%

Target 95% 95.0% 95.0% 95.0% 95.0%

Glos 98.9% 97.3% 96.5%

Glos target 2.9% 5.9% 9.3% 13.0%

Glos actual 13.7% 4.1% 8.8%

Glos target 50.0% 50.0% 50.0% 50.0%

Glos actual 51.0% 50.5% 50.8%

GHT 0 0 0 0 0 0

GCS 0 0 0 0 0 0

2gether 0 0 0 0 0 0

GHT 0 0 0 0 0 1

Care Services Actual 0 0 0 0 0 0

2gether 0 0 0 0 0 0

SWAST 0 0 0 0 0 0

Ramsay Healthcare 0 0 0 0 0 0

Glos HC target 0 0 0 0 0 0 0 0 0 0 0 0 0

Glos HC actual 8 1 3 0 0 0 2

GHNHSFT target 0 0 0 0 0 0 0 0 0 0 0 0 0

GHNHSFT actual 4 0 0 0 0 0 0

Glos HC target 162 19 16 16 20 20 10 15 12 12 21 21 19

Glos HC actual 210 8 17 10 15 2 16

GHNHSFT target 52 6 5 4 5 6 2 4 4 4 4 4 5

GHNHSFT actual 60 2 5 3 3 0 3

 

Local
Percentage of patients referred to the Adult Occupational Therapy 

Service who are treated within 8 Weeks
Cumulative 

Local
Percentage of patients referred to the Adult Physiotherapy Service who 

are treated within 8 Weeks
Cumulative 

Specialist Nurses

Local
Percentage of patients referred to the Parkinson Nursing Service who are 

treated within 8 Weeks
Cumulative 

Local
Percentage of patients referred to the Diabetic Nursing Service who are 

treated within 8 Weeks
Cumulative 

Adults of Working Age

Improving Access to Psychological Therapies (IAPT)

CB_S5
The proportion of people who have depression and/or anxiety disorders 

who receive psychological therapies

Cumulative CB_B19
Proportion of those patients on a Care Programme Approach (CPA) 

discharged from inpatient care who are followed up within 7 days

CB_S5
The proportion of people who complete therapy who are moving towards 

recovery
Cumulative 

Cumulative 

Quality
Quality Indicators

CB_B17 Eliminate mixed-sexed accommodation breaches at all providers sites Cumulative 

Number of Never Events Cumulative 

Cleanliness and HCAIs

Methicillin Resistant Staphylococcus Aureus (MRSA)

CB_A15 Number of MRSA infections (Health Community) Cumulative 

Number of post 48 hour C Diff infections (Acute Trust) Cumulative 

Clostridium Difficile (C.Diff)

CB_A16 Number of total C Diff infections (Health Community) Cumulative 

Number of post 48 hours MRSA infections post 48 hours (Acute Trust) Cumulative 

3
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Appendix 3

Cash

R NR TOTAL Limit

AS AT Month 7 2014/15 £000 £000 £000 £000

 

2014/15 baseline excl growth 668,591  668,591 668,591 
 

Growth 13,986 13,986 13,986 

B/f surplus 6,762 6,762 6,762 

Additional Baseline Transfer (3,189) (3,189) (3,189)

Primary Care IT 1,581 1,581 1,581 

1415 RTT Funding 2,193 2,193 2,193 

Specialist commissioning Adj (785) 18 (767) (767)

Other Adj (2) (390) (392) (392)

Maximum Cash Drawdown exercise (8,027)

Last month total 678,601 10,164 688,765 680,738 

Adjustments in month  

Winter resilience Funding 4,799 4,799 4,799 

Integrated Community Equipment 3,250 3,250 3,250 

  

Adjustments actioned in month  8,049 8,049 8,049 

TOTAL NATIONALLY REPORTED LIMIT 678,601 18,213 696,814 688,787 

NHS GLOUCESTERSHIRE CLINICAL COMMISSIONING GROUP

Current Assumed Resource Limit Position as at 31st October (Month 7)

2014/15



Appendix 4

Year to Date Forecast Outturn

Budget Actual (Under)/Over 

spend

Annual 

Budget

Forecast 

Outturn

(Under)/Over 

spend

£000 £000 £000 £000 £000 £000

Acute services
Acute contracts -NHS (includes Ambulance services) 191,372 187,569 (3,802) 330,031 330,103 72 

Acute contracts - Other providers 6,642 10,257 3,614 12,468 12,461 (8)

Acute - NCAs 3,136 3,078 (58) 6,091 5,991 (100)

Pass-through payments       

  

Sub-total Acute services 201,150 200,904 (246) 348,590 348,555 (35)

  

Mental Health Services   

MH contracts - NHS 43,256 43,363 107 74,153 74,141 (12)

MH contracts - Other providers 1,417 1,521 104 2,454 3,092 638 

  

Sub-total MH services 44,673 44,884 211 76,607 77,233 626 

  

Community Health Services   

CH Contracts - NHS 49,881 49,881  85,135 85,072 (63)

CH Contracts - Other providers (1,957) (2,011) (54) (3,361) (3,585) (224)

CH - Other       

  

Sub-total Community services 47,923 47,869 (54) 81,774 81,487 (287)

  

Continuing Care Services

Continuing Care Services (All Care Groups) 12,553 13,550 997 19,739 22,064 2,326 

Local Authority / Joint Services 2,967 2,322 (645) 5,086 3,997 (1,089)

Free Nursing Care 5,102 5,570 468 8,746 9,548 802 

  

Sub-total Continuing Care  services 20,622 21,442 820 33,570 35,609 2,039 

  

Primary Care services   

Prescribing 52,677 52,761 84 90,305 90,691 385 

Enhanced services 3,113 2,801 (312) 5,344 5,039 (305)

Other 3,747 3,614 (134) 6,553 6,738 185 

  

Sub-total Primary Care services 59,538 59,176 (362) 102,202 102,467 266 

  

Other Programme services   

Re-ablement funding 1,203 1,222 19 2,062 2,101 39 

Other 4,208 4,334 126 7,394 7,577 183 

  

Sub-total Other Programme services 5,410 5,556 145 9,456 9,678 223 

  

Total - Commissioned services 379,317 379,831 514 652,200 655,031 2,831 

  

Specific Commissioning Reserves 12,753 12,753  22,699 21,205 (1,495)

(Inc headroom and Contingency)   

Total - Programme Costs (excl Surplus) 392,070 392,585 514 674,899 676,235 1,336 

  

Running Costs (incl reserves) 8,749 8,234 (514) 15,053 13,717 (1,336)

  

Total - Programme Costs (excl Surplus) 8,749 8,234 (514) 15,053 13,717 (1,336)

Surplus 4,003 (4,003) 6,862 (6,862)

  

Total Application of Funds 404,822 400,819 (4,003) 696,814 689,952 (6,862)

NHS GLOUCESTERSHIRE CLINICAL COMMISSIONING GROUP

Summary Financial Position

Overall financial position as at 31st November 2014 (Month 7)



Appendix 5

Theme

Planned 

Gross 

Savings 

2014/15

£'000

Forecast

£'000

Variance

£'000

Theme 

RAG

Savings 

RAG

Recurrent 

/ Trend 

RAG

Unscheduled Care / Integration 4,985 3,278 (1,707) A A A

Planned Care 1,536 1,273 (263) A A A

Clinical Programme Groups 3,939 3,249 (690) A A A

Community Care 1,461 937 (524) A A A

Prescribing 2,710 2,894 184 G G A

Mental Health 330 75 (255) A R A

Learning Difficulties 800 150 (650) G R G

Continuing Health Care 500 300 (200) A A A

Transactional QIPP 900 1,296 396 A G A

Unidentified 654 835 181

Grand Total 17,815 14,287 (3,528)

Additional Schemes 0 n/a n/a n/a

Additional QIPP  / Slippage / 

Contingent resources / 

Application of QIPP rule

3,528 3,528

Grand Total 17,815 17,815 0

NHS GLOUCESTERSHIRE CLINICAL COMMISSIONING GROUP
 QIPP Programme 2014/15



Appendix 6

Theme Component Projects Scheme Overview Progress 

Community Hospitals 

Programme, including Rehab 

Pathway

Develop a network of community services, embracing modern 

methods making appropriate use of NHS facilities. The initial 

focus in 2014/15 is on the service model for the use of 

community beds, including admission and discharge criteria 

and theh medical cover to support the requirements.

Community Hospitals Programme Board established and working 

through priority initiatives. Updated Admission and Discharge criteria for 

community hospitals developed, undergoing discussion within GP 

localities.

Use of MIUs

MIU and pathway  development, to ensure MIU's are utilised 

in line with our agreed specification across the community - 

linking identified initiatives within our QIPP Programme i.e. 

NHS 111 Enhanced Clinical Service which aims to reduce 

Emergency Department attendances, moving appropriate 

patients into Minor Injury Units (MIUs).

Work ongoing with GCS to ensure consistent application of the service 

specification, and increase appropriate diverts from NHS 111 to an MIU 

as opposed to the Emergency Departments. MIU activity to date 

(September 2014) has increased from the previous year.

Care Home Programme

Roll-forward of Community Enhanced Service (CES) for GP 

practices to provide enhanced care to care home patients (ES 

runs until Mar 2015), & Care Home services contract review 

(i.e. care home support team etc.)

60% of practices in Gloucestershire continue to deliver the enhanced 

service, covering 75% of care homes. 100% of participating practices 

have completed the safeguarding training required as part of the 

enhanced service. The Care Home programme is delivering and 

performing well, with an evaluation due to inform 15/16 

commissioning.Further work is being undertaken on evidencing 

commissioning outcomes and conducting episode reviews with 

clinicians.

Physiotherapy & Podiatry 

Review of the services provided in Gloucestershire to:

• provide a baseline assessment and compare to best 

practice and comparative populations to inform future 

commissioning

• agree appropriate waiting times

• identify interdependencies with the wider change 

programme

Physiotherapy Review underway and on track to provide final report by 

the end of December 2014.

Assessment Beds (interim)

Monitoring the use of assessment beds, following the 

agreement to end interim placements from April 2014. The 

scheme aims to deliver a reduction in the number of interim 

beds used, length of stay, permanent placements and length 

of stay within residential and nursing home settings.

The use of assessment beds continues to be monitored by the local 

health community as part of the hospital system discharge process. A 

Discharge Menu has been collaboratively developed and distributed 

across GHFT wards to assist staff. 6 month review of assessment bed 

process is anticipated.

Continuing Healthcare Continuing Healthcare 

The priorities are: 

• to ensure the CCG is compliant with the National Framework 

for NHS Continuing Healthcare and Funded Nursing Care 

through implementation of robust assessment and appeal 

processes 

• to ensure the commissioned services provide a high quality 

service to recipients and best value for money to the NHS  

Although a forecast overspend of the CHC budget it currently reported, 

the planned impact of initiatives is supporting to manage this position in 

year.

CPGs - Diabetes Diabetes Service Re-Design

Continuation of 13/14 scheme, while moving to a more 

significant service redesign during 14/15 to repatriate patients 

from secondary to primary and community care settings

The Level 1 (training & education) enhanced service was implemented 

successfully within 83 practices. The Level  2 enhanced service will be 

implemented during 2014/15 with a focus on repatriation of patients to 

Primary Care.

CPGs - FOP
Older People's Assessment 

Liaison (OPAL)

Alignment of Emergency Physicians, Geriatricians, GPs & 

Social Care with multi-disciplinary teams in hospital and 

community to provide clinical risk assessment & management 

for older people attending Emergency Department and 

developing systems to reduce need for attendance in future. 

Noted progress made regarding implementation of full model but still 

existing pressures regarding permanent recruitment of clinicians. 

Service is currently available at Gloucestershire Royal Hospital (GRH) 

and Cheltenham General Hospital with an additional Frailty Assessment 

Unit implemented at GRH.

NHS GLOUCESTERSHIRE CLINICAL COMMISSIONING GROUP

QIPP Programme 2014/15 - Programme Overview

Community Care
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Theme Component Projects Scheme Overview Progress 

NHS GLOUCESTERSHIRE CLINICAL COMMISSIONING GROUP

QIPP Programme 2014/15 - Programme Overview

Community Care

CPGs - GI
Redesign of Irritable Bowel 

Syndrome (IBS) pathway

Opportunity to re-design the pathway for primary care 

management of Irritable Bowel Syndrome by use of an 

alternative diagnostic test (measuring raised FC levels) as a 

marker of IBS; will result in a reduction of acute-led 

interventions e.g. colonoscopies.

GHFT have developed a busines scase for a dietetic led specialist IBS 

clinical service bwhich is supported by GCCG. Work is underway to 

jointly develop a plan to move towards implementation.

MSK: Interface Service (Current)

Full implementation of MSK (transitional) Interface Service 

and associated monitoring, review and evaluation to support 

development of longer term solution, including testing triage 

model.

Revised MSCKAT service went live on Choose & Book in April 2014, 

including extended provision in some localities. Foot and Ankle element 

of the service went live in July 2014. Programme of engagement 

complete with Primary Care regarding provision of MSKCAT service. 

MSK: Clinical Thresholds 

including pathways and 

increased compliance with spinal 

pathways

The scheme aims to build on the successful clinical 

engagement on pathway development in 2013/14 in order to 

develop clear, clinically agreed thresholds for MSK related 

procedures and ensure that these are built into contractual 

arrangements with providers.

MSK Outpatient Follow-ups

Redesign of follow ups against benchmarked levels.  Partial 

year potential effect and requires redesign and not just shifting 

work with no defined end point i.e.. Multidisciplinary team  

approach.

CPGs - 

Ophthalmology

GROUPED SCHEME: 

Ophthalmology

Based on benchmarking potential the Clinical Programme 

Group has worked with Gloucestershire Hospitals NHS 

Foundation Trust colleagues to deal with the implementation 

of NICE TAs, plus Cataract and Wet Age related Macular 

Degeneration  (AMD) re-patriation for outpatient activity to 

Community Optometrists.

Programme currently being developed with the Ophthalmology CPG.  

This will be supported by a series of stakeholder workshops to agree a 

programme plan for 15/16. The business case for the use of Aflibercept 

was approved by GCCG in May 2014. Work is currently underway with 

GHFT Consultants to draft the Wet AMD patient pathway including 

clinical thresholds and retreatment interventions.

Paediatric medicine  urgent care 

pathway review (Two phased)

The review will:

• Develop an accurate map of current pathways and evaluate 

existing referral criteria

• Assess the potential for alternative pathways that treat 

children more efficiently, safely, closer to home and/or in a 

more patient focused way

• Identify scope for improvements in clinical/referral protocols, 

operational systems or treatment regimes in any part of the 

children’s urgent care system 

• Identify any gaps in primary, community, MIU or GP OOH 

services

• Understand and evaluate the impact of current services

Distribution of 'Big 6' (high volume pathways) across Primary Care and 

MIUs underway. Work underway within local health community to 

consider options for paediatric urgent care pathways.

Establishing  a sustainable GP 

urgent telephone advice service

Telephone access direct to a consultant paediatrician for GPs 

who consider there may be a need to urgently admit a child to 

the Paediatric Admissions Unit. The outcome of the calls is:

• Advice only

• Referral to the next day paediatric ‘hot clinic’

• Admission

Work ongoing with GHFT to ensure optimal opening times for the 

telephone advice line (9:00-21:00). Full evaluation anticipated October 

2014.

Secondary Care thresholds  and revised IFR policies developed and 

signed off by MSK Clinical Programme Group,  which were 

implemented as part of the formal contract process with GHFT. Further 

work to be undertaken on MSKCAT thresholds not addressed as part of 

Phase 1 review.

CPGs - MSK

CPGs - Paediatrics
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Theme Component Projects Scheme Overview Progress 

NHS GLOUCESTERSHIRE CLINICAL COMMISSIONING GROUP

QIPP Programme 2014/15 - Programme Overview

Community Care

Respiratory emergency pathways 

- COPD admissions

Reduction in COPD non-elective admissions achieved 

through a number of rolled-over and new schemes including:

• Continued development of Gloucestershire Respiratory 

Team (rolled-over)

•  Respiratory Hot Clinics

•  Integrated Community Teams/Rapid Response

The Respiratory Hot Clinics pilot commenced in May 2014. As part of 

AEC service development the current Hot Clinic model is under review.  

Additionally there is continued development of the Rapid Response 

element of Integrated Community Teams based on the agreed COPD 

pathway. 

Pneumonia
Joint audit with Gloucestershire Hospitals NHS Foundation 

Trust in order to review the current pneumonia pathway.

Given the significant over performance in benchmarked pneumonia 

activity, it was decided to commence the Pneumonia Workstream in 

2014/15. Audit outcomes anticipated November 2014.

Respiratory outpatient first and 

follow-up

The plan (the detail of which is to be worked up with GHT) is 

to move GCCG outpatient first/follow-up to peer group 

average releasing efficiency savings from the system.

Bronchiectasis pathway has been agreed with CPG - Business case 

currently being developed. GP surgeries currently gathering baseline 

data regarding numbers of bronchiectasis patients being managed in 

primary care.

Integration
Integrated Community Teams 

and Rapid Response

Development of Integrated Community Team Model that 

focuses on case management of high risk patients, includive 

of a high intensity service and rapid response.

Gloucester City rolled out in January 2014, Cheltenham in May 2014, 

Tewkesbury and FoD in September 2014. Rapid Response is due to go 

live in Stroud and Berkeley Vale in December 2014. Phase 2 remains 

on track. During the period April-October 2014 636 cases have been 

managed and completed by the strengthened ICT functionalities. A 

model of integrated case management now agreed and is being tested 

and shared within GCS for refinement and implementation planning.

Learning Disabilities Intensive 

Support Service

This scheme involves a remodelling of existing services to 

people with learning disabilities who present with challenging 

behaviours to ensure they are delivered in line with the 

recommendations of the Mansell Report (2007) and 

Department of Health Winterbourne View Final Report (2012)

Service fully operational and GCCG working with 2gether NHS 

Foundation Trust regarding all age caseloads. Review and evaluation of 

service to take place March 2015.

Joint Funding
Develop an agreed Joint Funding Policy and Process for 

health and social care.

Working with Gloucestershire County Council regarding delivery of 

support plans.

Liaison Services (Acute & 

Community) - including RAID 

model and Alcohol / substance 

mis-use

Enhancement of current model that enables rapid access and 

turnaround of patients presenting at A&E and on the wards of 

acute hospitals with a potential mental health problem.  

Patients to be assessed and triaged by the Mental Health 

Liaison Team and immediate decisions actioned regarding 

their treatment plan 

Implementation of Case Manager for frequent ED attenders anticipated 

by November 2014, supported by the delivery of extended hours of the 

service. Full evaluation of service anticipated in January 2015.

Art on Prescription

Evaluation of current provision of Art On Prescription within 

Primary Care, that looks to improve mental well-being in 

those at risk of poor mental health.  

Extension of interim funding for Art Lift for two further terms (6 months) 

to undertake full service evaluation. Links to the development of the 

cutural commisisoning programme across the organisation.

CPGs - Healthy 

Individuals
Telehealth Contract Negotiation

GCCG are  working with Gloucestershire Care Service and 

Clinical Leads to address the limitations of the current care 

model and specify future service requirements such as 

integration within ICTs; this could include a procurement 

exercise for future provision.

Joint procurement for a new Telehealth provider for GCCG and GCS 

commenced in September 2014, with a new provider to be identified by 

March 2015. During this period GCCG and GCS will develop a 

programme of engagement across the health community with particular 

regard to Primary and Community Care. This will include the 

development of pathways across primary care and ICTs to ensure a 

joined up end to end pathway that facilitates step up and step down with 

a seamless transition. 

CPGs - Respiratory

Learning Disabilities

Mental Health
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Theme Component Projects Scheme Overview Progress 

NHS GLOUCESTERSHIRE CLINICAL COMMISSIONING GROUP

QIPP Programme 2014/15 - Programme Overview

Community Care

Follow Up Care

Outpatient follow up reduction plan led by GHFT.  The aim in 

2014/15 is to have a clear plan to deliver recurring follow-up 

reductions associated with specific clinical pathways.  

Areas to be targeted under discussion with GHFT. CCG undertaking 

supporting data analysis to explore opportunity and links to 

benchmarking work within CPGs.

Elective Referral Initiative : first 

6m of 14/15 for Referral Peer 

Review

An interim solution for 14/15 to roll-forward Peer Review but 

re-launched with more reporting and just 5 specialties; a six 

month proposition while long-term strategy developed

63 practices taking part in 2014/15 Peer Review Scheme with extension 

in place to December 2014. The Peer Review database is operational 

and data is being collated from participating practices. Reports currently 

being developed to support the long term strategy development. .

Elective Referral Initiative, long-

term strategy

The development of a long-term strategy for Elective Demand 

Management

Future approach for the management of demand currently under 

development within GCCG, with a focus on delivering a care pathways 

approach.

Individual Funding Requests 

(IFR): more stringent application 

of policy, increase inclusions

Development of a mechanism for identifying all procedures 

undertaken by any provider that appear on the CCGs 

Effective Clinical Commissioning Policies.

Clear mapping of all internal processes that deal with funding 

requests to ensure that clear procedures and processes are in 

place.

IFR policy has been updated to clarify provider responsibilities and have 

been embedded within provider contracts. Initial test audit undertaken at 

GHT in Ophthalmology and Orthopaedics to test approach. Approach to 

future audits currently in discussion with GHFT.

Advice and Guidance Roll out

Subject to evaluation, further develop A&G services, which 

may include: 

• Review of payment mechanism to better reflect the workload 

in each specialty.

• Roll out to additional secondary care specialties to support 

demand management.

• Consideration of additional areas where feedback has 

suggested that A&G provides further benefit to Primary Care 

clinicians, such as psychiatry.

 Evaluation ongoing to inform long term roll out as part of demand 

management approach. Provision of Urology Advice & Guidance 

currently being considered by GCCG.

Dermatology: Intermediate Tier
Review of current service provision with a focus on the 

Dermatology Intermediate Tier.
Full review of existing Intermediate tier services underway. 

Care UK Utilisation (UKSH)

Scheme aims to deliver increased utilisation by:

• Developing relationships between providers (ICTS and local 

acute hospital) to encourage waiting list transfers to the ISTC.

• ISTC to develop the marketing plan to ensure maximum 

return on investment from marketing activities

• Increasing utilisation of local satellite clinic (GHAC) and 

associated elective procedures

Review of GHAC utilisation continues. GHFT participating in planned 

Waiting List Transfer Initiatives; currently focusing on Urology and 

Hernia procedures.

Planned Care
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Theme Component Projects Scheme Overview Progress 

NHS GLOUCESTERSHIRE CLINICAL COMMISSIONING GROUP

QIPP Programme 2014/15 - Programme Overview

Community Care

Primary Care Prescribing Plan

More efficient use of prescribed medication, while improving 

patient outcomes, concentrating on Respiratory, Pain 

Management, Diabetes, Urology & Gynaecology, Specials,  

and improved prescribing practices.

Prescribing improvement plan (PIP) review meetings currently taking 

place within clusters to discuss outcomes and future plans for 2014-15. 

Reducing Waste
Prescribing waste initiative - concentrating on dressings, 

Ostomy, Incontinence and Sip Feeds.

Initiative rolled forward from 13/14 with a focus on continence 14/15; 

with the Specialist Team at GHNHSFT to provide a centralised 

approach to prescriptions in 2015. 

Oxygen Assessment
FYE of 13/14 scheme - reviewing of current and appropriate 

prescribing for patients receiving Home Oxygen.

Roll forward of 2013/14 initiative, service in place and early indications 

of impact shown.

Secondary Care Partnership
Joint prescribing initiatives with GHFT including: Homecare, 

GHFT Specials and formulary adherence.

Scheme under development to ensure partnership working with 

GHNHSFT to achieve joined up pathway development, providing a 

holistic patient centred approach. Key deliverables will include cost 

effective generic prescribing according NICE/MHRA recommendations, 

monitoring compliance with Joint Formulary, and reduction in cost of 

unlicensed and commonly prescribed special treatments. 

Integrated Discharge Team (IDT)

Bringing of existing discharge teams into a single integrated 

team within GHFT. The scheme ensures there are clear, 

demarcated roles at the front door (admission prevention) and 

back door (supporting complex discharge).Enables joint and 

truly integrated working across organisations, enables the 

benefit of the skills and experience of staff from different 

organisations and backgrounds, sees failure to discharge a 

patient within 1 day of being medically stable as a failure for 

the whole system and that its role is to ensure this never 

happens and resolve it quickly when it does. 

Full IDT model embedded within GHNHSFT from September 2014.

Ambulatory Day Unit/ Ambulatory 

Emergency Care

Building on the Ambulatory Care model currently being 

delivered, develop the service further to be medically led, 

pulling patients via the Single Point of Clinical Access and 

through Emergency Departments in Gloucester and 

Cheltenham.

Gloucester and Cheltenham AEC live. Block contract agreed for 

2014/15 to enable an in year funding and tariff review with GHFT. 

Establishment and Development workshops undertaken to discuss AEC 

pathways. Full business case for long term implementation anticipated 

from GHFT.

Hot Clinics and Access to 

Specialist Services

Develop specialty based Hot clinics for single point of clinical 

access/ clinical teams, while developing dedicated access to 

specialist medical advice. Initial focus will be on Cardiology.

Hot clinics model, including Respiratory and Cardiology to be 

considered as part of AEC pathway development and to be included 

within the scope of the GHFT AEC business case.

NHS 111 enhanced clinical 

advice service

To reduce Emergency Department attendances and increase 

referrals to the Gloucestershire MIU services with the 

introduction of an enhanced clinical advisory pathway within 

NHS111.   

Operational issues with regard to staffing impacting on ability to roll 

forward the scheme. Alternative schemes being considered.

Deep Vein Thrombosis (DVT) 

pathway in primary care

To commission a sustainable, clinically effective and evidence 

based Primary Care Service in Gloucestershire for adult 

patients (= or >18years) with suspected DVT where the GP 

retains control of the patient pathway.  

74 practices have signed up to the enhanced service. There has been a 

noted reduction in DVT activity at GHFT in the first two quarters due to 

the abiliity to manage in primary care.

Unscheduled Care

Prescribing



Actual/Forecast Charges in Month YTD CASH Mth end Cash Limit Ratio of

Drawn Prescribing Home Oxygen

Advance 

Drugs 

Payments

CHC Risk 

pool 

contribut

ion TOTAL TOTAL LIMIT Balance Drawn

Bal/Cash 

Limit

Month Status £000 £000 £000 £000 £000 £000 £000 £000 % %
April Act 85,000 6,047 99 (33) 91,113 91,113 57,399 6,339 13.23% 0.92%
May Act 46,000 6,484 95 23 52,602 143,715 114,798 6,117 20.86% 0.89%
June Act 46,000 6,362 93 136 52,591 196,306 172,197 478 28.50% 0.07%
July F'cast 45,000 6,611 93 (163) 51,541 247,847 229,596 1,645 35.98% 0.24%

August F'cast 56,000 6,447 96 44 62,587 310,434 286,995 5,936 45.07% 0.86%
September F'cast 48,000 6,911 93 (39) 54,965 365,399 344,394 6,093 53.05% 0.88%

October F'cast 45,000 6,305 91 68 2,594 54,058 419,457 401,792 2,337 60.90% 0.34%
November F'cast 53,000 6,452 91 59,543 479,000 459,191 69.54% 0.00%
December F'cast 45,904 6,452 91 52,447 531,447 516,590 77.16% 0.00%

May F'cast 45,904 6,452 91 52,447 583,894 573,989 84.77% 0.00%
May F'cast 45,904 6,452 91 52,447 636,340 631,388 92.39% 0.00%

March F'cast 45,904 6,452 91 52,447 688,787 688,787 100.00% 0.00%

Overview of current position

The CCG currently has a nationally distributed maximun cash drawdown of just under £689m.
At the end of October £419m had been drawn down (61%) of the anticipated cash limit against 58% on a straight line basis for October.

Appendix 7

NHS GLOUCESTERSHIRE CLINICAL COMMISSIONING GROUP
Cash Performance Indicators

As at 30th September 2014 (Month 6)
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NHS GLOUCESTERSHIRE CLINICAL COMMISSIONING GROUP

Performance against better payment practice code

Reported Performance (£)

As at 30th September 2014 (Month 6)

In Month Year to Date
NHS Non NHS NHS Non NHS

By volume
Total number of invoices 302 646 1,747 3,036
Number paid within target 300 623 1,732 2,902
Performance 99.34% 96.44% 99.14% 95.59%

By value
Total value of invoices (£'M) 33.51 6.04 229.26 30.68
Value paid within target (£'M) 33.51 6.01 229.20 30.35
Performance 100.00% 99.50% 99.97% 98.92%

The target performance level is 95%
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Opening Current Forecast 

Position as at Month end Position as at

31 March 2014 Position 31 March 2015

£000 £000

Non-current assets:

Premises,  Plant,  Fixtures & Fittings 61 49 41 

IM&T 0 0 

Other 0 0 

Long Term Receivables 0 0 

Total non-current assets 61 49 41 

Current assets:

Inventories 0 0 

Trade and other receivables 8,350 22,954 8,350 

Cash and cash equivalents 30 2,337 1 

Total current assets 8,380 25,291 8,351 

Total assets 8,441 25,340 8,392 

Current liabilities

Payables (42,949) (41,320) (40,000)

Provisions (870) (760) (500)

Borrowings 0 0 

Total current liabilities (43,819) (42,080) (40,500)

Non-current assets plus/less net current assets/liabilities (35,378) (16,740) (32,108)

Non-current liabilities

Trade and other payables 0 0 

Other Liabilities 0 0 

Provisions 0 0 

Borrowings 0 0 

Total non-current liabilities 0 0 

Total Assets Employed: (35,378) (16,740) (32,108)

Financed by taxpayers' equity:

General fund (35,378) (16,740) (32,108)

Revaluation reserve

Other reserves

Total taxpayers' equity: (35,378) (16,740) (32,108)

   

NHS GLOUCESTERSHIRE CLINICAL COMMISSIONING GROUP

Statement of Financial Position

As at 30th September 2014 (Month 6)



Preventing people from dying prematurely

Appendix 10 - NHS Outcomes Framework indicators 



Enhancing quality of life for people with long term conditions





Helping people recover from episodes of ill health or following injury





Ensure people have a positive experience of care



Treating and caring for people in a safe environment and protecting them from harm





NHS outcomes framework 

1. NHS outcomes framework and indicator set 

The CCG Outcomes Indicator Set (OIS) provides clear, comparative 
information for CCGs, about the quality of health services commissioned by 
CCGs and the associated health outcomes. The indicators are useful for 
CCGs and Health and Wellbeing Boards in identifying local priorities for 
quality improvement and to demonstrate progress that local health systems 
are making on outcomes. 

CCG Outcomes Indicator Set measures are developed from NHS Outcomes 
Framework indicators that can be measured at CCG level together with 
additional indicators developed by NICE and the Health and Social Care 
Information Centre. 

All of the CCG outcomes indicators have been chosen on the basis that they 
contribute to the overarching aims of the five domains in the NHS Outcomes 
Framework. The Indicator Set does not in itself set thresholds or levels of 
ambition for CCGs.  

2. September update 
 
As part of the release of data on the 18th September the following 
indicators have been updated:  

This release sees the publication of the following indicators at CCG level for 
the first time (comparisons to previously reported data refer to Gloucestershire 
PCT): 

 CCG 1.17 Record of stage of cancer at diagnosis 
 CCG 1.20 Mortality from breast cancer in females 
 CCG 2.16 Health-related quality of life for people with a long-term mental health 

condition 
 CCG 4.2 Patient experience of hospital care 
 CCG 5.1 Patient safety incidents 

The following existing indicators have been updated with new data periods: 

 CCG 1.1 Potential years of life lost (PYLL) from causes considered amenable to 
healthcare 

 CCG 1.2 Under 75 mortality rates from cardiovascular disease 
 CCG 1.6 Under 75 mortality rates from respiratory disease 
 CCG 1.7 Under 75 mortality rates from liver disease 
 CCG 1.8 Emergency admissions for alcohol related liver disease 
 CCG 1.9 Under 75 mortality rates from cancer 
 CCG 1.14 Smoking status at time of delivery 
 CCG 1.15 Breast feeding prevalence at 6 - 8 weeks 
 CCG 2.1 Health-related quality of life for people with long-term conditions 
 CCG 2.2 Proportion of people who are feeling supported to manage their condition 
 CCG 2.6 Unplanned hospitalisation for chronic ambulatory care sensitive 

conditions 
 CCG 2.7 Unplanned hospitalisation for asthma, diabetes and epilepsy in under 

19s 



 CCG 2.9 Access to community mental health services by people from BME 
groups 

 CCG 2.15 Health-related quality of life for carers 
 CCG 3.1 Emergency admissions for acute conditions that should not usually 

require hospital admission 
 CCG 3.3 Patient reported outcomes measures (PROMS) for elective procedures 
 CCG 3.4 Emergency admissions for children with lower respiratory tract infections 
 CCG 4.1 Patient experience of GP out-of-hours services 

  

3. Summary of changes to the CCG Outcomes indicator set following the 
September update of the HSCIC portal 

See appendix 1 - key for RAG ratings:  

Performance RAG Rational for performance rating 

Green Top quartile (nationally) 

Amber Middle two quartiles 

Red Bottom quartile 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Appendix 1  

Overarching 
ambition 

Outcome framework 
measure 

Baseline/ 
previously 
reported 
value 

Latest 
performance 
released Sept 

2014 

RAG rating 
Area 

measured
Benchmarking Summary of changes 

1. Preventing 
people from 
dying 
prematurely.  

Potential years of life lost from 
causes considered amenable to 
healthcare: adults, children and 
young people (NHS OF 1a i & ii) 

2012 DSR: 
1753.60 

2013 DSR:  
1966.30 

Performance 

 

Trend 

 GCCG 
GCCG ranks 93rd of 

211 CCGs 

Performance deteriorated between 2012 and 2013.  
GCCG have moved from the 35th best CCG in 2012 to the 93rd best 
CCG in 2013.  
 
2013 performance in now in line with BGSW area and is still below 
the national average of  2027.4 

Under 75 mortality from 
cardiovascular disease (NHS OF 1.1) 
     

2012 DSR:  
53.87 

2013 DSR:  
57.40 

Performance 

 

Trend 

 GCCG 
GCCG ranks 62nd of 

211 CCGs 

Performance deteriorated between 2012 and 2013.  
GCCG have moved from the 39th best CCG in 2012 to the 62nd best 
CCG in 2013.  
 
2013 performance in now above the BGSW area average of 54.6 but 
below the national average of 64.9. 

Cancer: record of stage at diagnosis
   

2011 % recorded:  
53.0% 

2012 % recorded:  
63.8% 

Performance 

 

Trend 

 GCCG 
GCCG ranks 75th of 

211 CCGs 

Performance improved between 2011 and 2012 by 10.8%. GCCG is 
ranked 75th of 211 CCGs.  
 
2012 performance is above the England average and South West 
average (60.2%) 

Breast cancer: mortality     N/A 
2011‐2013:  

36.0 

Performance 


Trend 
N/A 

GCCG 
GCCG ranks 135th 

of 211 CCGs 

Newly released data previously only reported at regional level. GCCG 
mortality is above the England average of 34.7 but slightly below the 
BGSW rate of 36.5 

Maternal smoking at delivery 
   

Q3 2013/14: 
10.7% 

Q4 2013/14:  
11.7% 

Performance 

 

Trend 

 
GCCG 

GCCG ranks 93rd of 
211 CCGs 

Performance deteriorated between Q3 2013/14 and Q4 2013/14 by 
1%.  

Breastfeeding prevalence at 6‐8 
weeks   

Q3 2013/14: 
51.0% 

Q4 2013/14:  
49.9% 

Performance 


Trend 

 
GCCG 

GCCG ranks 27th of 
211 CCGs 

Performance deteriorated between Q3 & Q4 2013/14; however, 
GCCG remain within the top quartile nationally.  

2. Enhancing 
quality of life 
for people with 
long‐term 
conditions. 

     

Health‐related quality of life for 
people with long‐term conditions 
(NHS OF 2)   

2012/13:  
0.76 

2013/14: 
0.76 

Performance 

 

Trend 

 GCCG 
GCCG ranks 56th of 

211 CCGs 

Performance during 2013/14 shows no variance from 2012/13. 
GCCG is ranked 56th of 211 CCGs (just outside the upper quartile)  
 
0.76 is above the England average of 0.74 but below the BGSW 
average of 0.77.  

People feeling supported to manage 
their condition (NHS OF 2.1) 
   

2012/13:  
70.7 

2013/14: 
68.1 

Performance 


Trend 

 
GCCG 

GCCG ranks 48th of 
211 CCGs 

Performance deteriorated between 2012/13 and 2013/14; however, 
GCCG remain within the top quartile nationally. 

Unplanned hospitalisation for 
chronic ambulatory care sensitive 
conditions (adults) (NHS OF 2.3.i)
     

2013 DSR: 
651.10 

2013/14 DSR: 
652.90 

Performance 


Trend 

 
GCCG 

GCCG ranks 50th of 
211 CCGs 

Slight change within the timeframe for the indicator which now runs 
from April to March 2014. GCCG performance has remained in line 
with the previous reported figure and within the top quartile 
nationally.  

Unplanned hospitalisation for 
asthma, diabetes and epilepsy in 
under 19s (NHS OF 2.3.ii) 
   

2013 DSR: 
312.60 

2013/14 DSR: 
287.70 

Performance 

 

Trend 

 GCCG 
GCCG ranks 98th of 

211 CCGs 

Slight change within the timeframe for the indicator which now runs 
from April to March 2014. GCCG performance has improved moving 
to the 98th best CCG.  
 
Performance is below the national average but above the BGSW 
average of 271.3 



Overarching 
ambition 

Outcome framework 
measure 

Baseline/ 
previously 
reported 
value 

Latest 
performance 
released Sept 

2014 

RAG rating 
Area 

measured
Benchmarking Summary of changes 

2. Enhancing 
quality of life 
for people with 
long‐term 
conditions 
(cont.) 

Access to community mental health 
services by people from BME groups 

2012/13: 
1620.49 

2013/14: 
1693.7 

Performance 

 

Trend 

 GCCG 
GCCG ranks 107th 

of 211 CCGs 

Performance improved between 2012 and 2013; however, GCCG 
have moved from the 35th best CCG in 2012 to the 93rd best CCG in 
2013.  
 
2013 performance in now in line with BGSW area and is still below 
the national average of  2027.4 

Health‐related quality of life for 
people with a long‐term mental 
health condition     

N/A 
2013/14:  
0.59 

Performance 


Trend 
N/A 

GCCG 
GCCG ranks 41st of 

211 CCGs 
Newly released data. GCCG reported QoL is above the England 
average of  0.53 and slightly below the BGSW rate of 0.58 

3. Helping people 
to recover from 
episodes of ill 
health or 
following injury 

Emergency admissions for acute 
conditions that should not usually 
require hospital admission (NHS OF 
3a) 

2012/13 DSR:  
1099.30 

2013/14 DSR:  
1066.30 

Performance 

 

Trend 

 GCCG 
GCCG ranks 74th of 

211 CCGs 

Performance improved between 2012/13 and 2013/14. GCCG 
moved from the 77th best to the 74th best CCG.  
 
The England average in 2013/14 was 1164.7 with South West 
average significantly better at 990.1.  

Increased health gain as assessed by 
patients for elective procedures 
a) hip replacement  

2011/12:  
0.420 

 

2012/13: 
0.419 

 

Performance 

 

Trend 

 GCCG 
GCCG ranks 125th 
of 207* CCGs 

A very slight deterioration in health gain was reported in 2013/14. 
CCG performance is above the England average of 0.416 but below 
the SW SHA average of 0.432 

Increased health gain as assessed by 
patients for elective procedures 
b) knee replacement  

2011/12:  
0.292 

 

2012/13: 
0.306 

 

Performance 

 

Trend 

 GCCG 
GCCG ranks 137th 
of 207* CCGs 

Increase in health gain reported in 2012/13. CCG performance is 
above that reported in 2011/12 but above the England average. 

Increased health gain as assessed by 
patients for elective procedures 
c) groin hernia      

2011/12:  
0.082 

 

2012/13: 
0.086 

 

Performance 

 

Trend 

 GCCG 
GCCG ranks 93rd of 

201* CCGs 

A very slight improvement (previously deterioration) in health gain 
was reported in 2013/14. CCG performance is in line with the 
England average of 0.87 but below the SW SHA average of 0.89 

Increased health gain as assessed by 
patients for elective procedures 
d) varicose veins   

2011/12:  
0.115 

2012/13: 
0.082 

Performance 


Trend 

 
GCCG 

GCCG ranks 41st of 
64* CCGs 

Low numbers of CCGs reporting statistically significant numbers; of 
those submitting sufficient numbers GCCG ranks 41st of 64.  

Emergency admissions for children 
with lower respiratory tract 
infections (NHS OF 3.2) 

2013 DSR: 
421.2 

2013/14 DSR: 
394.6 

Performance 

 

Trend 

 GCCG 
GCCG ranks 118th 

of 211 CCGs 

Slight change within the timeframe for the indicator which now runs 
from April to March 2014. GCCG performance has improved moving 
to the 118th best CCG.  
 
Performance is above the England and BGSW average (354.2) 

4. Ensuring people 
have a positive 
experience of 
care   

Patient experience of GP out of 
hours services (NHS OF 4a ii) 
   

2012/13:  
78.32 

2013/14:  
69.24 

Performance 

 

Trend 

 
GCCG 

GCCG ranks 60th of 
211 CCGs 

Patient experience of out of hours services reduced significantly in 
2013/14. GCCG have moved from the 19th best to the 60th best CCG.  
 
2013/14 performance is still above the England average of 66.22 and 
the BGSW average of 67.61 
 

Patient experience of hospital care 
(NHS OF 4 b)     

N/A 
2013/14:  
77.0 

Performance 


Trend 
N/A 

GCCG 
GCCG ranks 93rd of 

211 CCGs 
Newly released data previously only reported at provider level. 
Experience is in line with the England average of 76.9 

Responsiveness to in‐patients’ 
personal needs (NHS OF 4.2)   

N/A 
2013/14:  
67.4 

Performance 


Trend 
N/A 

GCCG 
GCCG ranks 132nd 

of 211 CCGs 
Newly released data previously only reported at provider level. 
Performance is below the England average of 68.7 

5. Helping people 
to recover from 
episodes of ill 
health or 
following injury 

Patient safety incidents reported 
(NHS OF 5a)     

N/A  Q1‐2 2013/14 
Performance 


Trend 
N/A 

GCCG @ 
GHNHSFT 

Ranked 235 of 
1055 providers  

Definition of indicator has been revised; therefore previous 
information is no longer comparable.  

* Data for some CCGs has been supressed due to small numbers 
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Governing Body 
 

Governing Body 
Meeting Date 

Thursday 27th November  2014 
 

Title Integrated Governance and Quality 
Committee (IGQC) minutes 

Executive Summary The attached minutes provide a record of 
the IGQC meeting held on the 21st 
August 2014. 

Key Issues 
 

The following principal issues were 
discussed: 

 Patient’s Story 
 Patient Experience and Patient and 

Public Engagement Report 
 Strategy for Engagement and 

Experience 
 Quality Report 
 Quality Strategy 
 IGQC Terms of Reference 
 Safeguarding Children and Adults 

Strategy 
 Risk Register 
 Assurance Framework 
 Sustainable Development Policy 

and Plan 
 Effective Clinical Commissioning 

Policies List 
 Information Governance 
 Briefing Reports 

Risk Issues: 
Original Risk 
Residual Risk 

Not applicable. 
 
 

Financial Impact Not applicable. 

Legal Issues 
(including NHS 
Constitution)  

Not applicable. 
 
 

Impact on Health 
Inequalities 

None. 
 

 

 
Agenda Item 18 
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Impact on Equality 
and Diversity 

None. 

Impact on 
Sustainable 
Development 

None. 

Patient and Public 
Involvement 

Not applicable. 
 

Recommendation The Governing Body is requested to note 
these minutes which are provided for 
information. 

Author Alan Potter 

Designation Associate Director Corporate Governance

Sponsoring Director 
(if not author) 

Julie Clatworthy 
IGQC Chair and Registered Nurse 
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NHS GLOUCESTERSHIRE CCG 
 

Integrated Governance and Quality Committee (IGQC) 
 

Minutes of the meeting held on 
Thursday 21st August 2014, Board Room, Sanger House 

 
Present:  
Julie Clatworthy JC Chair 
Marion Andrews-Evans MAE Executive Nurse and Quality Lead 
Dr Caroline Bennett CBe GP - North Cotswolds Locality 
Dr Peter Brambleby PB Interim Director of Public Health 
Dr Charles Buckley CBu GP – Stroud Locality 
Dr Martin Gibbs MGi GP - Forest of Dean Locality 
Colin Greaves CG Lay Member – Governance  
Cath Leech CL Chief Finance Officer 
Valerie Webb VW Lay Member - Business 
 
In Attendance: 
Teresa Middleton TM Head of Medicines Management 
Becky Parish  BP Associate Director Patient and Public 

Engagement 
Helen Chrystal  HC Deputy Director of Nursing and 

Safeguarding Lead 
Janice Waters  JW Specialist Nurse Safeguarding Adults 

and Children 
Georgina Smith  GS Corporate Social Responsibility 

Manager 
Cate White CW Project & Business Manager – Quality 

Team 
Alan Potter AP Associate Director Corporate 

Governance 
Fazila Tagari FT Board Administrator 

 
1. Apologies for Absence  
   
1.1 Apologies were received Dr Helen Miller, Mary Hutton, 

Mark Walkingshaw and Alan Elkin. 
 

   
2. Declarations of Interest  
   
2.1 There were no declarations of interest received.  
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3. Minutes of the meeting held on 19th June 2014  
   
3.1 The minutes of the meeting were accepted as a true 

and correct record, subject to the following 
amendments: 
 

 Section 6.8 of the minutes to read ‘BP highlighted 
that following investigation, it was learnt that 
there were three complaints received relating to 
the acute/stroke services.’ 

 Section 8.1 of the minutes to read ‘The Quality 
Accounts responses were presented to the 
Committee and taken as read’ 

 

   
3.2 VW drew attention to section 8.1 of the minutes and 

highlighted that there was a delay in the turnaround 
time following requests for amendments by the Policies 
Working Group. AP to feedback to the CSU HR Lead. 

AP 

   
4. Matters Arising  
   
4.1 IGQC4 Incident Report Analysis – MAE advised that 

the report was now available but had not been 
circulated with due regards to the staff consultation 
being undertaken.  It was also noted that it had been 
agreed for the Datix system to be re-launched in order 
to clarify the purpose of the system to Primary Care. 
Update to be presented at the next Committee 
meeting. 

MAE 

   
4.2 IGQC7 Any Other Business – Quality session to be 

held on 30th October 2014. 
 

   
4.3 IGQC11 Quality Report – Action had been completed. 

Item Closed. 
 

   
4.4 IGQC19 Policies for Approval – MAE advised that 

GHFT had further information on ethics under the 
Research and Development section of their website. It 
was noted that any ethical issues would be reviewed 
by the National Research Ethics Service and that 

MAE 
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details of all the active research projects being 
undertaken by the service would be shared at the next 
Committee meeting. The Committee requested that a 
short update on the governance process should also 
be reported. 

   
4.5 IGQC59 Quality Report – Action has been completed. 

Item Closed. 
 

   
4.6 IGQC62 Always Events – Item on agenda. Item 

Closed. 
 

   
4.7 IGQC63 Minutes of the meeting held on 24th April 

2014 - Action has been completed. Item Closed. 
 

   
4.8 IGQC64 Minutes of the meeting held on 24th April 

2014 – Item on agenda. Item Closed. 
 

   
4.9 IGQC65 Quality Report – Item on agenda. Item 

Closed. 
 

   
4.10 IGQC68 Policies for Approval – Action has been 

completed. Item Closed. 
 

   
4.11 IGQC69 Individual Funding Request Policy – Action 

has been completed. Item Closed. 
 

   
4.12 IGQC70 Risk Register – Action can be closed. Item 

Closed. 
 

   
4.13 IGQC71 Risk Register – Feedback survey on the 

CCG Live website had recently closed. CBu urged that 
the wider clinical network was included in this survey. 

 

   
5. Patient’s Story  
   
5.1 BP advised the Committee on the proposed subjects 

for future patient’s stories for the Governing Body 
meetings. BP suggested the following subjects for the 
September Governing Body meeting: 
 
1) The 6Cs story from GCS 
2) Living Well 
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3) Healthwatch patient story. 
   
5.2 It was agreed that the Living Well story should be 

pursued forward for the September Governing Body 
meeting. 

 

   
6. Patient Experience and Engagement Report  
   
6.1 BP presented the report which was taken as read.   
   
6.2 BP advised that the methodology underpinning the 

Patient’s Story was being reviewed as part of the wider 
clinical network. It was noted that a countywide 
discussion was being initiated in order to review the 
resources arrangements going forward. 

 

   
6.3 BP informed members that the consultation with the 

affected staff in relation to the new structure had been 
completed. The affected staff had completed their 
organisational change forms and were either slotted in 
or redeployed into the new roles. The new structure 
would be implemented from the 1st September 2014. 
BP also advised that the Head of Experience was 
leaving at the end of August 2014 and that the role was 
currently being advertised. 

 

   
6.4 JC highlighted page 13 of the report and enquired if 

there was any correlation between the Friends and 
Family Test (FFT) results in A&E and the 4 hour wait. It 
was noted that the FFT report was being reviewed 
going forward and it was proposed that a monthly 
spreadsheet was developed in order to analyse data 
for all providers in a single report.   

 

   
6.5 The Committee understood that there was an issue 

with the token system being used as a method to 
collect data as guidance had stipulated that this was 
ineffective. BP advised that GHFT was challenging this 
and that the outcome was currently awaited. Other 
methodologies being considered were using the texting 
service. Members recognised that this area was a 
challenge going forward. 
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6.6 CG highlighted Section 1.1.3 of the report and raised 
concerns on the Area Team arrangements for support 
for incident reporting in primary care. BP explained that 
a review was undertaken on the types of incidents 
being reported on the Datix system where it indicated 
that the majority of activity related to concerns within 
secondary care. BP advised that a further review would 
be undertaken and as previously discussed, the Datix 
system would also be re-launched. 

 

   
6.7 CBu felt that the FFT method added little value and 

questioned if the strategy could be re-evaluated in 
order to attain richer information. MAE advised that 
other mechanisms were being explored. 

 

   
6.8 JC queried how the Healthwatch data was utilised to 

inform service developments and requested positive 
examples of what services had improved as a result of 
this. 

BP 

   
6.9 RECOMMENDATION: The Committee: 

 Noted the contents of the reports. 
 Considered the progress made with the 

presentation of Patient Stories and 
considered the proposed subjects for future 
Patient Stories and suggested dates for 
presentation to IGQC. 

 

   
7. Strategy for Engagement and Experience  
   
7.1 BP gave a presentation outlining the Strategy for 

Engagement and Experience and invited further 
feedback from members. BP advised that this Strategy 
had been informed by feedback on activity undertaken 
during the first 12 months of the CCG and following the 
feedback comments received from the development 
session held in July 2014. It was proposed that the 
Strategy would be presented at the September 
Governing Body meeting following recommendation 
from the Committee.  

 

   
7.2 The presentation outlined:  
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 Ambition 
 Aim, Objective, Expectations, Methods 
 Framework 
 Expected Outcomes 

   
7.3 CBe highlighted page 21 of the Strategy regarding the 

Duty of Candour and requested that the Foundation 
Trust’s target date to be changed to April 2014. 

 

   
7.4 RECOMMENDATION: The Committee 

recommended approval to present to the 
Governing Body in September 2014.  

 

   
8. Quality Report  
   
8.1 MAE presented the Quality Report which provided 

assurance to the Committee that quality and patient 
safety issues were given the appropriate priority and 
that there were clear actions to address them. The 
report was taken as read and MAE invited questions 
from members. 

 

   
8.2 Members were informed that the tabled Appendix 1 

related to section 2.1 of the report and replaced the 
previous version within the main papers. 

 

   
8.3 TM highlighted that the Effective Clinical 

Commissioning Policies (ECCP) Working Group had 
received two requests for consideration by the Clinical 
Effectiveness Group. These related to Xiapex added to 
the ECCP list as an addition to surgery for Dupuytrens 
contracture. The second was for Hyaluron’s to be 
added to the INNF (Interventions Not Normally 
Funded) list. These were agreed. 

 

   
8.4 TM drew attention to the second paragraph on page 3 

of the report relating to the Fertility Policy. It was noted 
that this was being discussed with a view that an 
updated ‘Assisted Conception Policy’ would be 
presented at the Governing Body meeting in autumn 
2014. JC reported that NICE were developing a Fertility 
Quality Standard. 
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8.5 HC provided an update on the unannounced CQC 

Review of Safeguarding and Looked after Children’s 
Services in Gloucestershire. The final report was 
published on the CQC web site on the 3rd July 2014. 
The report was taken as read and HC welcomed any 
feedback from members. 

 

   
8.6 The summary of CQC recommendations and 

timescales for implementation was outlined at 
Appendix 4. It was noted that the provider organisation 
would monitor the identified recommendations.  

 

   
8.7 HC referred to a summary of serious case reviews that 

had been undertaken. Members felt that the learning 
from this case review should be cascaded to all GP 
practices. 

 

   
8.8 The incidents section was taken as read. AP advised 

that there had been a surge in retrospective falls 
reported by GCS following an internal review. 

 

   
8.9 MAE updated members on a further Serious Incident 

reported within Cirencester Hospital and advised that a 
review was being undertaken of the Minor Injury Units 
(MIUs) service model and had requested GCS to 
compile a report detailing all the incidents reported 
within the MIUs. 

 

   
8.10 CBe updated members regarding the serious issues 

within Radiology. It was understood that there was a 
capacity problem which was impacting on reporting 
times. A formal contract query had been raised by the 
CCG. The duty of candour to inform patients was 
discussed. A joint working group had been established 
to review issues with radiology tests and reporting, in 
particular for CT and MRI. The outcome of this work 
would be reported to CQRG when complete. GHFT 
were currently working through a number of actions to 
resolve these issues, including outsourcing of reporting 
and recruitment. It was also understood that there were 
disparities between the Cheltenham and Gloucester 
sites and GHFT were working to make the services 
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consistent and equitable across both sites. 
   
8.11 CG enquired if contractual penalties could be imposed 

and it was advised that this was not possible under the 
current contract. CG recommended that such penalties 
should be included in future contracts. CBe felt that a 
formal quality review was needed in order to 
understand how this situation had developed; which 
could have been mitigated if reported earlier. 

 

   
8.12 Concerns regarding Histopathology reporting were 

discussed and that Committee requested sight of the 
review report. 

MAE 

   
8.13 MAE advised that a review of the Crisis Service had 

been completed and anticipated that the 
recommendations would be available for the next 
Committee meeting. 

 

   
8.14 The C.Difficile target was currently on track although it 

was recognised that the target threshold had increased 
for this year. MAE advised that MRSA incidents were 
being closely monitored. 

 

   
8.15 MAE advised that subsequent to the publication of the 

Antibiotic Resistance Briefing, there had been one 
case reported within the community. MAE highlighted 
that there had been inadequate support received from 
Public Health England to manage this case. It was 
noted that this issue would be escalated with the 
Regional Director. TM informed members that following 
this case, a draft toolkit had been developed which 
consisted of a risk assessment process. 

 

   
8.16 MAE advised that there had been 6 cases of Norovirus 

incidences reported and that these were being 
analysed to understand the underlying cause. 

 

   
8.17 JC requested that the figures for MSSA and E.Coli 

were included within future reports. 
MAE 

   
8.18 JC questioned whether GP practices who were not 

submitting incident reports could be identified. JC also 
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requested that details of the provider serious incidents 
were elaborated in order to identify if there were any 
hotspots within particular wards or teams. 

   
8.19 RECOMMENDATION: The Committee noted the 

contents of this report. 
 

   
9. Quality Strategy   
   
9.1 It was agreed that the quality presentation would be 

circulated to members following the meeting and it was 
proposed that this would be discussed further at a 
development session.   

FT 

   
9.2 MAE indicated that there was a focus on the seven 

challenges identified by the NHS Confederation for the 
wider NHS and how the CCG responds to challenges 
and change at a local level.   

 

   
9.3 MAE informed members that the Quality Strategy had 

been recently updated and highlighted that the strategy 
was a live document in order to regularly embed any 
latest guidance.  

 

   
9.4 MAE stated that an update on the action plan and 

progress against the action plan would be prepared for 
the next Committee meeting. It was also agreed that 
the final document would be available for the next 
Committee meeting for formal approval. 

MAE 

   
9.5 RECOMMENDATION: The Committee noted the 

verbal update. 
 

   
10. IGQC Terms of Reference   
   
10.1 AP presented the revised Terms of Reference which 

was being reviewed as part of a scheduled annual 
review cycle and invited any comments from members. 

 

   
10.2 AP advised that the Terms of Reference had been 

amended to reflect the comments raised at previous 
Committees and highlighted section 7.2.6 being the 
key amendment which related to the approval of 
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policies.  
   
10.3 JC requested that the Terms of Reference shall include 

that financial policies were ratified by the Audit 
Committee. 

 

   
10.4 RECOMMENDATION: The Committee considered 

the revised Terms of Reference for the IGQC and 
recommended adoption by the Governing Body.  

 

   
11. Safeguarding Children and Adults Strategy  
   
11.1 MAE introduced the Strategy which was taken as read. 

The GCCG Safeguarding Strategy outlined the 
direction that Gloucestershire CCG would work 
towards over the next 3 years and builds on existing 
safeguarding arrangements, strengthening the 
assurance and governance framework and integrating 
requirements for the safeguarding of children, young 
people and adults at risk into one document. 

 

   
11.2 JW outlined the context of the Strategy to members 

and advised that it had been amended following 
updated legislation being published. 

 

   
11.3 CG highlighted that there were inconsistencies in the 

title used within the document and requested that the 
Strategy title was consistent throughout the document. 

 

   
11.4 CG also highlighted the governance section on page 

19 of the Strategy and advised that it should state 
Integrated Governance and Quality Committee and 
requested that the amendments agreed today in the 
Terms of Reference should be reflected in relation to 
the core membership.    

 

   
11.5 JC identified 2102 as typos within the report and stated 

that this should read as 2012 (under review date) 
although it was recognised that following approval it 
would be 2014. 

 

   
11.6 JC drew attention to the definitions of the statutory 

framework for safeguarding and promoting the welfare 
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of children on page 7 and queried whether the recent 
neglect case was included within the protecting 
children from maltreatment measures. JW responded 
that this strategy was developed prior to this particular 
case and specified that this was an ongoing document 
and that any findings would be reflected within the 
document when evaluated.  

   
11.7 JC requested that a qualified statement was added to 

clarify the role and function of the PREVENT lead. 
 

   
11.8 JC suggested that ‘long awaited’ on the first bullet point 

on page 12 of the report was deleted as the inquiries 
were complete and sought assurance that the 
implications were incorporated. 

 

   
11.9 MAPPA and MARAC processes as indicated on page 

14 of the report needed further clarification.  
 

   
11.10 JC drew attention to page 21 of the report and advised 

that the Transformation Quality Director should read as 
Executive Nurse and Quality Lead. 

 

   
11.11 JC requested that the ratification process outlined on 

page 27 of the report was amended to reflect the 
correct committee. 

 

   
11.12 CBe highlighted page 24 and suggested that a link to 

the South West Child Protection Procedures was 
inserted.  

 

   
11.13 VW queried whether the transition from child into adult 

should be covered within this report. It was felt that this 
was quite a broad topic but could be considered. 

 

   
11.14 CG felt that the heading ‘Practical examples of 

safeguarding’ on page 8 should read as ‘Practical 
examples of safeguarding concerns’. 

 

   
11.15 MAE suggested that a glossary was included to ensure 

that the document was coherent for staff. 
 

   
11.16 CBu considered that the Primary Care section was  
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heavily focused on children and felt that additional 
provisions were required for adults. MAE felt that 
practitioners such as dentists, pharmacists, 
ophthalmologist should be included under primary care 
section and that the responsibility should be clearly 
defined. 

   
11.17 RECOMMENDATION: The Committee requested the 

amendments discussed and agreed that the 
revised document would be endorsed subject to 
the review of the revised version electronically. 

 

   
12. Risk Register  
   
12.1 AP presented the Risk Register which provided details 

of those risks identified by the responsible managers 
that currently face the CCG and which could affect the 
achievement of the organisational objectives. 

 

   
12.2 CBu highlighted Risk No Q1 which related to the 

commissioning information portal and was advised by 
CL that the issue was under control. It was noted that 
histology reporting delays had been added to the Risk 
Register. 

 

   
12.3 RECOMMENDATION: The Committee noted this 

paper and the attached Risk Register. 
 

   
13. Assurance Framework  
   
13.1 AP presented the Assurance Framework for 2013/14 

which provided details of the assurances that will be 
provided to the Governing Body regarding the 
achievement of the CCG’s Annual Objectives. 

 

   
13.2 JC enquired whether there were any key changes that 

should be highlighted. CL responded that the key 
changes related to Risk Nos C6 and C26 which related 
to Histology and Radiography. The risk ratings for both 
had increased.  

 

   
13.3 RECOMMENDATION: The Committee noted this 

report and the attached Assurance Framework. 
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14. Sustainable Development Policy and Plan  
   
14.1 GS presented the Sustainable Development Policy and 

Management Plan which was taken as read. GS 
advised that this paper had been refined following the 
CCG development session held in May 2014. 

 

   
14.2 GS explained that NHS England required all CCGs to 

report on sustainability as part of their annual reporting 
process and to have in place a Sustainable 
Development Management Plan. 

 

   
14.3 GS informed the Committee that the final Policy took 

account of the additional information requested relating 
to pharmaceuticals.  

 

   
14.4 GS outlined the timescales required to achieve the 

objectives of the Policy which was over the next two 
years and it was noted that the Policy would be subject 
to an annual review. 

 

   
14.5 JC highlighted section 3.2 of the report which related to 

the performance scorecard and requested that this was 
assimilated with the CCG integrated performance 
scorecard. GS agreed to liaise with Sarah Hammond. 
JC also requested that section 6.1 of the Policy stated 
the dates of the meetings. 

GS 

   
14.6 CBu enquired if there were any examples of good 

practice in terms of commissioning which could be 
adopted and used for service improvements. GS 
suggested that communication was pivotal in terms of 
disseminating case studies and advised of local 
activities which could be promoted as part of a case 
study going forward. 

 

   
14.7 RECOMMENDATION: The Committee approved the 

Sustainable Development Policy and the 
management plan. 

 

   
15. Effective Clinical Commissioning Policies List  
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15.1 CBu presented this report and outlined that the 
purpose of the Group was to support the individual 
funding (IFR) process and to review the CCG position 
and evidence based interventions. 

 

   
15.2 CBu advised that that the two major changes to the list, 

which were agreed by the Clinical Effectiveness Group 
on 10 July 2014 were: 
 

 Xiapex added to the ECCP list as an addition to 
surgery for Dupuytrens contracture 

 Add hyalurons or Hyaluronic Acid (Durolane) or 
viscosupplementation as a treatment for 
osteoarthritis to the ECCP list as an INNF due to 
its lack of clinical effectiveness. 

 

   
15.3 It was noted that a lay person representative was being 

sought to join the Committee in order to strengthen the 
governance process. 

 

   
15.4 It was noted that further information on assisted 

conception would follow.  
 

   
15.5 RECOMMENDATION: The Committee approved the 

list. 
 

   
16. Information Governance Update  
   
16.1 CL presented the paper providing an update on the 

organisation’s information governance arrangements. 
 

   
16.2 CL informed members that the CCG’s application for 

Accredited Safe Havens (ASH) status was currently in 
progress and a draft contract and data sharing 
agreement was being reviewed by the Information 
Governance lead. 

 

   
16.3 The CCG had submitted an action plan to the Health & 

Social Care Information Centre (HSCIC) to bring it to a 
level 2 status in the IG Toolkit and noted that there was 
good progress against the action plan.  
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16.4 The Committee received the minutes of the Information 
Governance Group meeting on 24th June 2014. 

 

   
16.5 The Committee noted that the training on the IG Toolkit 

was scheduled for September. 
 

   
16.6 RECOMMENDATION: The Committee: 

 Noted the minutes from the Information 
Governance Group 

 Noted the contents of this report. 

 

   
17. Sign-up to Safety Briefing  
   
17.1 MAE presented the briefing report which was provided 

for information. MAE stated that the purpose of the 
paper was to keep members up to date on centrally 
driven directives and how it was being taken forward 
locally. 

 

   
17.2 It was noted that a patient safety forum was being 

established locally which would cover the wider NHS 
organisations who would review patient safety issues 
and share any experiences and learning. JC queried if 
there were any GPs within primary care who were 
patient safety champions and was advised that the 
Area Team was leading on this area and it was 
understood that the role was being advertised.  

 

   
17.3 PB probed whether the champions comprised of the 

wider primary care group (i.e. dentists, pharmacists) 
and it was believed that it covered only GPs but 
accepted by the Committee that it should cover all 
professionals within primary care. 

 

   
17.4 RECOMMENDATION: The Committee noted the 

report. 
 

   
18. Always Events Briefing  
   
18.1 MAE presented this paper which outlined the progress 

against local plans. The report was taken as read. 
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18.2 RECOMMENDATION: The Committee noted the 
report. 

 

   
19. Antibiotic Resistance Briefing  
   
19.1 The paper was provided for information.   
   
19.2 JC drew attention to page 3 of the report relating to 

‘use the correct antimicrobial for the particular infection’ 
and queried whether it applied in primary care. TM 
confirmed this and stated an analysis of antibiotic 
usage in primary care was undertaken across the Area 
Team which indicated that it was below average. 

 

   
19.3 It was noted that there was a surveillance programme 

in place to measure the sensitivity test cultures. CBu 
advised that discussions were taking place to 
determine how to manage this going forward.  

 

   
19.4 RECOMMENDATION: The Committee noted the 

report. 
 

   
20. Gloucestershire Shared Care Record Project  
   
20.1 BP presented this paper which was provided for 

information. BP advised that discussions were held at a 
carers’ meeting to seek input into this project. 

 

   
20.2 JC queried the governance arrangements and the 

reporting line for the Patient Consent and Access Sub-
group. It was understood that the Sub-group reported 
to the Countywide IMT Steering Group, who 
subsequently were accountable to the CCG Core 
Group. Members of the Committee were advised that 
regular updates would be reported to the IGQC. JC 
requested that the accountabilities were made 
apparent to ensure that a robust governance 
arrangement was in place. 

 

   
20.3 RECOMMENDATION: The Committee noted the 

report. 
 

   
21. Mortality Briefing  
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21.1 This report was prepared in response to a question 

raised previously by PB in relation to the top three 
reasons for mortality rates. 

 

   
21.2 PB felt that a deep dive in the hospital mortality records 

was needed in order to understand whether the 
mortality was avoidable and to identify the root causes 
(i.e. communication issue, medicine neglect etc.)   

 

   
21.3 CBu suggested that a quality improvement programme 

was developed to review cases of any unexpected 
mortalities. 

 

   
21.4 JC probed whether there were any disparities across 

the two sites and was advised this had been previously 
identified and reviewed. 

 

   
21.5 CG proposed that these figures were reported on a 

regular basis going forward to allow for the trends to be 
tracked and to measure how GHFT was performing on 
the 30 day discharge issue.  

 

   
21.6 RECOMMENDATION: The Committee noted the 

report. 
 

   
22 Any Other Business  
   
22.1 A letter was tabled which was sent from the Royal 

College of Physicians to GHFT which related to the 
National Fracture Database. It was noted that this letter 
congratulated GHFT in relation to the good standard of 
performance identified during the national hip fracture 
audit. 

 

   
22.2 A press release was tabled at the Committee relating 

to the special measures aim to drive improvement in 
GP practices introduced by the CQC. Members noted 
this press release. 

 

   
22.3 MAE informed members that an internal review of the 

quality assurance system was being undertaken by 
Internal Audit. It was indicated that a verbal feedback 

MAE 
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would be received tomorrow and this would be 
communicated to JC although it was noted that the 
formal report would initially be reviewed by an external 
nurse in Birmingham. JC requested an update. 

   
22.4 District Nursing Briefing  
   
22.4.1 MAE presented a briefing report relating to concerns 

identified with the provision of the District Nursing 
service. MAE advised that the CCG had been aware of 
issues in particular within the North Cotswold, South 
Cotswold and the Forest of Dean localities. 

 

   
22.4.2 It was highlighted that there were significant issues 

regarding the recruitment of District Nurses across 
Gloucestershire and that assurance was being sought 
from GCS that recruitment was being prioritised and 
that vacancies were being covered by a suitably 
qualified pool of bank staff. 

 

   
22.4.3 MAE informed members that GP practices were being 

encouraged to report any community nursing incidents 
via the Datix system and the outcomes of this would be 
reported at a later date. It was noted that there were no 
Serious Incidents received to date but this would be 
closely monitored. 

 

   
22.4.4 It was recognised that an ongoing dialogue between 

the commissioners and providers was required and 
members proposed that the position was monitored 
daily. It was noted that GCS were endeavouring to 
address the action plan. 

 

   
22.4.5 The Committee explored the options available to 

manage this and queried whether any contractual 
levers could be exerted to mitigate the issues. MAE 
explained that it was vital that the right channels of 
communications were exercised to escalate any 
concerns (i.e. CQC, TDA). It was felt that strong 
evidence was needed prior to exercising those routes 
which would need to be instructed by executive 
management. A clinical quality review of District 
Nursing was recommended as an appropriate action. 

MAE 
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22.4.6 CBu indicated that the gaps in the district nurses were 

being covered by primary care and secondary care.  
Members felt that a review was essential to understand 
how this situation had emerged and a long term 
solution identified.  

 

   
23. The meeting closed at 12.50pm.  
   
 Date and time of next meeting: Thursday 23rd 

October 2014 in the Board Room at 9am.   
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